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SMOKING  IN  RELATION  TO  LUNG  CANCER 
A Follow-up  Study 

E.  CuYLER  Hammond,  sc.d.,  Nenjo  York  City 


The  Author.  Director,  Statistical  Research  Section, 
American  Cancer  Society;  Professor  of  Biometry, 
Yale  Chtiversity , Department  of  Public  Health; 
Director,  Graduate  Studies,  Department  of  Statistics, 
Yale  University 


SUMMARY 

The  problem  of  the  relationship  of  lung  cancer  to 
smoking  is  reviewed  from  an  historical  standpoint. 
The  three  suspicious  factors  involved  are  named  and 
what  evidence  available  to  establish  these  factors  as 
causes  is  furnished. 

Two  methods  of  conducting  epidemiological  studies 
are  pointed  out,  the  historic  and  the  follow-up.  The 
author’s  program  of  study  by  the  follow-up  method  is 
described  in  detail.  No  results  as  yet  can  be  reported. 


T^ver  since  Sir  Walter  Raleigh  had  a pail  of  water 
poured  over  his  head  by  someone  who  thought 
he  was  on  fire,  smoking  has  been  accused  of  every- 
thing imaginable  from  arson  on  up.  At  one  time  in 
England  it  was  thought  to  be  such  a potent  and 
beneficial  drug  that  it  should  be  used  only  with  a 
doctor’s  prescription.  Later,  moralists  preached  that 
it  was  an  instrument  of  the  devil.  In  more  recent 
times,  clinical  and  laboratory  studies  have  been 
made  to  determine  the  acute  effects  of  smoking, 
particularly  on  the  circulatory  system.  The  chronic 
effects  of  smoking  over  a period  of  many  years  are 
not  so  easily  determined. 


Tobacco  smoke  contains  at  least  four  substances 
which  are  highly  toxic  when  administered  in  large 
doses,  these  being  carbon  monoxide,  nicotine, 
arsenic,^  and  tar.  In  addition,  it  has  been  recently 
reported  that  tobacco  contains  small  amounts  of 
radioactive  potassium.-  Whether  or  not  extremely 
small  doses  administered  over  a very  long  period  of 
time  by  way  of  smoking  produces  serious  disorders 
is  another  matter.  One  could  theorize  that  the  body 
builds  up  an  effective  immunity  or  one  could  equally 
well  argue  that  the  toxic  effect  is  cumulative.  Animal 
experiments  may  throw  some  light  on  the  matter, 
but  the  only  way  to  determine  the  facts  is  to  study 
the  long  term  effects  on  human  beings. 

It  is  of  interest  to  note,  that  tobacco  smoke  also 
contains  a substance  which  may  perhaps  offer  a 
considerable  measure  of  protection  from  some  of 
the  toxic  agents.  I refer  to  the  tiny  particles  of 
carbon  of  which  smoke  is  largely  composed.  Finely 
divided  carbon  has  the  property  of  absorbing  and 
thereby  deactivating  a great  many  chemical  sub- 
stances. Therefore,  the  available  amount  of  free, 
active,  toxic  agents  in  tobacco  smoke  may  be  greatly 
reduced.  If  so,  it  is  possible  that  filters  which  remove 
many  of  the  carbon  particles  from  smoke  may  do 
more  harm  than  good. 

In  1928,  Lombard^  and  others  in  the  Massachusetts 
state  health  department  made  an  analysis  of  records 
collected  by  the  Visiting  Nurse  Association  and 
found  heavy  smoking  to  be  more  common  in  the 
cancer  group  than  in  the  controls.  In  their  sample, 
heavy  smoking  Avas  largely  pipe  smoking  and  was 
particularly  more  common  in  those  individuals  with 
cancer  of  the  buccal  cavity.  It  should  be  noted  that 
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at  that  time  cancer  of  the  lung  w as  a relatively  rare 
disease  and  caused  only  2,400  deaths  in  the  United 
States  in  1928. 

Several  years  later,  acting  on  this  lead,  the  Massa- 
chusetts state  health  department  obtained  informa- 
tion on  the  use  of  tobacco  among  2,927  male  patients 
over  40  who  visited  a cancer  clinicd  They  again 
found  a definite  association  between  the  use  of 
tobacco  and  cancer  of  the  buccal  cavity,  but  also 
found  an  association  betw  een  the  use  of  tobacco  and 
the  occurrence  of  cancer  of  the  respiratory  tract, 
rhis  finding  did  not  attract  wide  interest  at  the 
time,  probably  because  of  the  low-  incidence  of  lung 
cancer. 


WHITE  MALE  CANCER  DEATH  RATES'*  BY  SITE 

United  Stotes,  1933-1948 

SLIDE  NO.I 


Figure  i 


Now  let  US  see  what  has  taken  place  since  1928. 
As  shown  in  Figure  i,  the  age  standardized  death 
rates  for  most  sites  of  cancer  among  males  have 
changed  very  little  over  the  last  several  decades.  Male 
death  rates  have  declined  somewhat  for  cancer  of 
the  stomach  and  skin,  and  have  risen  somewhat  for 
cancer  of  the  prostate  and  intestines.  However, 
male  death  rates  from  cancer  of  the  respiratory 
system  (except  larynx),  mainly  primary  cancer  of 
the  lung,  have  increased  dramatically  from  a stand- 
ardized rate  of  4.6  in  1933  to  a standardized  rate  of 
17.8  in  1948.  I chose  this  particular  period  of  years 
for  the  illustration  because  complete  figures  for  the 


WHITE  FEMALE  CANCER  DEATH  RATES*  BY  SifL 


United  States,  1933- IS48 
SLIDE  MO  I 


FiGETRE  2 


United  States  were  first  available  in  1933  and  a 
change  in  reporting  procedure  took  place  in  1949. 
How- ever,  it  is  clear  that  the  increase  has  continued 
up  to  the  present  time.  In  terms  of  numbers,  approxi- 
mately 1,500  men  in  the  United  States  died  of  lung 
cancer  in  1928  and  it  is  estimated  that  17,400  men 
died  of  this  cause  in  1952,  almost  a twelve  fold  in- 
crease in  just  24  years. 

An  increase  in  standardized  lung  cancer  death 
rates  also  took  place  in  the  female  population,  but 
the  relative  change  w^as  not  as  great  as  among  males 
(see  figure  2 ).  It  is  estimated  that  about  3,600  w^omen 
died  of  lung  cancer  in  the  United  States  in  1952. 
Thus  the  total  toll  from  this  disease  for  males  and 
females  together  stands  at  about  21,000  deaths  per 
year  and  is  increasing  at  the  rate  of  about  1,000  more 
deaths  in  each  succeeding  year.  Clearly  it  is  a health 
problem  of  the  first  order  of  magnitude. 

Two  other  statistical  facts  are  of  interest  in  this 
connection.  Bronchogenic  cancer  is  largely  a disease 
of  later  life,  the  peak  death  rate  among  males  occur- 
ring in  the  age  group  65-69  and  among  females  in  the 
age  group  75-79  (see  Figure  3).  Why  the  death  rate 
should  decline  again  in  later  life  is  the  subject  of 
much  debate  at  the  present  time.  The  other  fact  is 
that  according  to  official  reports,  lung  cancer  death 
rates  are  considerably  higher  in  urban  areas  than  in 
rural  areas.  It  is  possible  that  this  is  due  to  diffi- 
culties in  the  reporting  system.  For  example,  it  may 
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be  that  the  apparent  urban-rural  relationship  in  lung 
cancer  is  due  luerelv  to  the  fact  that  when  old  people 
living  in  the  country  get  sick  they  have  a tendency 
to  move  to  the  home  of  a married  son  or  daughter 
in  the  city  and,  if  they  die,  their  residence  is  apt 
to  he  reported  as  urban  rather  than  rural.  There- 
fore, we  are  not  sure  whether  or  not  this  apparent 
difference  in  death  rates  is  real. 

In  searching  for  an  environmental  factor  which 
might  be  responsible  for  the  increase  in  lung  cancer, 
one  might  be  suspicious  of  any  substance  which 
exhibits  all  or  most  of  the  following  characteristics: 

UJN3  a BRONCHUS  CANCER  DEATH  RATES,  BY  AGE  & SEX 
White  Population  of  the  United  States,  1933-1936  and  1945-1948 


, SOURCE:NATIONAL  OFFICE  OF  VITAL  STATISTICS:  STATISTICAL  F^SEARCH  SECTION 

BUREAU  OF  THE  CENSUS  AMERICAN  CANCER  SOCIETY,  0-53 

j Figure  3 

[ (a)  something  inhaled  into  the  lungs,  particularly  if 

; it  contains  chemicals  which  can  produce  tumors  in 
experimental  animals;  (b)  something  to  which  a 
great  many  people  are  exposed  in  all  parts  of  Europe 
j and  the  United  States;  (c)  something  to  which 
people  have  been  increasingly  exposed  during  the  last 
several  decades;  (d)  something  to  which  more  men 
than  women  are  heavily  exposed;  and  (e)  something 
to  which  city  dwellers  are  more  heavily  exposed 
than  country  dwellers. 

On  the  basis  of  these  considerations  alone,  the 
finger  of  suspicion  would  seem  to  point  straight  to 
no  less  than  three  factors:  namely,  (i)  air  pollution 
from  coal  and  oil  furnaces,  (2)  exhaust  fumes  from 
automobiles,  and  (3)  cigarette  smoking.  No  one  of 
these  three  suspects  can  be  exonerated  on  the  basis 
of  evidence  available  at  present  and  perhaps  all  of 
them  are  partially  guilty.  However,  I will  confine 
my  remarks  to  the  evidence  relating  to  smoking, 
and  more  particularly,  to  cigarette  smoking. 


The  evidence  so  far  collected  is  of  three  types: 
(i ) a time  trend;  (2)  laboratory  studies  on  the  com- 
position of  tobacco  smoke  and  its  effect  on  experi- 
mental animals;  and  (3)  statistical  studies  similar  to 
the  original  work  done  by  Lombard.  The  time  trend 
consists  of  an  association  between  an  increase  in  the 
sale  of  cigarettes  and  the  increase  in  the  death  rate 
from  lung  cancer.  The  consumption  of  cigarettes  in 
the  United  States  and  most  European  countries  in- 
creased abruptly  at  the  time  of  World  War  I and 
has  been  increasing  ever  since.  However,  the  habit 
was  at  first  largely  confined  to  men  and  it  was  some 
years  before  a large  proportion  of  women  took  it  up. 
I hardly  need  tell  an  audience  composed  of  statis- 
ticians that  time  trend  associations  are  often  mislead- 
ing. Nevertheless,  if  it  is  assumed  that  a time  lag  of 
10  to  20  years  exists  between  exposure  to  a carcino- 
genic substance  and  the  development  of  lung  cancer, 
then  the  trend  in  smoking  habits  could  account  for 
both  the  sex  difference  and  the  increase  in  lung  can- 
cer death  rates.  Of  course  this  is  no  proof  that  a 
cause  and  effect  relationship  exists  between  the  two 
factors. 

The  laboratory  evidence  again  in  itself  gives  no 
positive  proof  that  cigarette  smoking  causes  lung 
cancer,  but  it  is  highly  suggestive.  Very  recently^ 
laboratory  workers  have  succeeded  in  producing 
cancer  by  applying  tar  distilled  from  cigarette  smoke 
to  the  skin  of  mice.  The  first  cancer  appeared  about 
one  year  after  the  first  application  of  cigarette  tar 
and  within  two  years  44  per  cent  of  the  animals 
developed  cancer. 

After  the  first  report  of  an  association  between 
smoking  and  human  cancer  was  released  bv  Lom- 
bard in  1928,  a period  of  22  years  elapsed  before 
additional  evidence  of  the  same  sort  appeared  in  the 
literature  except  for  one  paper  by  Potter  and  Tullyd 
Then,  in  1950,  the  results  of  four  similar  studies  were 
published  on  the  subject.®’'^’®’'-*  The  details  varied 
somewhat,  but  in  each  instance  the  investigators 
questioned  lung  cancer  patients  and  a control  group 
of  people  without  lung  cancer  about  their  past  and 
present  smoking  habits.  All  of  these  investigators 
found  that  a larger  percentage  of  lung  cancer 
patients  admitted  to  a history  of  smoking,  particu- 
larly heavy  cigarette  smoking,  than  did  the  control 
group  of  people  without  lung  cancer.  However,  the 
degree  of  association  found  between  cigarette 
smoking  and  lung  cancer  differed  widely  in  the 
several  studies.  The  per  cent  of  smokers  in  the  con- 
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trol  groups  was  so  high  that  although  a statistically 
significant  difference  was  found  between  the  lung 
cancer  groups  and  the  control  groups,  the  degree  of 
the  difference  was  subject  to  a very  large  sampling 
error. 

Although  no  one  of  the  three  types  of  evidence 
just  described  would  be  sufficient  in  itself  as  a basis 
for  positive  conclusions,  all  three  taken  together  cer- 
tainly build  up  a strong  case  for  the  conclusion  that 
smoking  does  in  fact  increase  to  some  degree  the 
probability  that  an  individual  will  develop  lung  can- 
cer. However,  the  most  critical  evidence  comes 
from  the  studies  on  human  subjects,  so  we  should 
consider  whether  or  not  it  is  reliable. 

Broadly  speaking,  there  are  two  major  methods 
by  which  epidemiological  studies  can  be  conducted. 
These  are  usually  called  the  “historic  method”  and 
the  “follow-up  method”  or,  as  Professor  E.  B.  Wil- 
son has  so  aptly  phrased  it,  the  “backward  method” 
and  the  “forward  method.” 

The  “backward  method”  consists  of  questioning 
a selected  group  of  patients  with  a specified  disease 
about  things  which  they  have  done  or  things  which 
happened  to  them  in  the  past.  A so-called  “control 
group”  is  similarly  questioned,  an  attempt  being 
made  to  select  for  this  group  individuals  who  appear 
similar  to  the  patients  in  all  respects  except  that  they 
do  not  have  the  disease  in  question.  A comparison 
is  then  made  between  the  answers  given  by  the 
two  groups.  The  one  virtue  of  this  method  is  that 
under  favorable  circumstances  it  can  be  carried  out 
quickly  and  at  little  expense.  The  disadvantages  of 
the  method  are  manifold,  so  much  so  that  some 
statisticians  believe  that  it  leads  to  erroneous  con- 
clusions more  often  than  to  correct  conclusions. 
Among  the  more  important  difficulties  are:  (a) 
psychological  biases  in  answering  questions  depend- 
ent upon  past  experience,  present  circumstances,  and 
the  attitude  of  the  interviewer  or  the  phraseology 
of  the  questionnaire;  (b)  difficulties  in  selecting 
truly  comparable  experimental  and  control  groups 
for  questioning  and  the  likelihood  of  unavoidable 
biases  in  this  selection;  and  (c)  a purely  statistical 
fallacy  recently  discovered  by  Dr.  Joseph  Berkson 
of  the  Mayo  Clinic.^®  Berkson  has  demonstrated  that 
even  if  no  association  exists  between  two  conditions 
in  the  general  population,  an  association  is  very  like- 
ly to  exist  in  the  hospital  population  even  if  there 
are  no  selective  biases  of  the  type  usually  con- 
sidered. 


The  “forward”  or  follow-up  method  of  study 
consists  of  obtaining  information  (by  interview, 
questionnaire  or  otherwise)  about  the  habits  or  en- 
vironment of  a large  number  of  people,  none  of 
whom  are  sick  at  the  time  this  data  is  collected. 
The  subjects  are  followed  for  a number  of  years 
and  records  are  kept  of  all  those  who  contract  or 
die  of  a certain  specified  disease.  The  end  results  are 
then  correlated  with  the  facts  gathered  at  the  start 
of  the  study.  It  is  generally  agreed  that  from  the 
scientific  standpoint  this  is  the  method  of  choice.  It 
altogether  avoids  most  of  the  major  difficulties  of 
the  alternative  method  and  minimizes  the  effect  of 
the  remaining  difficulties.  Furthermore,  it  yields 
answers  directly  in  the  form  most  suitable  for  prac- 
tical interpretation  and  application.  However,  the 
method  has  several  serious  disadvantages:  for  ex- 
ample, (a)  it  is  unavoidably  time  consuming  and 
may  take  as  long  as  20  years  in  some  instances,  (b) 
it  is  usually  extremely  expensive  because  of  the  large 
number  of  people  who  must  be  studied,  and  (c)  it 
is  extremely  difficult  to  trace  individuals  for  a num- 
ber of  years,  particularly  in  America  where  people 
have  a habit  of  moving  around. 

All  of  the  studies  of  smoking  in  relation  to  human 
lung  cancer  previously  described  were  based  on  the 
“backward  method”  of  approach,  although  the  exact 
details  of  procedure  varied.  Because  of  the  known 
difficulties  with  this  method,  certain  investigators, 
including  myself,  are  not  completely  convinced  as 
to  the  validity  of  the  results,  in  spite  of  the  fact  that 
a number  of  independent  studies  conducted  in  more 
or  less  the  same  way  led  to  more  or  less  the  same 
apparent  conclusions.  In  particular  I am  not  so  con- 
cerned with  the  question  of  whether  or  not  a cause 
and  effect  relationship  exists  between  cigarette 
smoking  and  lung  cancer  as  I am  with  the  question 
of  the  degree  of  this  relationship.  From  the  practical 
standpoint  it  is  the  degree  of  the  relationship  which 
is  important.  If  a finding  that  smoking  increases  the 
probability  that  an  individual  will  develop  lung  can- 
cer is  to  be  used  to  save  lives,  then  either  people 
must  be  persuaded  to  give  up  smoking  or  the  harmful 
ingredients  must  be  discovered  and  removed  from 
cigarettes.  Neither  is  apt  to  be  accomplished  unless 
the  relationship  is  found  to  be  large. 

For  these  reasons,  in  1951,  I began  a study  of 
smoking  in  relation  to  lung  cancer  by  the  more 
reliable  but  more  laborious  and  time  consuming 
follow-up  method.  The  project  was  found  to  be 
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feasible  only  if  it  was  confined  to  that  segment  of 
the  population  in  which  lung  cancer  death  rates  are 
highest.  Even  by  limiting  the  study  group  to  white 
males  between  the  ages  of  50  and  69,  a minimum  of 
about  200,000  person  years  of  exposure  to  risk 
would  be  required  to  obtain  reliable  results  and  an 
even  larger  number  would  be  required  to  make  an 
accurate  quantitative  estimate  of  the  association. 


Figure  4 

Tliis  is  page  i of  the  smoking  questionnaire 


Division  No:  Area  No.: 

Group  No.: 

Unit  No.:  District  No.: 

Researcher  No.: 

Researcher’s  Name: 

Case  No.: 

Dear  Sir: 

This  is  a study  of  differences  in  health  between  non- 
smokers  and  smokers.  From  time  to  time  all  sorts  of  claims 
have  been  made  as  to  the  effects  of  smoking  on  health. 
Many  of  these  are  poorly  founded.  We  hope  to  determine 
statistically  the  effects  of  smoking  in  a group  of  men  50 
years  of  age  and  over.  Thank  you  for  your  cooperation. 

American  Cancer  Society 


Your  Name Date 

Address  

(Street)  (City)  (State) 


Flow  old  are  you?  50-54  □ 55-59  □ 60-64  Q 65-69  □ 

Read  questions  carefully  before  checking  answers 
A.  Have  you  ever  done  smoking  of  any  kind?  Yes  □ 

No  □ 

(If  ‘Yes’)  For  how  many  years  Enter  No. 

have  you  smoked?  of  years 


B.  During  your  entire  life  Yes  No 

Have  you  ever  smoked  at  least  as  many 
as  5 to  10  packs  of  cigarettes?  □ □ 

(check  Yes  or  No) 

Have  you  ever  smoked  at  least  as  many 
as  50  to  75  cigars?  □ □ 

(check  Yes  or  No) 

Have  you  ever  smoked  at  least  as  many 
as  3 to  5 packages  of  pipe  tobacco?  □ □ 

(check  Yes  or  No) 

If  your  answers  to  the  3 types  of  smoking  in  question  B 
are  all  ‘No,’  we  need  no  further  information. 

However,  if  any  answer  has  been  ‘Yes,’  please  answer  the 
questions  on  the  following  pages. 


Figure  5 u]!'' 

This  is  page  2 of  the  smoking  questionnaire.  Pages  3 and  4 
asked  parallel  questions  on  cigar  smoking  and  pipe  smoking. 


CiGARETtE  Smoking 

(If  more  than  5 to  10  packs  of  cigarettes  smoked  during 
your  lifetime,  complete  this  page  on  cigarette  smoking  habit.) 


I. 


At  the  present  time,  how  much  cigarette  smoking 
are  you  doing? 

(Check  one) 


None  □ 

Smoke  cigarettes  once  in  a while  but 
not  every  day  □ 

Regularly  smoke  cigarettes,  but  less 
than  Vi  pack  a day  □ 

Regularly  smoke  from  ’/z  to  i pack  of 
cigarettes  a day  □ 

Regularly  smoke  more  than  i pack  but 
less  than  2 packs  of  cigarettes  a day  □ 

Regularly  smoke  2 or  more  packs  of 
cigarettes  a day  □ 


2.  If  you  do  not  smoke  cigarettes  now,  how  Enter 
long  has  it  been  since  you  last  smoked  them?  Years 

3.  How  old  were  you  when  you  first  smoked  Enter 

cigarettes?  Age 

4.  How  many  years  altogether  have  you,  or  Enter 

did  you  smoke  cigarettes?  Years 


5.  Thinking  back  over  the  years  you  smoked. 

No.  of  Years 

For  how  many  of  those  years  did  you 
smoke  cigarettes  occasionally,  but  not 

not  every  day?  

For  how  many  of  those  years  did  you 
regularly  smoke  cigarettes,  but  less  than 

14  pack  a day?  

For  how  many  of  those  years  did  you 
regularly  smoke  from  14  to  i pack  of 

cigarettes  a day?  

For  how  many  of  those  years  did  you 
regularly  smoke  more  than  i pack  but 

less  than  2 packs  of  cigarettes  a day?  

For  how  many  of  those  years  did  you 
regularly  smoke  2 or  more  packs  of 

cigarettes  a day?  

Total  

Since  a study  on  such  a scale  would  be  financially 
impossible  using  paid  professional  interviewers  and 
follow-up  workers,  I decided  to  make  use  of  the 


8 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


large  number  of  volunteer  workers  of  the  American 
Cancer  Society.  This  required  the  development  of 
a questionnaire  which  would  be  reliable  under  such 
conditions.  About  a dozen  alternative  forms  were 
designed  and  tried  in  the  field.  The  one  finally  select- 
ed is  shown  in  Figures  4 and  5.  It  consists  of  a four 
page  booklet,  the  first  page  asking  general  questions 
about  smoking  and  the  following  three  pages  ask- 
ing parallel  questions  about  cigarette,  cigar,  and 
pipe  smoking,  respectively.  Before  use  it  was 
pretested  by  giving  it  to  men  to  fill  out  without 
assistance,  following  which  they  were  carefully 
questioned  by  highly  skilled  interviewers.  The 
questionnaire  answers  were  almost  identical  to  the 
information  obtained  by  interview.  A final  pretest 
conducted  with  volunteers  indicated  that  the  ques- 
tionnaire could  be  counted  upon  to  yield  informa- 
tion sufficiently  reliable  for  the  purpose  at  hand. 

A total  of  394  counties  in  nine  states  were  selected 
for  the  study  on  the  basis  of  population,  quality  of 
medical  facilities  for  the  diagnosis  of  cancer,  and  the 
availability  of  volunteer  workers.  The  states  were 
New  Jersey,  New  York,  Pennsylvania,  Michigan, 
Illinois,  Wisconsin,  Minnesota,  Iowa  and  California. 
As  a first  step,  researchers  were  recruited  and  meet- 
ings were  held  in  which  they  were  carefully  in- 
structed in  M'hat  was  expected  of  them.  Each  volun- 
teer was  asked  to  give  smoking  questionnaires  to 
about  ten  men,  preferably  relations  or  friends  whom 
she  could  easily  trace  for  a number  of  years.  In 
addition  to  verbal  instruction  she  was  also  given 
written  instructions.  At  annual  intervals  after  the 
original  questioning  each  volunteer  was  told  that 
she  would  be  asked  to  report  on  the  men.  On  follow- 
up, the  volunteers  were  only  asked  to  report  changes 
of  address  and  to  check  whether  each  man  was  dead, 
alive  or  lost  track  of,  and  if  dead,  the  date  and  place 
of  death. 

Between  January  and  June  of  1952  smoking  ques- 
tionnaires were  obtained  on  204,000  men,  all  in  the 
age  group  50  to  69.  A sample  was  analyzed  for  self 
consistency  of  the  answers  and  it  was  found  that  90 
per  cent  were  completely  self  consistent  and  another 
7 per  cent  somewhat  inconsistent  but  still  usable  for 
some  purposes.  It  is  doubtful  that  more  reliable 
information  on  this  scale  could  have  been  obtained 
in  practice  by  paid  interviewers.  Of  those  discard- 
ed, the  major  reason  for  unusability  was  that  a few 
women  and  a few  men  outside  of  the  age  range  were 
questioned. 


The  first  follow-up  was  begun  in  November  1952. 
We  had  feared  that  many  men  would  be  lost  to 
follow-up,  but  the  volunteers  succeeded  in  tracing 
99.4  per  cent  of  the  men  originally  questioned.  The 
second  follow-up  was  started  on  November  i of  this 
year  and  early  returns  from  78  of  the  394  counties 
seem  to  indicate  that  the  second  follow-up  will  be 
as  successful  as  the  first. 

After  reports  are  received  from  the  volunteers, 
death  certificate  information  is  obtained  from  the 
health  department  on  each  man  who  died.  If  cancer 
is  indicated  anywhere  on  the  death  certificate,  then 
we  write  to  the  doctor  and/or  hospital  to  obtain  the 
best  available  information  on  the  primary  site  of  the 
disease  and  the  basis  of  diagnosis.  Insofar  as  possible 
we  make  a similar  check  on  cases  reported  to  have 
died  of  a respiratory  disease  other  than  lung  cancer. 

The  information  on  smoking  habits  of  the  204,000 
men  has  now  been  coded  and  punched  on  IBiVI  cards 
which  will  later  be  collated  with  cards  containing 
information  as  to  cause  of  death.  The  data  will  then 
be  analyzed  to  determine  ( i ) whether  smoking  is 
related  to  the  overall  death  rate,  and  (2)  whether 
smoking  is  related  to  death  rates  from  specific  causes, 
particularly  primary  cancer  of  the  lung.  When  all 
the  information  is  received  from  the  present  follow- 
up, we  should  have  enough  data  to  determine 
whether  smokers  in  this  age  group  have  a higher 
overall  death  rate  than  non  smokers  as  well  as  more 
detailed  information  as  to  the  relative  influence  of 
such  factors  as  type,  duration,  and  amount  of 
smoking.  It  is  likely  that  another  year’s  follow-up 
will  be  required  before  we  can  make  a reliable  analy- 
sis by  cause. 

The  death  rate  during  the  first  six  months  was 
lower  than  national  figures  for  this  age  group.  This 
was  to  be  expected  since  people  were  not  questioned 
who  were  seriously  ill  in  the  early  winter  and  spring 
of  1952.  For  the  same  reason,  the  deaths  during  the 
first  six  months  had  a diflPerent  distribution  by  cause 
than  deaths  in  general.  Judging  from  the  experience 
of  life  insurance  companies  in  such  matters,  these 
biasing  factors  should  largely  disappear  after  the  first 
eight  or  nine  months,  but  will  be  taken  into  con- 
sideration in  the  final  analysis. 

I wish  that  I could  give  you  some  hint  as  to  the 
results,  but  the  data  so  far  collected  has  not  war- 
ranted even  a most  preliminary  analysis.  Needless  to 
say,  I am  as  curious,  if  not  more  curious,  than  any- 
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one  else  except  perhaps  the  owners  of  large  blocks 
of  stock  in  cigarette  companies!  A long  delay  in 
obtaining  results  is  one  of  the  prices  we  have  to  pay 
for  the  more  reliable  results  obtainable  by  the  long 
term  follow-up  method  of  study. 

So  far  we  have  proved  just  one  thing.  It  is  feasible 
to  conduct  a large  scale  epidemiological  study  by  the 
use  of  volunteers.  This  makes  it  possible  to  consider 
additional  studies  'which  otherw  ise  would  be  out  of 
the  question  because  of  financial  limitations. 
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PHOTOGRAPHIC  REPORT  FORM 
State  Department  of  Health  Bureau  of  Laboratories  Announces  Change 


On  or  about  January  i,  1954  the  Bureau  of  Labora- 
tories of  the  Connecticut  State  Department  of  Health 
will  initiate  a new  type  of  report  form.  Certain  of 
the  laboratory  report  forms,  on  which  are  fur- 
nished the  results  of  laboratory  examinations,  will 
be  of  the  photographic  type.  Such  a form  is  printed 
on  a special  paper  which  allows  the  making  of  a 
photographic  facsimile  of  the  data  sheet  submitted 
by  the  physician  with  the  specimen.  This  change  will 
facilitate  the  reporting  of  laboratory  findings  and 
lessen  the  chances  for  error  in  transferring  data  to 
a typed  report.  The  new  forms  will  first  be  used  in 
outfits  for  the  collection  of  blood  for  syphilis;  as 
experience  is  gained  in  the  use  of  the  new  type  of 
form  it  will  be  used  in  outfits  for  certain  other  types 
of  specimens. 

The  syphilis  history  form  has  been  redesigned  to 
permit  self  addressing  by  physicians.  The  results  of 
laboratory  examinations  will  be  entered  on  the  same 
form  and  a facsimile  of  the  completed  form  will  be 
made  and  forwarded  as  the  report  to  the  physician. 
All  information  furnished  by  the  physician  on  the 
history  form  will  be  reproduced  and  returned  to  him 


on  the  photographed  report  form.  The  inclusion  of 
this  information  should  be  advantageous  to  the 
physician. 

The  new  type  of  form  is  designed  to  expedite  the 
reporting  of  examinations.  Its  success  depends  upon 
the  cooperation  of  physicians.  It  will  be  necessary 
for  the  physician  to  furnish  his  name  and  address 
and  the  name  and  address  of  the  patient  on  the 
history  blank  in  black  or  blue-black  ink  or  with  a 
heavy  lead  pencil  if  it  cannot  be  typewritten.  Water- 
blue  ink,  blue  crayon  or  crayon  lead  cannot  be  used 
since  they  will  not  reproduce  well.  Neither  can 
printed  gummed  labels  carrying  the  physician’s  name 
and  address,  and  affixed  to  the  history  blank,  be 
successfully  reproduced.  When  information  is  fur- 
nished in  a manner  which  does  not  reproduce  legiblv, 
the  post  office  may  not  be  able  to  deliver  the  report. 
All  information  furnished  by  physicians  and  their 
assistants  must  be  typed  or  printed  in  a legible  man- 
ner. A complete  return  address  must  be  placed  in 
the  space  provided  as  this  address  will  be  the  one 
reproduced  for  mailing. 
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LAYMAN  AND  STAFF 

George  S.  Stevenson,  New  Haven 


The  Author.  President,  Board  of  Directors,  Grace- 
New  Haven  Coimmmity  Hospital,  New  Haven, 
Connecticut 


SUMMARY 

An  ef¥ective  and  agreeable  relationship  between  the 
Board  and  the  Staff  depends  upon  a mutual  under- 
standing of  their  respective  duties  and  responsibilities. 
Some  of  the  areas  can  be  clearly  demarcated,  but  many 
so  overlap  as  to  require  a constant  process  of  consulta- 
tion and  decision.  At  Grace-New  Haven  Community 
Hospital  the  latter  field  is  primarily  under  the  care  of 
the  Joint  Conference  Committeee  in  which  representa- 
tives of  the  Medical  Staff  and  of  the  Board  of  Directors 
can  sit  around  a table  with  the  Director  of  the  Hos- 
pital and  the  Dean  of  the  Medical  School  and  apply 
themselves  to  any  and  ail  problems  of  mutual  interest 
and  importance.  Among  the  problems  presented  are 
those  which  arise  at  two  previous  meetings,  one  a meet- 
ing of  the  Executive  Committee  of  the  General  Staff 
and  another  the  Executive  Committee  of  the  General 
Staff  meeting  with  the  Executive  Committee  of  the 
University  Staff.  Opportunity  is  always  open  for  the 
Joint  Conference  to  sit  with  any  of  the  above-named 
committees  or  even  with  the  full  Board  on  any  matters 
calling  for  such  further  deliberation.  A recent  step 
forward  has  been  the  formal  organizing  of  the  Staff 
as  a whole  with  a President  and  other  officers  chosen 
by  ballot  by  the  entire  membership.  By  this  means  the 
mechanism  is  provided  by  which  the  entire  Staff  can 
think  collectively  and  make  its  thoughts  known.  The 
unanimous  choice  for  the  first  President  was  Dr.  Daniel 
F.  Levy. 


JVJo  LAYMAN  can  accept  any  part  of  the  respon- 

^ sibility  for  the  conduct  of  a hospital  without 
experiencing  an  emotion  that  is  akin  to  awe.  He  is 
sure  to  search  his  mind  and  his  heart  for  the  answers 
to  many  questions.  The  first  question  he  will  ask 
himself  is  broad  enough  to  touch  upon  all  the  others. 
It  is  this:  How  should  a layman  behave  around  a 
hospital?  How  can  he  know  his  place;  and,  while 
being  sure  that  he  fills  it,  can  be  equally  careful  not 
to  step  out  of  it? 

He  will  probably  start  by  generalizing,  and  will 
find  that  there  are  two  areas  for  the  application  of 
his  efforts.  While  the  areas  overlap  in  countless  ways, 
they  may,  for  our  purposes,  be  treated  separately. 
One  is  the  area  of  practical  business.  It  includes  the 
providing  of  buildings  and  equipment,  most  of 
which  must  come  from  benefactions;  the  prepara- 
tion of  budgets  and  a readiness  to  make  changes  in 
them  as  conditions  may  change;  the  fixing  of  patient 
charges  that  will  be  sufficient  to  pay  the  bills  and 
yet  bearable  to  the  public;  constant  thought  to  the 
selection  of  priorities  for  the  future  developments 
that  are  essential  to  progress.  You  might  call  this  the 
area  of  the  balance  sheet.  For  all  these  responsibil- 
ities the  collective  judgment  of  men  experienced  in 
business  affairs  ought  to  be  adequate,  provided  it  is 
applied  with  an  understanding  of  the  principles  in- 
volved in  the  other  area. 

THE  physician’s  PART  IN  THE  HOSPITAL 

The  other  area  is  the  supreme  test  of  hospital 
statesmanship.  It  lacks  the  definiteness  of  the  figures 
in  a balance  sheet  or  in  a statement  of  income  and 
expense.  Yet  in  its  very  indefiniteness  lies  its  greatest 
opportunity  and  strength.  Here  at  Grace-New 
Haven  we  have  a superb  assemblage  of  the  best  minds 
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produced  in  our  society,  M’ith  the  understanding 
hearts  essential  to  guide  and  fortify  them.  Each, 
thank  God  again,  is  himself.  I allow  no  one,  within 
my  hearing,  to  speak  of  doctors  as  “prima  donnas.” 
Nor  do  I allow  anyone  to  call  them  temperamental, 
if  the  inference  is  that  they  differ  in  that  respect 
from  other  sensitive,  highly  trained  individuals  of 
strong  character. 

I need  not  remind  you  that  doctors  start  as  strong 
men.  Most  of  them  have  decided  during  their  early 
years  what  they  want  to  do.  Such  youthful  decisions 
are  seldom  based  upon  the  material  rewards  that 
may  be  expected  or  upon  the  position  in  society  that 
may  be  attained.  Most  youthful  decisions  are  based 
upon  idealism.  Many  a youth  has  had  as  a hero  one 
doctor  in  whom  he  sees  all  the  qualities  he  would 
like  to  have  as  his  own.  His  stamina  is  proved  and  his 
character  confirmed  as  he  persists  through  the  long. 


arduous  years  of  premedical,  medical,  and  clinical 
training.  Then  he  goes  on  his  own. 

Nor  need  I remind  you  that  a doctor  has  only 
himself.  He  has  only  his  competence  and  his  time. 
Of  course  he  is  individualistic,  but  he  is  so  in  the 
very  finest  sense  of  the  term.  Of  course  he  is  self- 
confident,  but  his  self  confidence  is  founded  upon 
his  never  ceasing  efforts  to  know  and  practice  the 
latest  and  best  in  his  profession.  The  volume  of 
periodical  literature  issued  by  and  for  the  medical 
profession,  and  studied  faithfully,  exceeds  that  of 
any  other  profession  or  vocation.  And  the  exchange 
of  ideas  and  methods  among  doctors  is  freer,  and 
franker,  and  more  lacking  in  self  interest  than  among 
any  other  group. 

And  I do  not  need  to  describe  to  von  the  kind  of 
life  a doctor  accepts.  Assuming  the  responsibilitv^ 
for  the  health  and  life  of  every  patient,  he  carries 
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that  burden  twenty-four  hours  a day.  His  patients 
absorb  his  thoughts.  His  mind  is  never  away  from 
them.  Men  in  other  pursuits  are  seldom  called  from 
their  beds  at  two  o’clock  in  the  morning  to  attend 
a crisis,  and  after  the  briefest  sleep,  if  any,  be  on 
hand  at  the  usual  time  to  go  through  a long  day  of 
sustained  effort.  Contrast  the  lawyers,  contrast  the 
men  who  work  in  banks! 

THE  LAYMAN  IN  THE  HOSPITAL 

Now,  in  this  specialized,  demanding,  and  truly 
exalted  world  of  the  hospital,  what  can  a layman  do 
to  help? 

Under  the  law  and  by  the  accepted  canons  of 
society,  the  Board  of  Directors  carries  the  ultimate 
responsibility  for  the  conduct  and  well-being  of  a 
hospital  such  as  ours.  For  the  discharge  of  all  its 
duties,  both  expressed  and  implied,  the  Board  of 
Grace-New  Haven  is  organized  in  the  following 
pattern: 

We  operate  under  a charter  granted  in  1826  and 
brought  up  to  date  by  many  amendments.  The 
directors  at  present  number  ninety-six,  a group  too 
large  to  perform  administrative  work  or  to  legislate 
on  any  but  the  broadest  policies.  Its  size,  however, 
is  highly  useful  in  that  it  represents  a cross  section 
of  the  whole  community,  giving  a great  diversity 
of  points  of  view  and  making  sure  that  the  voice  of 
the  community  can  always  be  heard.  The  Board 
meets  regularly  five  times  a year— on  the  first  Fri- 
days of  October,  December,  February,  April,  and 
June.  Special  metings  are  held  when  necessary. 

For  administrative  purposes,  and  for  detailed  legis- 
lation within  the  framework  of  the  broad  general 
policies,  there  is  an  Executive  Committee,  made 
responsible,  under  the  By-Laws,  for  the  management 
of  the  institution.  It  now  numbers  eleven,  and  its 
members  are  largely  the  chairmen  of  the  special 
purpose  committees— Finance  and  Budget,  Invest- 
ment and  Trust  Administration,  Personnel,  Medical, 
Nursing  School,  Building  and  Maintenance,  Public 
Relations.  It  meets  at  least  once  a month.  At  its  meet- 
ings are  brought  to  focus  all  the  activities  of  the 
Hospital— for  report,  discussion,  and  action.  Its 
powers  are  large,  in  order  to  avoid  harmful  lags  in 
decisions.  The  director,  of  course,  is  always  present 
to  make  report  upon  the  general  state  of  the  hospi- 
tal, with  all  necessary  details,  and  to  transmit  faith- 
fully the  points  of  view  that  you  of  the  staff  may 
have  expressed  to  him.  I don’t  see  how  he  encom- 
passes it  all,  but  he  does. 


The  members  of  the  Executive  Committee  are  all 
laymen.  We  laymen  have  a great  fondness  for  blue- 
prints. They  seem  to  give  us  a feeling  that  we  know 
where  we  are  going  and  can  stick  colored  pins  in 
periodically  to  mark  our  progress.  When  a layman 
has  joined  a hospital  board  and  has  got  over  his 
first  surprise  at  being  chosen  for  so  honorable  a 
position,  he  is  inclined  to  call  for  the  blueprints. 
That  is  good  provided  he  is  gently  led  to  see  that  no 
blueprint  can  cover  more  than  a limited  part  of  the 
activities  for  which  he  has  accepted  a responsibility. 
The  limited  part  includes  such  matters  as  the  pro- 
viding of  physical  facilities,  on  what  is  likely  to  be 
a steadily  expanding  scale;  responsibility  for  the 
operating  budget;  repairs  and  maintenance;  the 
purchasing  department;  the  management  of  endow- 
ment funds;  the  philosophy  that  rules  personnel 
relationships;  public  relations. 

All  these  matters  are  blueprintable  for  the  lay- 
man because  they  are  not  alien  to  the  ordinary 
processes  of  his  own  business.  In  them  he  feels  at 
home,  and  falls  easily  into  his  committee  assign- 
ments. 

But  I don’t  have  to  tell  you  that  there  is  more  to 
it  than  that— infinitely  more— and  the  way  in  which 
it  is  done  can  make  all  the  difference! 

MUTUAL  UNDERSTANDING  BETWEEN  GOVERNING 
BOARDS  AND  PHYSICIANS 

One  of  the  problems  confronting  the  voluntary 
hospital— and  there  is  little  excuse  for  it— is  the  lack 
of  development  of  mutual  understanding  between 
governing  boards  and  the  physicians  practicing  in 
the  hospital  as  to  their  separate  and  mutual  respon- 
sibilities and  their  relationship,  each  to  the  other. 
Doctors,  with  their  high  duty  of  jealously  guarding 
their  rights  and  privileges  in  regard  to  the  medical 
care  of  their  patients,  must  see  to  it  that  no  one  else 
will  try  to  tell  them  how  to  practice  medicine. 
Coupled  with  that  fact  is  the  one  that  governing 
boards  of  hospitals  are  becoming  more  aware  of  their 
obligations  and  duties,  and  are  taking  far  greater 
interest  than  ever  before  in  the  quality  of  medical 
care  that  is  practiced  in  the  institution  over  which 
they  have  jurisdiction.  The  concern  of  the  layman 
over  the  type  of  medical  care  being  practiced  in 
the  hospital  and  the  proper  and  necessary  attitude 
of  the  doctor  that  the  doctor  alone  is  the  judge  as 
to  the  type  of  medical  care  must  not,  and  need  not, 
be  allowed  to  lead  to  conflict. 
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It  is  easy  to  understand  how  conflict  has  some- 
times developed  when  one  looks  at  the  historical 
evolution  of  the  hospital.  Originallv,  the  hospital 
was  organized  and  managed  by  the  individuals  caring 
for  the  sick.  The  individuals  responsible  for  the 
running  of  the  hospital  also  were  the  ones  who  cared 
for  the  patients.  As  hospitals  grew  in  size  and  com- 
plexity, a division  of  labor  gradually  developed,  and 
the  physicians  concerned  themselves  more  with  the 
care  of  the  patients  within  the  hospital,  with  the 
actual  management  of  the  hospital  falling  more  and 
more  to  lav  individuals,  and  lav  groups.  As  hospitals 
have  increased  in  size  and  complexity,  the  commu- 
nity has  been  called  upon  to  assume  a greater  respon- 
sibility for  their  management,  and  in  the  vast 
majority  of  the  voluntarv  hospitals  as  we  know  them 
today  the  governing  body  is  made  up  of  representa- 
tive laymen  in  the  community  with  few,  if  any, 
physicians  being  formal  members  of  the  Board. 

THE  SPECIALIST  IN  THE  HOSPITAL 

With  this  increase  in  the  size  and  complexity  of 
the  hospitals,  there  has  developed  a concentration 
around  the  hospital  of  many  of  the  so-called  diag- 
nostic and  specialized  therapeutic  services;  and 
groups  of  medical  specialists— Radiology,  Anesthesi- 
ology, Pathology,  and  Physical  iVIedicine— have  cen- 
tered their  activities  in  the  hospital.  Because  of  the 
full-time  nature  of  these  specialties,  and  because  so 
much  of  their  work  has  become  very  closely  asso- 
ciated with  hospital  service,  many  of  these  medical 
specialists  have  come  to  be  on  a salaried  basis  as 
contrasted  to  the  customary  fee-for-service  reim- 
bursement of  their  professional  colleagues  in  the 
clinical  fields.  As  a result,  physicians  in  certain 
specialties  are  now  employees  of  the  hospital.  With 
the  hospital  board  being  largely  made  up  of  laymen, 
and  with  many  of  the  hospital  administrators  being 
laymen,  a justifiable  concern  has  been  expressed  by 
physicians  that  they  might  be  thought  of,  and  treat- 
ed, as  salaried  employees  of  a lay  corporate  group 
who  would  try  to  direct  their  medical  activities. 

It  is  easy  to  understand  wfliy  members  of  the 
medical  profession  should  have  felt  a certain  un- 
easiness in  their  association  wfith  a hospital  wdiich  is 
employing  some  of  them  on  salary  and  is  setting  up 
rules  and  regulations  for  all,  wfith  the  top  people  with 
w'hom  they  deal  being  laymen.  Consequently,  it  is 
sometimes  said  that  laymen  are  telling  the  doctors 
how^  to  practice  medicine,  or  are  on  the  wTiy  to 
telling  them. 


iMy  observation  is  that  the  trustees  of  the  volun- 
tary hospitals  are  becoming  more  and  more  aware 
of  their  obligations.  They  realize  that  they  have  a 
moral,  as  w'ell  as  a legal,  compulsion  to  see  to  it  that 
all  things  are  in  order  in  the  hospital,  and  that  this 
includes  not  only  such  matters  as  the  preparation  of 
the  food,  the  billing  of  the  patient,  the  nursing  serv- 
ice, but  also  the  quality  of  the  medical  care  that  is 
rendered  to  patients. 

It  follows  that  the  board  of  directors,  under  its 
legal  and  moral  compulsions,  is  called  upon  to  carry 
the  responsibility  for  the  selection  of  the  physicians 
who  have  privileges  in  the  hospital.  The  board 
must  take  the  position  that  membership  on  the  staff 
is  a privilege  to  be  granted,  not  an  obligation  to  be 
enforced,  and  that  the  community  looks  to  the  medi- 
cal members  of  the  staff'  with  confidence,  inasmuch 
as  thev  have  had  the  stamp  of  approval  placed  upon 
them  by  the  hospital  itself.  Consequently,  the  board 
of  directors  must  be  certain  that  it  keeps  faith  with 
the  community  by  the  fitness  of  its  appointments. 

The  lay  member  of  the  board,  how^ever,  has  to 
realize  that  medicine  is  a highly  specialized  field, 
and  that  he  is  in  no  position  himself  to  pass  judgment 
on  the  training  and  qualifications,  or  the  type  of 
medicine  practiced  by  the  individual  physician. 
Consequently,  he  has  to  meet  his  obligation  to  the 
community  and  to  the  hospital  by  delegating  respon- 
sibility. The  layman  carrying  the  responsibility,  both 
legal  and  moral,  but  wfith  a realization  of  his  limita- 
tions, has  no  choice  but  to  delegate  matters  requiring 
medical  judgment  to  the  best  medical  men  that  he 
can  find. 

The  board,  by  delegating  its  responsibility  to  the 
medical  chiefs,  also  gives  to  those  chiefs  the  neces- 
sary authority.  The  chief  of  staff,  or  the  chief  of  a 
specific  professional  service,  is  told  that  he  is  respon- 
sible for  the  medical  care  going  on  under  this  juris- 
diction—that  he  is  expected  to  see  to  it  that  his  col- 
leagues are  properly  selected  and  are  functioning 
wfithin  the  limits  of  their  ability.  He  could  not  carry 
this  burden  if  he  were  not  clothed  wfith  sufficient 
authority  to  enforce  such  rec[uirements  of  good 
medicine  as  seem  to  him  to  be  indicated. 

This  may  possibly  be  one  of  the  greatest  contribu- 
tions that  the  voluntary  hospital  wfith  its  lay  board 
of  directors  has  made  to  the  improvement  of  medical 
standards  and  medical  care  in  this  country.  None  of 
us  is  eager  to  throw'  his  weight  around  or  to  tell 
his  colleagues  how^  to  do  their  work.  Each  of  us 
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would  rather  do  a good  job  himself,  and  allow  his 
colleagues  to  do  theirs  in  their  own  way- 

SFXECTION  OF  MFDICAL  CHIEFS 

Now  the  hospital,  by  its  very  organization,  sets  up 
a l)oard  of  directors  which  has  responsibility  for 
medical  care  and  which,  in  turn,  establishes  a group 
of  medical  chiefs.  These  chiefs  realize  that  one  of 
the  necessities  of  their  positions  is  that  they  will 
accept  this  supervisory  responsibility,  being  assured 
that  they  will  be  supported  by  the  authority  of  the 
board  in  enforcing  the  necessary  regulations.  As  a 
result,  hospitals  are  able  to  limit  the  type  of  work 
that  a physician  does,  enforcing  rules  and  regula- 
tions as  to  the  practice  of  medicine,  and  can  thereby 
steadily  improve  the  quality  of  medical  care.  How- 
ever, it  must  be  emphasized  that  this  is  not  done  by 
the  layman  telling  tlae  doctor  how  to  practice  medi- 
cine, but  by  the  layman  telling  carefully  selected 
physicians  of  superior  ability  that  they  have  the 
responsibility  and  that  they  have  the  authority.  1 he 
hospital  sets  up  the  framework  by  which  the  physi- 
cians are  able  to  regulate  themselves.  This  is  extreme- 
ly important. 

Starting  at  the  apex,  the  delegations  of  responsibil- 
ity and  authority  broaden  out  steadily  and,  we  hope, 
with  uniformity.  The  main  reliance  is  upon  the 
chiefs,  and  upon  their  shoulders  fall  the  heaviest 
burdens.  The  hospital,  by  this  arrangement,  can  be 
administered  as  a coherent  whole,  with  the  necessary 
precautions  as  to  the  selection  of  the  physicians 
admitted  to  privileges  and  with  a good  assurance 
that  each  functions  within  the  limits  of  his  ability, 
playing  fair  with  all  his  colleagues  and  with  the 


spirit  and  practices  of  the  institution  as  a whole. 

How  shall  the  chiefs  be  selected?  It  is  an  old,  old 
question,  and  some  of  you  have  allowed  me  to  know 
your  thoughts  on  it  informally  in  the  past.  I myself 
do  not  regard  selection  by  ballot,  within  the  service, 
as  desirable.  1 he  most  dependable  guide  to  the  right 
selection  would  seem  to  me  to  be  the  total  ensemble 
and  integration  of  the  opinions  of  those  whose  judg- 
ments have  been  found,  within  the  circles  in  which 
they  move,  to  be  the  calmest,  the  most  objective, 
the  most  unbiased,  the  most  disinterested,  and  there- 
fore the  weightiest.  In  assembling  and  weighing 
these  opinions  I prefer  the  greatest  informality  pos- 
sible. The  day-by-day  rubbing  together  of  minds 
and  personalities  leads  naturally  to  conclusions  that 
cannot  be  far  wrong.  Whenever  a selection  looms  in 
the  future  I favor  a good  deal  of  freedom  in  conver- 
sation about  it,  provided  every  effort  is  made  to 
preserve  an  atmosphere  free  from  invidiousness,  and 
provided  those  charged  with  the  duty  of  making 
the  final  decision  keep  themselves  solemnly  aware  of 
the  necessity  of  exercising  the  utmost  of  judicial 
fairness. 

No  graver  duty  can  ever  confront  the  board  of 
directors  than  the  selecting  of  the  chiefs. 

I have  given  you  my  thoughts  as  clearly  as  I could. 
If  they  are  in  error  at  any  point,  you  will  know 
how  to  set  me  right.  Wherever  I may  be  correct 
your  approval  will  give  me  courage. 

We  laymen  are  trying  to  help.  Humbly  we  hope 
to  follow  the  great  medical  tradition  of  learning  from 
each  day’s  experience  how  to  do  better  the  work 
that  the  next  day  will  bring. 
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SUMMARY 

The  problem  of  hospital  operating  costs  is  not  new 
but  it  is  causing  increasing  concern.  The  cost  of  hos- 
pital care  today  is  compared  with  that  of  1940  and  it  is 
pointed  cut  that  inflation  is  not  the  sole  reason  for 
this  increase.  Improvement  in  hospital  care  has  con- 
tributed to  the  increase  in  cost.  The  per  cent  of  the 
cost  of  the  average  stay  in  the  hospital  to  the  per  capita 
income  showed  very  little  change  in  1952  from  1940. 

The  increase  in  payroll  is  a very  large  item  in  the 
increase  in  the  cost  of  hospital  care.  Student  nurses 
now  provide  one-half  as  much  free  labor  as  12  years 
ago.  Although  the  cost  of  living  has  almost  doubled  in 
12  years,  payroll  rates  per  employee  are  almost  3Vz 
times  as  much.  Inefficiency  in  hospital  administration 
is  refuted.  Hospital  charges  cannot  be  compared  with 
hotel  charges.  The  diminution  in  the  amount  of  endow- 
ment a hospital  possesses  directly  affects  the  size  of  the 
patient’s  bill.  The  catastrophic  illness  poses  the  most 
difficult  problem  to  hospital  and  patient  alike. 


/^NE  of  the  most  important  administrative  subjects 
in  all  hospitals  today  is  the  need  for  improve- 
ment in  the  public’s  understanding  of  charges  for 
hospital  care.  The  problem  is  not  new.  I can  recall 
distinctly,  in  the  late  1930’s,  bitter  complaints  from 
many  concerning  the  exhorbitant  charge  of  $5  per 
day  for  board  and  care  in  a two  bed  room.  To  illus- 
trate just  how  old  the  problem  of  hospital  operating 
costs  is,  a quotation  from  the  superintendent  of  Hart- 
ford Hospital  in  his  Annual  Report  of  1881  is  offer- 
ed. ‘“The  institution  is  increasing  its  scope  and  use- 
fulness, conditions  always  involving  increased  ex- 
penses.” Along  the  same  lines  we  find  a statement  of 
the  director  of  Hartford  Hospital  in  his  Annual  Re- 
port of  1936,  which  reads,  “With  rapid  advances 


being  made  in  medical  science  comes  a correspond- 
ing increase  in  the  cost  of  hospitalization,  due  to  the 
fact  that  modern  medicine  requires  more  expensive 
equipment,  more  scientific  treatment,  and  more  bed- 
side care.”  Add  to  that  statement  the  effect  of  infla- 
tion in  our  economy,  date  it  1952,  and  we  have  a 
summary  of  this  presentation. 

There  is  great  and  widespread  concern  among 
hospitals  on  the  problem  of  costs.  This  concern  is  not 
only  with  sound  and  efficient  operation,  but  also  with 
public  reaction  and  better  acceptance  of  the  seem- 
ingly high  cost  of  hospital  care.  If  hospital  care  were 
not  such  a vitally  important  part  of  community 
welfare,  two  simple  alternatives  might  be  considered 
by  hospital  governing  boards  and  medical  and  sur- 
gical staff's— reduction  of  service  or  curtailment  of 
quality.  As  you  well  know  this  expediency  would 
receive  very  little  consideration  from  the  governing 
board  or  the  medical  and  surgical  staff'  of  any  first 
class  hospital.  Even  if  this  alternative  were  adopted, 
the  public  would  soon  let  their  feelings  in  the  matter 
be  known. 

Patiently  and  accurately  informing  the  public 
what  it  gets  for  its  hospital  care  dollar  is  the  most 
complex  public  relations  problem  facing  us  today.  It 
is  here  that  the  medical  and  surgical  staff  of  a hos- 
pital can  be  of  real  help  to  their  hospital  and  them- 
selves. We  are  walking  down  this  road  together. 
What  is  good  for  one  is  good  for  the  other  and,  best 
of  all,  what  is  good  for  both  of  us  is  good  for  the 
public.  It  is  a well  known  fact  that  the  public  usually 
gets  what  it  wants  through  legislation.  We  must 
take  the  time  and  make  the  effort  to  change  the 
thinking  of  those  who  are  unfairly  critical  of  hos- 
pital charges.  The  public  is  well  aware  of  increased 
costs  as  the  result  of  inflation  for  all  goods  and  serv- 
ices purchased  by  him.  But  by  no  means  is  inflation 
the  only  reason  that  hospital  costs  are  so  much  higher 
than  they  were  prior  to  World  War  II.  There  have 
been  tremendous  changes  in  hospital  care  since  1940. 
The  shortened  stay,  early  ambulation,  new  and  im- 
proved techniques,  more  and  better  treatments,  add- 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


l6 


Hartford  Hospital 


ed  services,  more  personnel  and  more  highly  trained 
personnel,  are  major  factors  that  contribute  to  the 
increased  cost  of  care.  It  is  your  and  my  job  to  help 
the  public  understand  that  good  hospital  care  costs 
money  and  that  the  charges  are  consistent  with  the 
services.  There  is  no  incentive  for  the  hospital  admin- 
istration to  set  the  charge  for  services  so  that  income 
is  in  excess  of  operating  expenses.  The  hospital  is 
only  the  middleman  who  must  collect  enough  money 
from  those  who  use  the  hospital  to  pay  those  who 
supply  services  or  material  things  to  the  hospital. 

Our  trouble  stems  from  the  comparisons  that  are 
made  between  the  charges  for  service  in  some  pre- 
vious year  to  the  current  year.  That  is  quite  under- 
standable. Comparisons  are  tbe  only  base  one  can 
find  when  the  matter  is  viewed  superficially.  Why 
should  the  average  for  all-inclusive  care  in  1940  be 
$6.05  per  day  and  in  1952  the  charge  for  care  in  the 
same  hospital  is  $22.97.  It  is  conceded  that  inflation 
might  cause  the  $6.05  to  become  $12.10  but  where 
in  the  world  does  the  other  $10.87  go?  A very  good 
question  and,  with  minor  variations  and  some  color- 
ful adjectives  added,  a very  common  one.  I would 
like  to  dodge  this  question,  not  because  of  fear  that 
the  diflferential  could  not  be  satisfactorily  explained. 
To  do  that  would  be  very  easy  but  it  would  com- 
plicate this  presentation  because  of  the  adjustments 


which  would  have  to  be  made  to  compensate  for 
the  dilTerence  in  the  number  of  days  a patient  now 
stays  in  the  hospital  as  compared  to  1940.  Further- 
more, the  charges  about  which  we  are  concerned  are 
not  for  a day  in  the  hospital  but  a stay  in  the  hos- 
pital. I will  attempt  to  explain  the  dilTerence  in  the 
average  cost  of  $70.18  for  a stay  in  the  hospital  in 
1940  compared  to  an  average  of  $181.87  ^ stay  in 

1952. 

Before  proceeding  in  that  direction  let  us  examine 
the  psychological  factors  involved  when  dealing 
with  the  public  in  the  matter  of  a hospital  bill.  Gen- 
erally speaking  we  are  in  a business  offering  services 
which  the  customer  does  not  want.  It  is  usually  his 
misfortune  that  causes  him  to  need  our  facilities. 
This  fact  sets  up  an  unnatural  business  relationship 
about  which  it  is  difficult  to  do  anything.  Altogether 
too  often  the  funds  to  pay  a hospital  bill  are  not  on 
hand  and  the  family  budget  must  be  rearranged  to 
accommodate  this  unwanted  intruder.  Even  if  one 
has  the  funds  on  hand  to  pay  a hospital  bill  it  is  easy 
to  understand  why  it  would  be  preferable  to  spend 
such  reserve  funds  for  a long  dreamed  of  vacation, 
or  toward  the  cost  of  replacing  the  family  car. 

Now  to  the  “why”  of  these  so-called  high  hos- 
pital charges.  Since  high  is  a word  that  only  has 
meaning  when  used  relatively,  we  must  find  a year 
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in  our  history  uiien  hospital  charges  w’ere  considered 
low.  We  all  knou'  that  hospital  charges  were  nev^er 
considered  low,  so  it  seems  logical  that  we  find  the 
year  in  modern  times  in  yiiich  the  patient  paid  the 
least  amount  for  an  average  stay  in  the  hospital, 
taking  into  consideration  the  relative  value  of  the 
dollar  in  that  year.  On  this  basis  we  have  determined 
that  the  year  1940  represented  the  “best  buy”  in 
hospital  care  for  the  average  patient.  In  this  year  he 
spent  the  least  amount  of  constant  value  dollars  for 
an  average  stay  in  Hartford  Hospital.  With  1940  as 
our  base  year  for  comparative  purposes.  Table  No. 
1 is  offered  to  illustrate  just  how  high  our  costs  were 
in  1952,  and  the  effect  of  these  costs  on  the  annual 
income  of  citizens  of  the  State  of  Connecticut.  The 
two  important  points  shown  on  this  table  are:  (1) 
the  proportion  of  the  average  citizen’s  income  to  the 
average  hospital  cost  per  stay  is  slightly  higher  in 
1952  than  it  was  in  1940;  and  (2)  the  average  cost 
per  stay  in  constant  value  dollars  is  approximately 
$50  more  in  1952.  In  the  matter  of  the  first  point, 
I think  that  it  can  safely  be  assumed  that  the  present 
common  policy  of  employers  providing,  free  of 
charge.  Blue  Cross  or  other  hospitalization  insurance 
to  their  employees,  would  cause  the  1952  propor- 
tion to  drop  to  less  than  9 per  cent.  From  this  it 
would  seem  safe  to  state  that  the  cost  of  the  average 
hospital  stay  in  1952  does  not  require  a dispropor- 
tionate part  of  the  average  citizen’s  income.  Just  in 
case  the  impression  is  created  that  an  individual  pays 
an  average  of  9 per  cent  of  his  income  annually  to 
hospitals  in  Connecticut,  I would  like  to  point  out 
that,  statistically,  each  person  in  the  State  goes  to 
the  hospital  as  a patient  only  once  every  eight  years. 
Explaining  the  reason  for  $50  difference  in  point 
number  2,  previously  mentioned,  is  not  quite  so 
simple.  In  Table  No.  2 we  have  tabulated  some  in- 
formation which  indicates  that  a stay  in  Hartford 
Hospital  was  quite  different  in  1940  than  in  1952  in 
terms  of  services  rendered.  I am  unable  to  determine 
just  how  much  of  the  $50  which  vve  are  looking  for 
is  represented  by  the  increases  indicated  in  this  chart 
but  it  is,  no  doubt,  substantial  since  these  services  are 
all  major  items  in  a hospital  operating  budget.  An- 
other item  of  considerable  consequence  in  this  pic- 
ture is  the  difference  in  our  present  policy  of  having 
student  nurses  work  on  patient  floors  an  average  of 
24  hours  per  week  instead  of  45  hours  per  week,  as 
was  the  custom  in  1940.  In  1952  our  student  nurses 
worked  on  patient  floors  an  average  of  6,000  hours 
per  week.  In  1940  this  same  group  worked  an  average 


of  approximately  12,000  hours  per  week  on  patient 
floors.  This  is  a difference  of  6,000  hours  which  was 
free  labor  in  1940  and  must  now  be  paid  for  at  the 
rate  of  about  $1.25  per  hour. 

Table  No.  i 
Hartford  Hospital 

Financial  Analysis  and  Comparison  of  Average  Cost  per 
Patient  Stay  in  Hospital 


1940 

1952 

Average  cost  per  day  per  patient.... 

$ 

6.05 

$ 22 .97 

Average  length  of  stay,  days 

1 1 .6 

8.0 

Cost  per  stay  of  each  patient 

$ 70'>8 

$ 181.87 

Relative  value  of  dollar  (purchasing  power) 

100 

53 

Cost  of  stay  in  1952  dollars 

$i  32.30 

$ 181.87 

Annual  per  capita  income  in  Connecticut.. ..$780.00 

$1,942.00 

Per  cent  of  cost  of  average  stay  in 

hospital 

to  per  capita  income 

9.0 

9.4 

T.able  No. 

2 

Comparison  of  Some  Special  Services  Rendered 

Hartford  Hospital 

UNITS  OF  service 

total  volume 

PER  100  P.VTIENTS 

1940 

1952 

1940 

1952 

Laboratory  exams  (exclud- 
ing urinalysis)  54A72 

Flasks  of  1.  V.  solutions 

i74T'.> 

259 

538 

used  23,500 

95,166 

I I 2 

294 

Blood  transfusions  L44i 

Physical  medicine  treat- 

6,454 

7 

20 

ments 3i999 

26,942 

2 

8 

Oxygen  used  (cu.  ft.) 685,000 

3,055,425 

3,264 

9,429 

X-ray  exams  10,872 

32,175 

52 

100 

Pharmacy  purchases  $18,372 

$153,039  $87.50 

$472.00 

In  Table  No.  i,  it  is  pointed  out  that  the  relative 
value  of  the  dollar  was  shown  to  be  |i  in  1940  and 
53  cents  in  1952.  It  was  this  fact  that  we  used  to 
correct  the  average  cost  per  stay  from  $70.18  to 
$132.30  so  that  the  dollar  values  Avould  be  con- 
stant in  comparing  1940  to  1952.  If  we  were  to 
adjust  our  average  payroll  rates  in  1940  in  the  same 
manner,  we  find  that  our  average  rate  per  hour  per 
employee  would  be  80  cents  as  compared  to  42  cents 
per  hour  paid  in  1940.  If  Hartford  Hospital  paid  an 
average  of  80  cents  per  hour  to  its  personnel,  an 
average  stay  in  that  hospital  would  cost  less  than 
$132.30  in  1952. 

Inflation,  as  we  meet  it  in  our  day  to  day  living,  is 
thoroughly  understood  by  all  of  us.  However,  in  this 
hospital  inffation  and  the  highly  competitive  labor 
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Table  No.  3 

Comparison  of  Wage  Rates  Paid  to  Personnel  in 
Hartford  Hospital 


(Adjusted  for  value  of 

maintenance 

provided 

in  1940) 

MULTIPLIER 

RATE  per  hour 

FACTOR 

1940 

1952 

difference 

Staff  nurse  

40 

1.40 

3-5 

Male  aide  

(I 

1. 10 

3 -.3 

Clerk  typist  

28 

I .10 

3-9 

Kitchennian  

2^1 

1.05 

4'3 

Alaid  

26 

•9.3 

3.6 

Cashier  



1.25 

4.0 

Laundry  worker  (female) 

u 

1.05 

3-3 

Elevator  operator  

31 

1 .10 

3 '.3 

Laboratory  technician  

42 

1.32 

3-2 

Averaire  all  personnel.... 

42 

I '43 

3 4 

situation  in  Hartford  causes  difficult  fiscal  problems. 
Prior  to  1941,  pay  to  hospital  personnel  was  sub- 
stantially below  pay  to  equivalent  personnel  in  com- 
mercial enterprise.  In  1940  it  was  an  easy  matter  to 
staff  a hospital  with  effective  personnel  at  substand- 
ard rates  simply  because  a job  in  the  hospital  was 
better  than  having  no  job.  This  matter  of  our  pay- 
roll is  the  heart  of  the  problem.  Even  though  the 
so-called  cost  of  living  has  almost  doubled  since 
1 940,  our  payroll  rates  per  employee  are  almost  3 14 
times  as  much  now  as  they  were  then  (see  Table 
No.  3 ) . Add  to  this  the  lost  6,000  student  nurse  hours 
previously  mentioned  and  you  have  a problem  that 
is  difficult  to  do  anything  about.  This  is  especially 
serious  since  our  payroll  represents  about  65  per 
cent  of  our  total  expense. 

It  is  sometimes  said  that  the  real  reason  for  the 
high  cost  of  care  in  a hospital  is  inefficiency  in  its 
administration  and  supervision.  This  is  only  an 
opinion  usually  substantiated  by  isolated  instances 
that  are  relatively  minor.  To  disprove  the  validity  of 
this  statement  in  a scientific  manner  would  be  im- 
possible. Since  this  is  the  case  we  must  again  resort 
to  making  a comparison  to  judge  the  inefficiency  of 
hospital  management  as  compared  to  that  in  com- 
mercial enterprise.  It  could  be  assumed  that  if  any- 
one could  operate  an  efficient  hospital,  a commercial 
organization  whose  name  has  been  synonymous  with 
efficiency  in  industry  would  certainly  be  the  most 
likely  to  do  so.  The  Ford  iVIotor  Company,  a cor- 
porate giant  in  the  highly  exacting  and  competitive 
automobile  manufacturing  business,  is  an  influencing 
force  in  the  affairs  of  the  Henry  Ford  Hospital  in 


Detroit.  A cursory  examination  of  the  basic  statistics 
of  that  hospital  reveals  that  they  are  “enjoying” 
essentially  the  same  situation  we  have  in  Connecti- 
cut, namely,  it  requires  approximately  two  full  time 
personnel  to  provide  for  the  hospitalization  of  one 
patient  for  one  day.  Like  most  hospitals  in  Con- 
necticut, approximately  65  per  cent  of  the  total  ex- 
pense of  operating  Henry  Ford  Hospital  is  payroll 
expense. 


We  have  often  heard  that  hospital  charges  are  cer- 
tainly not  fair  when  they  are  compared  to  the 
charges  made  by  a hotel.  Why  should  a hospital 
charge  $22  per  day  for  care  when  accommodations 
and  meals  could  be  obtained  in  an  American  Plan 
hotel  for  considerably  less?  Why  should  a hotel  and 
hospital  ever  be  compared,  might  be  a fairer  ques- 
tion. The  only  similarity  between  the  two  facilities 
is  that  they  both  provide  places  for  people  to  sleep 
and  eat.  With  this  as  the  only  function  common  to 
both  institutions  it  is  difficult  to  relate  the  charge  for 
services  rendered.  However,  by  eliminating  the  cost 
of  all  functions  in  the  hospital  that  are  only  found  in 
hospitals  and  never  in  hotels  (i.e.,  nursing  care, 
x-ray  laboratory,  operating  rooms,  medical  records, 
etc.)  we  find  a rather  interesting  fact.  The  cost  of 
providing  and  maintaining  non  medical  services, 
including  food  served  to  the  patient  in  bed  at  Hart- 
ford Hospital  in  1952,  is  only  $5.75  per  day,  approxi- 
mately 25  per  cent  of  the  total  cost  per  day. 

A final  important  point  to  consider  is  the  differ- 
ence in  the  effect  of  our  endowment  income  on  the 
patient’s  bill.  In  1940  Hartford  Hospital  endowment 
income  was  $225,683,  or  the  equivalent  of  $10.80  per 
patient.  We  have  previously  pointed  out  that  the 
average  cost  of  caring  for  a patient  in  1940  was 
$70.18  but  it  was  only  theoretically  necessary  to 
charge  him  $59.38,  since  the  difference  between  cost 
and  charge  could  be  made  up  with  endowment 
income  funds.  In  effect,  we  were  able  to  discount  his 
bill  15  per  cent  below  the  cost  of  rendering  the  serv- 
ice. In  1952  Hartford  Hospital  endowment  income 
was  $284,612  or  the  equivalent  of  $8.78  per  patient. 
The  cost  of  caring  for  a patient  in  1952  was  $181.87 
so  endowment  income  enables  us  to  charge  him  an 
average  of  $173.09  or  only  5 per  cent  less  than  the 
cost  of  rendering  the  service. 

I wish  it  were  possible  to  prove  that  increased 
expense  caused  by  our  requiring  more  personnel, 
doing  more  laboratory  work,  using  more  oxygen  and 
blood,  more  pharmaceuticals,  etc.,  was  well  worth 
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^^’hile,  viewing  the  matter  from  the  patient’s  posi- 
tion. I'his  cannot  be  done  w ith  factual  reasoning  so 
Table  No.  3 is  offered  as  the  next  best  thing.  We  all 
know  that  the  result  is  the  M ork  of  many  people, 
government  and  both  commercial  and  non  profit 
organizations.  We  can  assume,  I believe,  that  much 
of  the  improvement  in  the  mortality  rates  in  this 
country  is  the  result  of  what  is  done  for  a patient 
M'hen  he  is  in  a hospital.  Unfortunately,  what  is  done 
for  a patient  in  a hospital  does  cost  money,  more 
money  than  some  can  afford,  but  on  the  basis  of 
information  in  this  table  it  seems  that  even  though 
hospitals  'were  to  play  only  a small  part  in  the  pic- 
ture, the  money  is  well  invested. 

In  concluding  I would  like  to  offer  the  opinion 
that  \\e  in  hospitals,  both  in  administration  and 
physician  staff,  need  not  be  concerned  with  the 
burden  caused  by  hospital  bills  in  those  situations 
where  the  circumstances  are  average.  That  is,  a 
person  of  an  average  financial  situation  who  is 
responsible  for  an  average  size  hospital  bill,  an  aver- 
age number  of  times  during  a ten  year  period,  should 
not  be  the  subject  of  our  concern.  It  is  interesting 
to  note  that  in  a family  of  four,  payment  of  the 
average  hospital  bill  once  every  two  years  (statistical 
average)  for  one  member  of  that  family  could  be 
paid  with  the  amount  of  money  wdaich  would  be 
spent  by  that  family  for  slightly  more  than  one  pack 
of  cigarettes  per  day.  We  should  be  very  concerned 


Table  No.  4 

Af ORTALITY  Statistics  — United  States 


AGE  GROUP 

DEATHS 

PER  THOUSAND  PERCENTAGE  DIFFERENCE 

OF  POPULATION  BETWEEN  I 94O  AND  I 949 

1940  1949 

Under  i 

54.8 

34.0 

00 

b 

1-4 

2.9 

1-5 

r/s 

00 

5-14 

1 .0 

.6 

40.0 

15-24 

2.0 

1-3 

35.0 

25-34 

3-1 

1.9 

38.7 

35-44 

5-2 

3-7 

28.8 

45-54 

10.6 

8.8 

17.0 

55-64 

22.0 

19.1 

14.2 

65-74 

48.2 

43-4 

lO.O 

75-84 

I 10.9 

94-5 

14.8 

w'ith  the  problem  of  the  man  whose  situation  is 
substantially  different  from  the  average  so  as  to 
cause  a financial  catastrophe  in  his  life.  Unfortunate- 
ly, the  funds  available  for  most  hospitals  to  be  of 
help  are  so  limited,  only  the  most  unusual  cases  in 
a desperate  set  of  circumstances  can  be  offered  direct 
assistance.  It  is  in  this  area  that  all  of  us  wdio  are 
interested  in  the  financial  aspect  of  hospital  care 
should  direct  our  serious  thinking. 

SOURCES  OF  STATISTICAL  DATA 

Statistical  Abstract  of  the  United  States — 1952. 

American  Hospital  Association — Hospitals  Magazine. 

Hartford  Hospital  Records. 


20 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


A CENTRAL  SCOTOMA  OCCURRING  DURING  SYSTEMIC  CORTISONE 

THERAPY 

James  Miles  O’Brien,  m.d.,  Bridgeport 


The  Author.  Attemiing  Ophthalmologist,  St. 
Vincent's  Hospital,  Bridgeport,  Connecticut 


T^ue  to  the  present  use  of  cortisone  as  a therapeutic 
agent  the  following  case  history  seems  of 
importance.  The  widespread  use  of  the  drug  and 
the  incomplete  knowledge  of  its  physiological  action 
makes  it  imperative  that  further  clinical  informa- 
tion becomes  available. 

The  patient,  a 37  year  old  male  was  seen  in  September  of 
1951  complaining  of  ocular  fatigue  from  continued  close  eye 
work.  At  this  time  a routine  ophthalmological  examination 
was  performed.  He  had  a mild  degree  of  latent  hyperopia 
at  this  time  but  was  otherwise  in  excellent  ocular  status.  His 
acuity  was  20/ 20  plus  in  each  eye  without  correction,  visual 
fields  were  full  and  no  pathology  was  noted  either  by  slit- 
lamp  examination  or  with  the  ophthalmoscope.  The  patient 
was  next  seen  on  January  10,  1952  with  a complaint  of  failing 
vision  in  the  left  eye  for  the  past  five  days.  Examination  at 
this  time  revealed  the  following:  O.I).  20/20  with  no 

pathology  noted  in  fundus.  O.S.  20/200;  the  left  macular 
area  appeared  slightly  raised  and  surrounded  by  a greyish 
ring.  With  the  giant  binocular  scope  it  was  definitely  raised 
and  edematous.  A central  scotoma  existed  (see  chart).  The 
patient  was  on  100  mgms.  of  cortisone  acetate  daily  for 
osteoarthritis  at  this  time. 

In  view  of  the  above  findings  the  following  history  is  of 
interest:  In  1940  the  patient  suffered  an  attack  of  acute 
tonsillitis  associated  with  definite  rheumatic  joint  symptoms. 
The  arthritic  symptoms  continued  until  1942  and  at  this  time 
his  tonsils  were  removed  followed  by  a definite  relief  of 
the  joint  symptoms.  In  1945  his  appendix  was  removed.  In 
1949  he  began  to  have  some  abdominal  pain  and  distress 
after  eating  and  a G.I.  series  was  done  wliich  revealed  a sub- 
acute gastritis  and  functional  pylorospasm.  A bland  diet  and 
rest  seemed  to  afford  adequate  relief  and  recovery  at  this 
time. 

Subsequently,  the  patient’s  physician  was  consulted  in 
September  of  1951  because  of  epigastric  pain  radiating  into 
the  left  chest  region.  The  severity  of  these  attacks  war- 
ranted hospitalization,  which  was  done  in  October  1951.  A 
general  work  up  at  this  time  was  undertaken  with  the  fol- 
lowing findings:  Epigastric  pain,  spasmotic  in  nature,  with 
increasing  severity  and  frequency.  Some  nausea  was  present 
during  the  attacks  and  there  was  no  indication  of  any  known 
food  sensitivity.  Physical  examination  revealed  a well  devel- 


oped male  with  no  apparent  physical  defects.  Examination 
of  tlie  abdomen  revealed  no  masses  or  areas  of  tenderness. 
The  cardio-vascular  system  was  quite  healthy  and  tlie  EKG 
was  normal.  Chest  x-ray  was  negative,  and  G.I.  series  and 
gall  bladder  x-ray  examination  were  also  negative.  The  blood 
picture  was  normal  and  a myelogram  of  the  spine  showed 
no  vertebral  displacement.  X-ray  of  the  spine  showed  a 
definite  cervico-dorsal  arthritis,  which  was  thought  to  be 
severe  enough  to  account  for  the  symptoms. 

Accordingly,  the  patient  was  placed  on  a daily  oral  dose 
of  75  mgms.  of  cortisone  acetate.  This  was  on  October  20, 
1951.  The  patient  was  first  seen  complaining  of  blurred 
vision  in  the  left  eye  on  January  10,  1952,  at  which  time  he 
was  on  the  same  daily  dosage  of  cortisone.  The  vision  had 
been  blurred  since  January  5,  1952  and  by  the  history  was 
getting  progressively  worse.  Examination  of  the  fundus  of 
the  right  eye  was  negative.  However,  the  macular  area  of 


10  mm.  red  test  object  used  at  one  meter  standard 
illumination  both  eyes 
O.S.  20/200  slow 
V.A.  O.D.  20/20  slow 
cooperation  good 
O.S.  central  scotoma  relative 
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the  left  eve  showed  definite  pathologic  features.  The 
macula  appeared  slightlv'  raised  and  was  surrounded  by  a 
dull  gray  ring  as  examined  by  the  giant  binocular  ophthal- 
moscope. A definite  central  scotoma  of  approximately  ten 
dea;rees  existed  at  this  time.  This  was  not  an  absolute,  but 
a relative  scotoma.  Accordingly,  a tentative  diagnosis  of 
acute  macular  chorioretinitis  was  established. 

Anotlier  examination  was  done  on  January  12,  with 
essentially  the  same  findings.  Subsequent  examination  on 
January  18  and  January  25  revealed  that  the  visual  acuity 
had  decreased  to  20/400  in  the  left  eye.  The  right  eye  re- 
mained unchanged,  both  subjectively  and  objectively.  On 
February  i it  was  decided  to  stop  the  cortisone  therapy,  the 
ocular  condition  having  remained  the  same  as  when  seen 
previously.  On  February  8 there  was  definite  subjective 
improvement,  the  visual  acuity  to  have  increased  to  20/35 
and  the  central  scotoma  to  have  almost  disappeared.  Exam- 
ination on  February  22  showed  vision  to  be  20/25  with  no 
field  changes  noted. 


On  AFarch  7,  1952  the  vision  was  20/20  and  the  subsequent 
weekly  examinations  showed  no  change.  Examination  on 
May  3 showed  the  visual  acuity  to  be  20/20  with  full  fields. 
It  was  again  examined  on  November  9 and  again  the  vision 
was  20/ 20,  and  the  fields  normal. 

SUMMARY 

The  above  case  has  been  presented  because  of  the 
simultaneous  appearance  of  an  acute  macular  lesion 
of  the  left  eye  during  cortisone  therapy.  The  rather 
acute  onset  of  the  lesion  combined  with  rapid  dis- 
appearance following  the  removal  of  cortisone 
therapy  points  to  an  interesting  if  ill  defined  relation- 
ship. Obviously  it  is  difficult  to  ascertain  the  true 
place  of  cortisone  as  an  etiologic  factor  in  this  in- 
stance. Further  investigation  along  these  lines  may 
supplement  and  clarify  such  relationship. 


INTRARENAL  VASCULAR  THROMBOSIS 
Case  Presenting  Clinical  Picture  of  Nephrotic  Syndrome 
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SUMMARY 

1.  A case  of  intrarenal  vascular  thrombosis  is  pre- 
sented occurring  in  an  8 day  old  infant. 

2.  This  case  is  remarkable  because  of  its  early  onset 
and  prolonged  course,  chemically  and  clinically  re- 
sembling nephrosis,  and  preservation  of  adequate 
excretory  function  as  determined  by  I.V.  pyelogram. 

3.  It  is  suggested  that  the  kidney  and  lung  are  the 
seat  of  thrombus  formation  because  in  disease  states 
with  sludging  of  blood  the  vessels  of  these  organs  may 
be  quickly  occluded. 


Tntrarf.nal  vascular  thrombosis  in  infancy  is  a 
rarely  diagnosed  and  infretjuently  occurring  con- 
dition. In  terms  of  autopsies  performed  its  incidence 


according  to  Kobernick’s^  statistics  from  experi- 
ences at  Children’s  iVIemorial  Hospital  is  0.37  per 
cent.  Other  figures  quoted  by  this  author  vary  from 
.027  to  2 per  cent  of  total  necropsies.  There  has  been 
a reawakening  of  interest  in  this  syndrome,  due  in 
part  to  the  possibility  of  surgical  cure  in  promptly 
diagnosed  cases^-^  and  also  attributable  to  stimulating 
reviews  by  Barenberg,'*  Fallon,®  Zuelzer,^  Kobernick 
and  others. 

The  common  characterization  of  this  syndrome 
pictures  an  infant  debilitated  and  dehydrated  from 
diarrhea  or  (less  often)  some  other  extrarenal  infec- 
tion who  suddenly  develops  shock,  anuria,  or 
oliguria,  albuminuria,  hematuria  and  possibly  palp- 
able renal  mass.  Renal  function  fails  quickly  as 
demonstrated  by  rising  NPN  and  a failing  concen- 
trating capacity  on  excretory  urography^.  \Tnous 
thrombosis  in  other  organs,  particularly  the  lungs, 
is  often  an  associated  finding. 

The  clinical  picture  of  nephrosis  with  intrarenal 
vascular  thrombosis  has  been  infrequently  described. 
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Derow’^  reported  a 1 5 year  old  boy  with  progressive 
thrombosis  of  the  inferior  vena  cava,  renal  and 
portal  veins  whose  clinical  picture  resembled 
nephrosis.  Norduall*  reported  a two  week  old  infant 
who  developed  generalized  edema  and  anuria  follow- 
ing gastroenteritis  and  on  autopsy  was  revealed  to 
have  many  renal  hemorrhagic  infarctions.  Edema  was 
noted  to  exist  in  one  of  the  cases  described  by 
Zuelzer. 

In  the  case  which  is  reported  here  a clinical  and 
chemical  picture  of  the  nephrotic  syndrome  was 
present  in  an  infant  who  developed  symptoms  in  the 
first  week  of  life  following  mild  impetigo. 

S.  K.  was  the  product  of  a normal  second  pregnancy  and 
she  weighed  5 lb.  6 oz.  at  birth  on  December  29,  1950.  Deliv- 
ery was  normal.  The  baby  breathed  spontaneously  but  was 
cyanotic  out  of  oxygen  and  required  frequent  suctioning. 
Complete  blood  count  and  Hb.  were  normal  but  22  nucleated 
RBC  were  noted.  Subsequent  counts  did  not  reveal  any 
anemia  and  there  was  no  organomegaly  or  jaundice. 

On  the  second  day  the  baby  took  the  proffered  water- 
poorly  and  temperature  rose  to  100,6.  50  cc.  of  normal  saline 
with  Vz  vial  of  Alidase  was  given  in  the  intrascapular  area 
and  the  temperature  returned  to  normal.  On  the  third  day 
the  infant  took  feedings  well,  could  be  out  of  oxygen  with- 
out distress  but  a few  blotches  were  noticed  on  the  face  and 
forehead.  These  became  pustular  blebs  which  on  the  5th  day 
had  begun  to  dry.  The  weight  was  5 lb.  1 2 oz.  and  there 
was  slight  edema  in  the  intrascapular  area. 

On  the  second  day  after  discharge  from  the  hospital  the 
mother  noticed  that  the  baby’s  ankles  appeared  to  be  swollen 
and  the  swelling  gradually  increased,  progressing  caudad 
from  the  feet  during  the  next  three  days.  The  baby  was  seen 
at  home  four  days  following  discharge  from  the  hospital  and 
there  was  4 plus  pitting  edema  extending  to  the  groin.  A 
systolic  murmur  not  previously  heard  was  noted  over  the 
precordium  and  no  femoral  pulsation  was  palpable  (?  because 
of  edema  in  groin).  The  skin  infection  had  entirely  cleared. 
The  child  was  admitted  to  the  hospital  with  a diagnosis  of 
edema  of  the  newborn  and  congenital  heart  disease,  possible 
coarctation  of  the  aorta. 

Physical  examination  on  admission  revealed  a well  devel- 
oped, well  nourished  baby  with  edema  of  both  lower 
extremities.  There  was  a healing  rash  over  the  forehead 
and  the  side  of  the  face.  Head  size  was  normal  but  a systolic 
murmur  could  be  heard  over  the  precordium.  No  femoral 
pulse  could  be  felt. 

The  admission  laboratory  data  revealed  3 plus  albuminuria, 
6 to  8 red  cells,  10  to  15  white  cells  per  high  powered  field. 
The  red  blood  count  was  4.3  milk,  Hb.  14  Gm.,  white  blood 
count  15,300  with  a normal  differential.  The  urea  nitrogen 
on  admission  was  36  mgms.  per  cent.,  blood  COo  was  22,5 
ml.  equivalents,  the  serum  chlorides  were  108  ml.  equivalents. 
The  blood  protein  was  4 with  a 1.2/2. 8 albumin  globulin 
ratio.  On  the  second  day  in  the  hospital  the  edema  continued 
to  increase  and  there  was  edema  of  the  subcutaneous  tissues 
over  the  abdomen,  the  tissues  of  the  chest  and  the  dependent 


side  of  the  face.  By  the  third  hospital  day  free  fluid  could 
be  detected  in  the  abdomen.  A tentative  diagnosis  of  intra- 
vascular renal  thrombosis  was  then  made.  An  IV  pyelogram 
was  attempted  but  the  dye  was  so  rapidly  excreted  into  the 
bladder  that  good  visualization  of  the  renal  structures  was 
not  possible.  However,  the  dye  could  be  traced  from  the 
renal  plevis  and  through  the  ureters,  indicating  fairly  rapid 
and  complete  excretion  with  adequate  concentration.  A re- 
peat intravenous  pyelogram  was  attempted  and  the  left  renal 
pelvis  and  calices  were  well  visualized  and  considered  to  be 
normal. 

The  baby  was  fed  salt  free  milk  and  given  repeated  in- 
fusions of  concentrated  plasma  and  whole  blood  to  combat 
the  rapidly  progressive  anemia  and  hypoprotinemia.  By  the 
13th  hospital  day  the  edema  was  much  more  pronounced,  the 
respiratory  rate  was  rapid  and  the  baby  became  markedly 
cyanotic.  Wet  rales  were  heard  in  the  chest  but  the  liver 
was  not  enlarged.  Because  of  the  rales  and  the  possible 
coarctation  of  the  aorta  it  was  considered  that  the  baby 
might  have  incipient  heart  failure.  She  was  digitalized  with 
digitoxin  25  mgms.  per  kg.  and  penicillin  was  started  and 
maintained  throughout  the  remainder  of  hospitalization. 
The  baby’s  condition  did  not  change  with  digitalization.  The 
abdomen  was  constantly  tense,  there  was  dullness  in  the 
flanks  and  respirations  became  labored.  Alanagement  was 
complicated  by  severe  prolapse  of  the  rectum.  Abdominal 
paracentesis  was  performed  and  clear  fluid  drained  for  sev- 
eral days.  The  pulmonary  edema  cleared  spontaneously 
following  the  paracentesis  and  the  peripheral  edema  became 
less  noticeable,  eventually  clearing  completely  by  the  30th 
day  after  admission  to  the  hospital.  The  baby  was  tranfused 
repeatedly  to  restore  the  falling  red  blood  count  and  on  the 
25th  hospital  day  the  temperature  rose  abruptly  to  104°, 
remaining  high.  Rales  could  be  heard  in  the  lungs,  Aureo- 
mycin  was  started  and  on  the  31st  hospital  day  the  tempera- 
ture suddenly  rose  to  105°  and  the  baby  expired.  During  the 
course  of  the  baby’s  illness  the  total  urinary  output  appeared 
to  be  about  normal,  although  the  accurate  evaluation  of  the 
total  excretion  was  not  always  possible. 

L.4BORATORY  FINDINGS 

1-11-51.  Urinalysis:  yellow,  clear,  acid;  S.G.  qns;  albumin 
+ sugar  negative;  10-15  WBC  (HPF);  6-8  RBC  (HPF); 
many  epithelial  cells;  -|-  bacteria. 

RBC  4,300,000;  WBC  15,300  Hb.  90  per  cent  14.0  Gms.;  7 
Eosins;  7 Stabs;  50  Segs;  34  Lymphs;  2 Monos. 

Urea  Nitrogen  36;  CO2  53.1  Vol.  per  cent,  22.5  ml.  eq.; 
Total  Protein  4.0;  Albumin  2.8;  Globulin  1.2;  Serum  Chlo- 
rides 108  ml.  eq.,  631.8  mg.  per  cent. 

1-16-51.  Urea  Nitrogen  34;  Cholesterol  375;  Total  Protein 
3.6;  Albumin  2.0,  Globulin  1.6. 

1-18-51.  Quantitative  Albumin:  2.4  parts  alubumin/iooo 
(Pfeiffer  Method). 

1-19-51.  Quantitative  Albumin:  i part  to  1000  (Pfeiffer 
Adethod) . 

1-23-5 1.  Urinafi^sis:  yellow,  clear,  acid;  Albumin  / — |--) — h; 
Sugar  negative;  6-8  WBC  (HPF);  15-20  WBC  (HPF);  few 
epithelial  cells;  6-8  Granular  casts  (LPF). 

Blood  Cholesterol:  338. 
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Figure  i 


Figure  2 


Sections  through  kidney  showing  thrombosed  vessels 
(magnification  55  X anti  iioX  respectively) 


1-25-51.  Sedimentation  Rate  46  mm.  (Wintrobe). 

1- 26-51.  Paracentesis  Fluid:  Protein  56  mg.  per  cent. 

2- 2-51.  RBC  2,440,000;  WBC  19,300;  Hb.  56  per  cent,  8.7 
Gms.:  I Eosin;  18  Stabs;  48  Segs;  24  Lymphs;  9 Monos; 
slight  anisocytosis;  slight  hypochromia;  slight  polychromia. 

2-5-51.  Urinalysis:  yellow,  clear,  acid;  Alubumin  — [-; 

Sugar  negative;  0-4  WBC  (HPF);  15-20  RBC  (HPF);  few 
epithelial  cells;  10-15  granular  casts  (LPF). 

2-6-51.  Cholesterol  346;  Phosphorus  3.9;  Serum  Chlorides 
III  ml.  eq.;  649.3  nig.  per  cent. 

RBC  3,000,000;  WBC  25,200;  Hb.  63  per  cent,  9.8  Gms.; 
24  Stabs;  53  Segs;  15  Lymphs;  8 Monos;  -f  Anisocytosis; 
slight  poik.,  I Nucleated  RBC  seen. 

2-7-51.  Calcium  10. 

2-9-51.  RBC  3,510,000;  WBC  30,800;  Hb.  74  per  cent,  11.6 
Gms.;  I Eosin;  22  Stabs;  54  Segs;  19  Lymphs;  4 Monos;  -f 
Toxic  Granulation. 

2-10-51.  Urinalysis:  yellow,  cloudy,  acid;  S.  G.  qns. 
Albumin  Sugar  negative;  6-8  RBC  (HPF)  12-14 

Granular  Casts  (LPF). 

2- 1 3-5 1.  Urinalysis:  yellow,  clear,  acid;  S.  G.  qns.  Al- 
bumin -(-  + + + ; Sugar  negative;  8-10  WBC  (HPF);  4-6  RBC 
(HPF)  Ep.  Cells  few;  Casts  6-8  granular  Casts  (LPF). 


EKG  AND  X-RAY  DATA 

EKG:  1/11/51  Right  Axis  Deviation;  Sinus  Tachycardia. 
1/23/51  Right  Axis  Deviation;  Sinus  Tachycardia.  1/26/51 
Digitalis  Effect.  2/5/51  Digitalis  Effect. 

X-ray:  1/11/51  “.  . . aorta  appears  to  be  small  in  size 

• • ■”  . . no  bony  abnormalities  of  lower  extremities 

• . . . fine  mottling  in  both  lung  fields  . . .” 

J/Li/5i  I-  V.  Pyelogram — prompt  secretion  of  dye  by  both 
kidneys.  1/16/51  I.  V.  Pyelogram — essentially  normal.  2/10/51 
Chest — clear  lung  fields. 

AUTOPSY 

Body:  The  body  is  that  a well  developed,  rather  poorly 
nourished  female  infant,  measuring  51  cms.  in  lengtii  and 
weighing  3000  Gm.  Tlie  largest  diameter  of  the  head  is  35 
cms.  and  that  of  the  abdomen  34  cms.  The  skin  and  mucous 
membranes  are  strikingly  pale.  Both  fontanels  are  open.  I he 
scalp  is  covered  with  a good  growth  of  brown  hair,  save  for 
the  temporal  regions  where  the  hair  has  been  shaved.  Large 
hematomas  are  noted  over  these  regions.  Rigor  mortis  is  not 
present  as  yet,  but  there  is  postmortem  lividit\''  mer  the 
dependent  portions  of  the  body.  The  pupils  are  round, 
regular  and  equal,  measuring  each  6 mms.  in  diameter.  I'he 
sclerae  are  free  of  jaundice.  The  cervical,  axillar\-  aiul  in- 
guinal lymph  nodes  are  not  felt  to  be  enlarged.  I’he  trachea 
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appears  to  be  in  the  midline.  The  thyroid  gland  cannot  be 
palpated.  There  are  no  deformities  of  the  bony  thorax.  The 
abdomen  is  quite  protuberant.  The  genitalia  are  those  of  a 
female  infant.  There  is  considerable  prolapse  of  the  rectal 
mucosa.  The  extremities  are  symmetrically  developed. 
Peripheral  edema  or  clubbing  of  fingers  and  toes  are  not  in 
evidence. 

The  incisions  are  made  in  the  usual  Y-shaped  manner. 
There  are  at  least  150  cc.  of  water-clear,  colorless  fluid 
within  the  peritoneal  cavity  which  is  lined  by  a smooth 
and  glistening  serosa.  The  abdominal  viscera  occupy  their 
usual  positions  and  relationships  to  one  another. 

'When  the  chest  plate  is  removed,  the  lungs  do  not  collapse. 
There  are  just  a few  cubic  centimeters  of  clear  colorless 
fluid  in  either  pleural  cavity.  The  pericardial  sac  contains 
the  usual  amount  of  clear,  straw-colored  fluid.  The  pul- 
monary artery  is  opened  in  situ  and  found  to  be  free  of 
antemortem  clot  (blood  culture  taken). 

Heart:  The  heart  is  somewhat  larger  than  expected  of  an 
infant  of  this  age  and  weighs  30  Gm.  after  removal  of  its 
postmortem  contents.  There  are  no  malformations  of  the 
heart  proper.  Plowever,  the  pulmonary  artery,  just  above  its 
valve,  is  wider  than  usual.  The  ductus  arteriosus  still  has  a 
narrow  opening,  and  the  aorta  between  the  left  subclavian 
artery  and  the  ductus  arteriosus  is  rather  narrow,  measuring 
about  5 to  6 mms.  in  width,  in  contrast  to  the  ascending 
portion  which  is  10  mms.  in  width. 

Lungs:  The  left  lung  weighs  40  Gm.  and  the  right  lung  50 
Gm.  There  are  numerous  subserosal  petechiae.  The  organs 
have  a peculiarly  mottled,  brown-red  appearance.  There  are 
numerous  small  foci  of  consolidation.  Some  semi-fluid,  dark 
grey-brown  material  is  noted  within  the  bronchial  lumina. 

Thymus:  The  organ  is  practically  replaced  by  a small 
amount  of  adipose  tissue. 

Spleen:  The  spleen  weighs  10  Gm.  It  is  invested  by  a 
smooth  and  transparent  capsule.  No  pulp  can  be  scraped  off 
the  cut  surfaces.  The  Malpighian  bodies  are  prominent. 

Stomach  and  duodenum:  No  malformations. 

Pancreas:  This  organ  has  the  usual  lobulated  appeai'ance 
and  weighs  about  4 Gm. 

Liver:  The  liver  weighs  200  Gm.  Glisson’s  capsule  is  smooth 
and  transparent.  The  parenchyma  is  pale  brown  in  color  with 
somewhat  indistinct  lobulations.  There  are  no  abnormalities 
of  the  bile  ducts  or  blood  vessels. 

Gallbladder:  Not  remarkable. 

Adrenals:  These  organs  have  the  usual  configuration.  To- 
gether they  weigh  approximately  5 Gm. 

Kidneys:  These  organs  are  remarkably  large,  the  right 
kidney  weighing  45  Gm.  and  left  kidney  40  Gm.  The  fibrous 
capsules  strip  fairly  easily,  revealing  remarkably  pale,  grey- 
brown  surfaces  with  fetal  lobulations.  On  section,  the  cortices 
are  wide.  The  striations  are  fairly  distinct.  The  pelves  and 
calcyces  are  not  dilated  and  are  lined  by  a smooth,  grey- 
white  mucosa.  There  are  no  abnormalities  of  the  larger  renal 
veins  or  arteries.  The  ureters  follow  their  usual  course  into 
the  urinary  bladder. 

Pelvic  organs:  No  abnormalities. 

Intestines:  There  are  no  appreciable  lesions  in  the  small 
or  large  gut. 


Figure  3 

Section  of  lung  showing  detail  of  thrombosed  vessel 
(magnification  110  X) 


Cranial  contents:  There  is  no  evidence  of  epi-  or  subdural 
hematoma.  Save  for  considerable  edema  (interstitial),  there 
are  no  pathological  findings  in  the  brain. 

MICROSCOPIC 

Heart:  The  visceral  epicardium  is  represented  by  a thin 
fibrous  connective  tissue  layer  lined  on  its  external  surface 
by  a single  layer  of  mesothelial  cells.  The  myocardium  is 
compactly  arranged.  The  nuclei  are  centrally  located  and 
the  cross  striations  of  the  muscle  fibres  are  distinct.  There 
is  no  evidence  of  an  inflammatory  reaction  or  glycogen 
disease. 

Lungs:  Multiple  sections  of  the  lungs  reveal  numerous  small 
branches  of  the  pulmonary  arteries  as  well  as  the  veins — 
some  partially  and  some  completely  occluded  by  thrombi  in 
different  stages  of  organization.  There  are  scattered  areas  of 
peripheral  atelectasis,  areas  of  intra-alveolar  hemorrhage  and 
large  foci  of  pneumonia,  in  some  places  of  necrotizing  char- 
acter. A number  of  the  small  bronchi  contain  bluish  or 
brownish  staining,  obviously  aspirated  material. 

Spleen,  pancreas,  liver:  Histological  examination  fails  to 
reveal  any  appreciable  pathological  change.  None  of  the 
vessels  of  the  organs  are  the  seat  of  thrombi. 

Adrenals:  The  cortices  are  practically  devoid  of  lipoid. 

Kidneys:  Microscopically,  both  kidneys  have  a similar 
appearance.  The  parenchyma  is  intact,  the  glomeruli  are  well 
formed  and  the  tubules  are  preserved  and  often  filled  with 
amorphous  pink-staining  material.  Some  of  the  smaller 
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intrarenal  veins  and  numerous  of  the  larger  ones  contain 
thrombi  in  various  stages  of  organization. 

It  is  noteworthy  that  neither  in  the  lungs  nor  in  the 
kidnevs  was  there  evidence  of  inflammation  of  the  vessel 
walls. 

DISCUSSION 

The  pathological  physiology  of  this  syndrome 
and  the  abnormal  mechanism  through  which  venous 
thrombosis  occurs  without  coe.xisting  endothelial 
damage  is  obscure. 

It  is  known  that  in  disease  states  and  also  assoc- 
ciated  with  certain  physiological  conditions  such  as 
pregnancy,  allergy,  malignancy,  there  are  alterations 
in  the  physical  characteristics  of  the  blood.  Specific- 
ally there  may  be  alterations  in  viscosity,  changes  in 
blood  stream  and  alteration  in  electrical  potential 
of  the  blood  cells. 

Normally  red  blood  cells  repel  each  other.  How- 
ever in  the  presence  of  shock  or  parenteral  infection 
this  quality  appears  to  be  diminished  and  cells 
aoolutinate  and  the  cohesion  of  these  small  masses 
to  form  larger  conglomerates  has  been  called  sludg- 
ing. This  phenomena  can  be  demonstrated  in  a drop 
of  blood  allowed  to  dry  on  a slide  and  in  vivo  has 
been  observed  in  conjunctival  vessels. 

The  kidney  and  lungs  possess  a double  capillary 
network  and  in  infants  a particularly  lowered 
arterial  and  capillary  pressure  w hich  makes  these 
organs  a particularly  favorable  site  for  thrombus 
formation.  Under  conditions  w hich  would  produce 
sludging— shock,  dehydration,  infection— cell  masses 
which  would  resist  passage  through  the  truncated 
vessels  of  the  kidneys  and  lungs  are  formed.  The 
resistance  of  these  aggregates  further  slow^s  circula- 
tion through  the  kidneys  and  lungs  resulting  in 
endothelial  hypoxia,  seepage  of  fluid,  further  hemo- 
concentration,  further  sludging  and  continued 
thrombus  formation.  Retrograde  thrombosis  with 
sudden  occlusion  of  a larger  branch  arteriole  may 


account  for  hemorrhagic  infarction  observed  in 
many  cases. 

The  case  presented  here  is  the  only  one  thus  far 
reported  where  a nephrotic-like  syndrome  was 
produced  in  an  infant  by  intrarenal  thrombosis.  In 
this  instance  there  was  moderate  birth  shock  and  a 
seemingly  insignificant  skin  infection.  It  is  inviting 
to  suppose  that  the  amount  of  thrombosis  was  not 
enough  to  produce  the  acute  clinical  picture  of  renal 
failure  but  was  enough  to  block  many  small  arterioles 
and  so  interfere  w-ith  renal  function  as  to  produce 
the  chemical  and  physical  characteristics  of 
nephrosis. 
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SUMMARY 

One  hundred  patients  with  arteriosclerosis  were 
treated  in  accordance  with  a theory  of  physiologic 
rejuvenation  using  thyroid,  androgen,  estrogen,  and 
multivitamins.  Five  case  summaries  are  given.  The 
average  duration  of  treatment  was  three  years,  but  a 
few  patients  were  followed  for  as  long  as  seven  years. 
Three  of  the  patients  died  before  the  treatment  could 
be  evaluated.  Ninety-seven  are  alive  and  are  pursuing 
their  occupations  in  a manner  approaching  normal 
but  avoiding  overindulgence.  The  treatment  described 
has  afforded  85  a sense  of  well  being  and  relief  from 
angina  pectoris,  hypertension,  and  intermittent  claudi- 
cation. A lesser  degree  of  relief  was  obtained  in  12. 
Seven  patients  surviving  cerebral  arteriosclerotic  epi- 
sodes have  been  satisfactorily  maintained. 

A GENERALIZED  rejuvenation  of  the  physiology  of 
patients  with  arteriosclerosis  was  undertaken. 
Such  a concept  of  the  treatment  of  arteriosclerosis 
is  far  removed  from  past  practices  of  limiting  the 
patient’s  activities  and  relying  on  sedatives,  anti- 
spasmodics,  surgical  denervations,  and  custodial  care, 
which  generated  the  hopeless  attitude  that  “one  is 
as  old  as  one’s  arteries.” 

While  arteriosclerotic  changes  to  some  degree 
are  almost  universally  present  in  middle  aged  and 
elderly  persons,  the  young  do  not  escape.  The 
author  has  seen  at  necropsy  well  established  athero- 
sclerosis at  age  5 and  an  extreme  degree  of  coronary 
atherosclerosis  with  occlusion  at  age  33.  The  observ- 
ations illustrate  that  age  alone  is  not  the  determining 
factor  in  the  disease. 

Research  on  the  etiology  and  pathogenesis  of 
arteriosclerosis  has  been  extensive. A great  deal 


of  data  has  accumulated  to  indicate  that  arterio- 
sclerosis occurs  as  a result  of  altered  metabolism  of 
cholesterol  and  other  lipids.^’"^’’^  Estrogens  alone  and 
combined  with  androgens  have  been  found  experi- 
mentally to  inhibit  atherosclerosis, and  there  is 
some  indication  from  clinical  findings  that  a bene- 
ficial effect  may  also  be  exerted  in  human  beings 
with  arteriosclerosis. 

The  decision  to  pursue  a hypothetical  “rejuvena- 
tion” in  arteriosclerotic  patients  was  made  several 
years  ago.  As  a result  of  performing  a series  of 
roughly  3,500  necropsies,  the  impression  was  gained 
that  many  catabolic  processes  exist  in  these  patients. 
The  well  nourished  condition  of  most  young  human 
beings,  who  died  from  an  acute  illness  or  an  accident, 
contrasted  sharply  with  the  fatty,  degenerate  liver, 
the  fibrotic  heart  and  kidney,  and  the  generalized 
arteriosclerosis  of  middle  aged  and  elderly  persons. 
The  medicinal  agents  planned  for  this  treatment 
were  to  be  from  natural  sources,  nontoxic,  and 
anabolic  in  function. 

PRESENT  STUDY 

One  hundred  patients  with  arteriosclerosis  were 
treated.  The  presenting  symptom  was  angina  pec- 
toris, hypertension,  or  claudication.  Some  patients 
showed  signs  of  cerebral  involvement.  Patients  are 
grouped  according  to  these  signs  and  symptoms  in 
the  accompanying  table  which  shows  the  medica- 
tions used  and  the  results  obtained.  The  average  age 
of  the  patients  was  58  years,  the  youngest  being  27 
and  the  oldest  82. 

Patients  were  instructed  to  eat  a diet  of  easily 
digested  foods,  vegetables,  cereals,  and  lean  meats, 
and  to  avoid  fatty,  highly  seasoned  foods.  Multiple 
vitamins,  with  an  especially  high  intake  of  vitamin 
B complex  and  vitamins  C and  E,  were  prescribed. 
Thyroid  etxract  was  used  in  hypothyroidal  patients, 
introducing  it  gradually  and  using  doses  of  i/io  to 
1/20  grain  at  first.  Lastly,  estrogens  and  androgens 
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Results  of  Estrogen  and  Androgen  Administration  in  Arteriosclerotic  Patients 
.(Classified  as  to  Presenting  Symptom) 


NO.  AGE 

PATIENTS  RANGE  TREATMENT 

DURATION  OF 
OBSERVATION 

RESULTS 
GOOD  FAIR 

6 

45-55 

ANGINA  PECTORIS 

Oreton  25-50  mg. 

I year — 4 

6 

6 

^1-66 

Oreton  10-50  mg. 

3'/2-6'/2  years — 2 
3-6  years 

5 

I 

, 

49 

Progynon — B 0.3-1  mg. 
Oreton  20  mg. 

6%  years 

I 

57 

Depo-Testosterone  20  mg. 
Progynon — B 0.2  mg. 
Oreton  30  mg. 

5 years 

I 

12* 

40-67 

Progynon — B 0.2  mg. 

Estiny  0.02  mg. 

iVIicropellets  Oreton — F 35-50  mg. 

<;i  year — 2 

10 

2 

59-71 

Micropellets  Oreton — F 30-35  mg. 

1- 5  years — 10 

2- 4  years 

2 

9 

34-72 

Progynon — B 0.2-0. 5 mg. 
Micropellets  Oreton — F 15-50  mg. 

<^i  year — i 

9 

I 

68 

1 heelin  or  Estrone  0.1-2  mg. 
iMicropellets  Oreton — F 25  mg. 

1-6  years — 8 
4 years 

I 

•7 

62 

Estrogenic  Substance  i mg. 
Micropellets  Oreton — F 35-50  mg. 

7 months — i 

2 

I 

46 

Dienestrol  0.5 
Testosterone  45  mg. 

2 1/2  years — i 
3 years  2 months 

I 

I 

55 

Theelin  2 mg. 
Testosterone  50  mg. 

I year  10  months 

I 

1 

54 

Dienestrol  0.5  mg. 
Progynon — B i mg. 

2 years  5 months 

I 

43 

6* 

27-82 

HYPERTENSION 

Oreton  40-55  mg. 

<^i  year — 2 

40 

5 

2 

5 

52-65 

Oreton  30-50  mg. 

3-5  Fz  years— 4 
2-5  !4  years 

4 

I 

I 

64 

Progynon — B 0. 2-0.8  mg. 
Oreton  10  mg. 

8 months 

I 

3 

59-69 

Ovocylin  2 mg. 
Oreton  30-50  mg. 

I F -2 1/2  years 

3 

I 

51 

Theelin  or  Estrone  i mg. 
Oreton  35  mg. 

5 1/4  years 

I 

6* 

00 

0 

Depo-Testosterone  20  mg. 
Micropellets  Oreton — F 40-60  mg. 

<^i  year — 2 

3 

2 

>5 

42-79 

Micropellets  Oreton — F 30-50  mg. 

2-6  years — 4 
<i  year— 5 

14 

I 

3 

53-72 

Theelin  or  Estrone  1-1.2  mg. 
Micropellets  Oreton — F 40-50  mg. 

1-6  years — 10 
<^i  year — i 

2 

I 

I 

50 

Dienestrol  0.5  mg. 
Testosterone  20  mg. 

6 years — 2 
3 years 

I 

t 

55-56 

Testosterone  15  mg. 

4 14  years — i 

2 

I 

75 

Estrone  0.2-0. 3 mg. 
Testosterone  25  mg. 

6/3  years — i 
8 months 

I 

, 

66 

Premarin  0.625  mg. 
Progynon — B i mg. 

2%  years 

I 

I 

60 

Estrone  i mg. 

3 months 

I 

I 

55 

Estrogenic  substances 

I year  2 months 

I 

Dienestrol 

47 


37 


8 
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PATIENTS  RANGE  TREATMENT 

DURATION  OF 

RESULTS 

NO. 

AGE 

OBSERVATION 

GOOD  FAIR 

ARTERIOSCLEROSIS  WITH 

CLAUDICATION 

I 

68 

Oreton  50  mg./wk. 
Progynon — B 0.4  mg. 

3 years 

I 

I 

53 

Oreton  35  mg./wk. 
Depo-Testosterone  10  mg. 
Progynon — B 0.3  mg. 

4 years  10  months 

I 

I 

49 

Micropellets  Oreton — F 25  mg. 

3 years 

3 

3 

CEREBRAL  ARTERIOSCLEROSIS 

I 

63 

Oreton  40  mg. 
Dienestrol  0.5  mg. 

3 14  years 

I 

I 

68 

Oreton  35  mg. 

Progynon — B 1.6  mg./wk. 

4 years  5 months — i 

I 

I 

56 

Oreton  35  mg. 

Estrogenic  substances  5000  FU. 
Premarin  1.25  mg./3  per  wk. 

3 % years 

I 

I 

49 

Micropellets  Oreton — F 50  mg. 

5 14  years 

I 

3 

55-72 

Micropellets  Oreton — F 25-50  mg. 

I year — 2 

2 I 

Theelin  or  Estrone  0.2-1  mg. 

5 14  years — i 

7 

5 2 

loot 

85  12 

*One  patient  died  before  the  results  of  treatment  could  be  evaluated. 
fDeath  in  a total  of  3 patients  prior  to  evaluation  of  therapy. 


alone  or  in  well  balanced  ratios  were  administered  in 
amounts  suited  to  the  needs  of  individual  patients. 
As  shown  in  the  table,  injectable  forms  of  the  hor- 
mones were  used  for  the  most  part,  the  androgen 
usually  as  Alicropellets  Oreton— F*  (testosterone  in 
aqueous  suspension)  or  Oreton*  (testosterone  pro- 
pionate in  oil),  and  the  estrogen  as  Progynon— B* 
(estradiol  benzoate  in  oil)  or  estrone.  Injections  were 
made  at  intervals  varying  from  one  per  week  to 
one  every  second  month. 

The  average  length  of  observation  was  three  years. 
No  patient  is  included  in  whom  treatment  was  con- 
tinued for  less  than  three  months.  The  longest  period 
^ of  treatment  was  seven  years. 

In  all,  85  patients  showed  marked  improvement 
under  this  regimen.  A result  classified  as  “good”  in 
the  table  usually  meant  that  the  presenting  symp- 
tom-angina, hypertension,  claudication— was  re- 
lieved to  a considerable  extent.  A sense  of  well  being 
pervaded  many  patients.  They  could  pursue  their 
normal  occupations  provided  overindulgence  of 
every  kind  was  avoided.  The  results  of  therapy  can 
perhaps  best  be  shown  by  the  five  case  summaries 
that  follow. 

^Manufactured  by  Schering  Corporation,  Bloomfield,  N.  J. 


CASE  SUMMARIES 
CASE  I 

A.  B.,  47  year  old  male.  March  1947:  Marked  precordial 
distress  radiating  through  the  back  and  of  three  to  four 
weeks’  duration.  Findings:  Wt.  150  lbs.  BP  115/75.  Pulse  80. 
Heart  regular,  no  murmurs.  EKG:  Elevated  S-T  segment 
in  leads  2 and  3,  depressed  S-T  segment  in  lead  4.  Retinal 
arteries  hardened  and  compressing  veins.  Diagnosis:  Arterio- 
sclerosis with  coronary  insufficiency  and  angina  pectoris.  No 
relief  during  treatment  for  seventeen  months  with  multiple 
vitamins,  theobromine,  and  phenobarbital.  Treatment,  June 
1948  to  date:  Low  salt,  low  fat  diet.  Oreton  50  mg.  weekly 
for  two  months,  every  other  week  for  two  months,  and  then 
once  per  month.  Thyroid  i/io  gr.  daily  started  January 
1951.  Dose  could  not  be  increased  because  precordial  distress 
returned  when  it  was  attempted.  One  Surbex  tablet  daily. 
November  1952:  Oreton  dose  changed  to  40  mg.  and  in- 
jected once  per  month  along  with  0.3  mg.  Progynon — B. 
Result:  Prompt  relief  of  angina  pectoris  following  use  of 
hormones  and  vitamins.  Patient  able  to  resume  his  normal 
activities. 

CASE  2 

J.  S.,  53  year  old  male.  June  1948:  Abdominal  cramps  of 
two  and  a half  years’  duration;  severe  claudication  initiated 
on  walking  two  blocks;  precordial  pain  on  exertion;  easily 
fatigued.  Live  years  previously,  jaundice  occurred  following 
a streptococcal  tonsillitis  treated  with  sulfonamides.  Eind- 
ings:  BP  115/75.  Pulse  80.  Heart  regular,  no  murmurs.  Liver 
within  normal  limits,  negative  otherwise.  Reflexes  sluggish. 
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Summary  of  Lahey  Clinic  report:  Aloderatc  rubor  and  slow 
venous  filling  after  lowering  legs  from  elevated  position. 
Fair  collateral  circulation  despite  high  occlusion  in  hotli 
femoral  arteries.  Femoral  pulses  felt,  hut  popliteal  and  pedal 
pulses  absent.  Minimal  calcification  of  blood  vessels  of  the 
legs  visible  on  x-ray.  Benzazoline  test:  Temperature  of  toes 
on  right  elevated  2.2°,  toes  on  left  scarcely  any  warmer. 
Diagnosis:  Arteriosclerosis  with  intermittent  claudication. 
Treatment:  \’’itamin  A 25,000  units,  vitamin  D 1000  units, 
vitamin  C 150  mg.,  vitamin  B complex  in  relative  amounts, 
and  three  Liafon  capsules  daily.  Oreton  25  mg.  per  week  for 
seven  weeks.  Despite  relief  of  claudication,  tlie  patient  sought 
treatment  in  a large  clinic  in  another  city.  Priscoline  admin- 
istered there  relieved  pain  for  three  weeks  and  then  claudi- 
cation recurred  with  increased  severity.  After  tliree  months, 
the  patient  requested  resumption  of  hormone  treatment. 
Treatment  begun  December  1948:  Oreton  25  mg.  per  week 
for  seven  weeks,  then  50  mg.  weekly  for  one  year.  Marked 
relief  of  pain  permitted  the  interval  to  be  lengthened  to  three 
times  monthly.  In  April  1952  the  hormonal  component  of 
the  medication  was  changed  to  Oreton  35  mg.,  Depo-Testo- 
sterone  10  mg.,  and  Progynon — B 0.3  mg.  per  week.  A larger 
dose  of  the  long-acting  testosterone  proved  too  stimulating 
to  the  patient.  Thyroid  i/io  gr.  daily  was  used  initially  and 
the  dose  gradually  increased  to  2 gr.  daily.  The  development 
of  precordial  distress  at  this  dose  forced  a return  to  i/io 
gr.  Subsequently  7/20  gr.  daily  was  tolerated.  Lyo — BC  was 
given  intravenously  once  a week  for  seven  weeks.  One 
Natopherol  capsule  100  mg.  per  day  was  begun  on  April  4, 
1949.  In  January  1952,  the  vitamin  medication  was  changed  to 
100  mg.  niacin  three  times  daily,  and  vitamin  Bjo  25  meg., 
two  Cebefortis  tablets,  one  Abdec  capsule,  and  one  Nato- 
pherol capsule  100  mg.,  per  day.  This  regimen  is  still  in  use. 
Result:  All  but  ccasional  pain  in  the  legs  relieved  for  a 
period  of  more  than  four  years  following  the  use  of  hormone 
injections.  The  patient  continues  his  normal  business  activ- 
ities with  no  cardiac  distress.  During  acute  upper  respira- 
tory infections,  blood  pressure  decreases  and  moderate  leg 
discomfort  is  experienced. 

CASE  3 

R.  F.,  68  year  old  male.  January  1950:  Severe  claudication 
in  both  legs  on  walking.  Previously  treated  with  ulcer 
regimen,  vitamins,  and  iron  following  reactivation  of  duode- 
nal ulcer.  Findings:  BP  130/80.  Pulse  68.  Oscillometric 
pressure  4.  Oscillometric  pressure  below  knees:  R 3%,  L 4; 
at  ankle:  R i!4,  L 1%.  Diagnosis:  Arteriosclerosis  with 
intermittent  claudication.  Treatment:  One  Vita-Kap  capsule 
and  one  Surbex  tablet,  six  Vi-Ferrin  with  Folic  Acid  cap- 
sules, and  one  Natopherol  capsule  100  mg.  daily.  Thyroid 
i/io  gr.  daily.  Oreton  50  mg.  once  weekly.  iMay  1950:  As 
claudication  had  ceased,  Oreton  was  reduced  to  one  injection 
of  50  mg.  per  week.  The  dosage  of  Natopherol  was  increased 
to  three  capusules  daily  and  two  Surbex  with  vitamin  C 
tablets  daily  were  begun.  Thyroid  was  gradually  increased 
to  14  and  then  14  gr.  on  alternate  days.  April  1952:  Oreton 
dose  changed  to  45  mg.,  and  0.6  mg.  Progynon — B given 
concomitantly.  Result:  Claudication  cea.sed  after  four 

months’  treatment.  After  eight  months  the  patient  could 
pursue  his  normal  activity  mowing  lawns  without  pain  in 


the  legs.  Oscillometric  pressure,  November  1952:  Below 
knee:  R 5,  L 4 /I;  at  ankle:  R 2,  L 2.  The  patient  has  main- 
tained a sense  of  well  being. 

CASE  4 

B.  N..  68  year  old  female.  October  1948:  Flistory  of  hyper- 
tension. Retinal  hemorrhage  and  loss  of  sight  in  left  eye 
five  years  previously.  Findings:  \Vt.  169  lbs.  BP  220/95. 
Pulse  80.  Trace  of  albumin  in  urine.  Fleart  regular,  no 
murmur.  Diagnosis:  Hypertension.  A low  fat,  low  salt,  and 
low  caloric  diet,  and  multiple  vitamins  were  prescribed  and 
1.6  mg.  Progynon — B injected.  Next  seen  September  1949: 
BP  165/85.  Pulse  84.  Heart  sounds  regular,  no  murmur. 
Vertigo  and  precordial  discomfort.  Treatment:  Progynon — B 
1.6  mg.  once  per  month.  November  1949:  Heart  block,  2-5 
per  minute,  arteriosclerotic  in  origin.  December  1949: 
Cerebral  occlusion,  paralysis  of  right  side  of  face,  left  arm, 
and  left  leg.  Routine  supportive  care.  Consciousness  re- 
turned gradually  and  then  control  of  the  paralyzed  areas  of 
the  body.  Discharged  from  hospital  in  three  weeks.  Treat- 
ment: Low  fat,  low  salt,  low  caloric  diet.  One  Surbex  tablet, 
one  Zvmacap,  and  150  mg.  Natopherol  daily.  1 hyroid  3/10 
gr.  weekly,  gradually  increased  to  i gr.  per  week.  Progy- 
non— B 1.6  mg.  per  week  initially,  then  one  injection  every 
two  weeks,  and  finally  one  every  three  weeks.  To  avoid 
overstimulation  by  estrogen,  Oreton  35  mg.  was  substituted 
for  half  of  the  estrogen  in  January  1952  and  continued  to 
date.  This  was  deemed  advisable  even  though  the  patient 
had  not  complained.  Result:  A slight  but  noticeable  speech 
impediment  is  present  when  the  patient  becomes  overtired 
but  no  other  disability  is  present.  Blood  pressure  has  been 
maintained  between  165/85  and  170/90.  A sense  of  well 
being  is  maintained  with  Progynon — B and  Oreton  injec- 
tions every  three  weeks  but  it  has  not  been  possible  to 
lengthen  the  interval. 

CASE  5 

E.  W.,  56  year  old  female.  August  1949:  Sudden  severe 
headache  four  weeks  previously.  Findings:  Pupils  equal,  no 
arcus  senilis.  Reflexes  exaggerated  throughout.  Marked 
tremor  when  attempting  to  handle  objects  or  move  about. 
Heart  regular,  rate  96.  BP  140/105.  Hgb.  13.2  mg.  per  cent. 
RBC  4.12.  BMR  minus  i.  Diagnosis:  Generalized  arterio- 
sclerosis with  cerebral  episode,  probable  cerebral  arterial 
occlusion  without  paralysis.  Treatment:  Fat-free  diet.  Two 
Surbex  with  vitamin  C tablets,  four  Natopherol  capsules  50 
mg.,  and  one  vitamin  A and  D capsule  daily.  Oreton  35 
mg.  and  5000  units  estrogenic  substances  per  week.  After 
two  months  the  blood  presssure  dropped  to  130/87.  Thyroid 
i/io  gr.  daily  and  1.25  mg.  Premarin  three  times  weekly 
begun.  In  the  ensuing  three  years  the  thyroid  dose  was 
gradually  increased  to  6/10  gr.  daily.  In  January  1950  the 
androgen  injections  were  changed  to  Micropellets  Oreton — 
F 40  mg.  (i)  one  every  two  weeks  for  four  months,  (2) 
one  per  month  for  six  months,  and  then  (3)  one  every  two 
months  to  date.  The  dose  of  estrogenic  substances  was  con- 
tinued at  similar  intervals.  Result:  The  patient  shows  a 
slight  degree  of  tremor.  Otherwise  there  are  no  clinical 
signs  of  the  arteriosclerotic  condition  that  precipitated  the 
cerebral  episode. 
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CONCLUSION 

The  reclamation  of  the  patients  treated  to  a com- 
fortable and  useful  life  justifies  proposing  hormonal- 
vitamin  therapy  for  arteriosclerosis. 
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SUMMARY 


Dibenzyline,  a potent  adrenolytic  agent  of  proven 
clinical  effectiveness  in  some  cases  of  hypertension  and 
various  peripheral  vascular  diseases,  is  being  investi- 
gated for  its  value  in  adjunctive  treatment  of  some 
psychiatric  syndromes.  Early  in  this  investigation  four 
patients  independently  reported  absence  of  seminal 
emission  in  sexual  intercourse.  The  growing  literature 


on  this  drug  contains  no  reference  to  this  particular 
pharmacologic  action  of  Dibenzyline.  The  four  cases 
are  summarized.  The  mechanism  by  which  this  sym- 
patholytic effect  takes  place  is  described  by  refer- 
ence to  the  physiology  of  ejaculation.  Analogous  data 
is  cited  from  neurosurgery.  Finally,  some  implications 
of  this  effect  of  the  drug  are  mentioned. 


From  the  Veterans  Administration  Hospital 

Reviewed  in  the  Veterans  Administration  and  published  with  the  approval  of  the  Chief  Medical  Director.  The  statements 
and  conclusions  published  by  the  authors  are  the  result  of  their  own  study  and  do  not  necessarily  reflect  the  opinion  or  policy 
of  the  Veterans  Administration. 

Dibenzyline  (N-phenoxyisopropyl-N-benzyl-beta-chlorethylamine  hydrochloride)  is  a product  of  S'/nith^  Klme  and  French 
Laboratories  which  supplied  the  drug  for  use  in  this  study 


EJACULATION  FAILURE  — GREEN, 


BERMAN 
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iBENZYLiNE  is  an  orally  active  adrenergic  block- 
ing agent  which  is  chemically  related  to  Dibena- 
niine.  It  acts  at  the  neuroelfector  junction  and  is 
specifically  sympatholytic,  not  affecting  the  para- 
sympathetic system.  It  has  been  shown  to  exert  an 
adrenergic  blockade  twice  as  effective  as  Dibenamine 
vhen  given  orally  to  animals.  Clinical  trials  of 
Dibenzyline  thus  far  have  been  concerned  principal- 
ly with  the  treatment  of  hypertension  and  peripheral 
vascular  disease.  Woodward  et  ah  found  it  to  be 
equally  as  effective  as  regional  nerve  block,  and 
superior  to  tetraethylammonium,  in  increasing 
peripheral  blood  flow.  Moser  et  aF  described  it  in 
one  study  as  “more  effective  than  oral  Priscoline  and 
of  great  value  in  the  treatment  of  Raynaud’s  disease 
and  other  vasospastic  disorders,  hyperhidrosis  and 
causalgia.’’  In  another  investigation  Moser  et  aF  con- 
cluded that  their  results  with  Dibenzyline  in  essential 
hypertension  were  comparable  with  those  obtained 
with  thoracolumbar  sympathectomy. 

The  present  authors  have  undertaken  to  carry  out 
a comprehensive  investigation  of  the  value  of  Diben- 
zyline as  an  adjunct  in  the  management  of  certain 
psychiatric  syndromes.  A rationale  for  such  an  appli- 
cation of  the  drug  may  be  derived  from  the  knowl- 
edge, established'  by  the  work  of  Diethelm  et  aP 
that  anxiety  is  accompanied  by  an  increase  in  demon- 
strable circulating  adrenergic  substances  in  the  blood. 
It  would  seem  a reasonable  hypothesis  that  the 
chemical  blockade  of  adrenergic  effects  would  offer 
a way  of  minimizing  some  of  the  distressing  com- 
ponents of  anxiety  in  those  psychiatric  conditions 
where  they  play  a significant  part.  Rockwell®  re- 
ported on  the  use  of  Dibenamine  in  about  fifty 
psychiatric  patients  “in  whom  anxiety,  fear,  panic, 
resentment,  or  anger,  or  the  derivatives  of  these 
emotions  WTre  prominent  or  leading  features  in  the 
psychopathology.”  Improvement  in  these  patients 
“ranged  from  very  mild  to  very  marked.” 

Early  in  the  present  study,  when  only  seven 
patients  had  been  started  on  Dibenzyline,  four  of 
these  patients  reported  within  a brief  period  that 
they  had  experienced  a failure  of  ejaculation  (more 
specifically,  a failure  of  seminal  emission)  in  sexual 
intercourse.  Three  of  the  four  patients  were  being 
treated  on  the  ward,  the  fourth  being  seen  as  an 
outpatient.  The  latter  was  entirely  unacquainted 
with  the  hospitalized  patients;  and  it  was  determined 
wfth  a high  degree  of  certainty  that  the  three  hos- 
pitalized patients  had  not  communicated  with  each 


other  about  the  phenomenon  under  discussion. 
When  the  first  of  these  four  patients  described  this 
effect  it  was  tentatively  regarded  as  an  atypical  form 
of  neurotic  inhibition  of  the  sexual  act.  However, 
subsequent  developments  with  the  other  patients 
mentioned  made  it  quite  apparent  that  failure  of  the 
seminal  emission  phase  of  ejaculation  (hereinafter 
referred  to  as  failure  of  ejaculation)  represents  a 
previoulsy  unobserved  pharmacologic  action  of 
Dibenzyline. 

In  reviewing  the  literature  on  Dibenzyline  par- 
ticular attention  was  devoted  to  the  side  effects  re- 
ported. An  article  by  Haimovici*’"  includes  a repre- 
sentative summary  of  these  side  effects.  These  are 
enumerated  here,  with  their  relative  frequency, 
according  to  that  author,  in  parentheses:  dryness  of 
mouth  and  stuffiness  of  nose  (common),  drowsiness 
and  fatigue  (in  a few),  nausea  and  vomiting  (rare), 
dizziness  and  palpitation  (in  several).  Other  studies 
have  reported  miosis,  postural  tachycardia  and  hypo- 
tension, and  various  degrees  of  asthenia. 

REPORT  OE  CASES 

CASE  I 

This  is  a 24  year  old  white  married  man  whose  presenting 
complaint  was  that  of  epigastric  pain  and  vomiting  most  or 
all  of  every  meal  for  the  past  several  months.  Onset  of  this 
symptom  occurred  during  the  last  six  months  of  1951  when 
the  patient  had  several  hospitalizations  for  surgical  treat- 
ment of  a straddle  injury  and  its  sequelae.  He  was  admitted 
to  the  NP  service  for  observation  because  his  Naval  dis- 
charge carried  the  diagnosis  of  psychoneurosis.  Medical 
work-up  revealed  a typical  case  of  cardiospasm.  He  pre- 
sented a passive-aggressive  personality  structure,  with  much 
evidence  of  poorly-masked  generalized  hostility.  Accepted 
medical  measures  concurrently  with  psychotherapy  failed  to 
modify  the  symptoms.  He  was  started  on  Dibenzyline  on 
March  20,  1953,  receiving  20  mg.  b.i.d.  through  iMarch  23, 
1953,  and  20  mg.  t.i.d.  from  March  24,  1953  through  April 
8,  1953.  From  April  16,  1953  to  April  20,  1953  the  patient 
received  placebos  t.i.d.  He  had  sexual  intercourse  on  March 
23,  March  27,  March  28  and  April  ii,  1953.  On  all  these 
occasions  the  act  was  experienced  by  the  patient  as  normal 
except  for  an  absence  of  ejaculate.  On  the  very  first  occasion 
this  phenomenon  was  called  to  his  attention  by  his  wife  who 
had  failed  to  perceive  the  usual  sensation  imparted  by  tlie 
seminal  fluid.  On  April  ii,  1953  the  patient  used  a condom, 
and  found  it  to  be  completely  dry  after  intercourse.  There 
was  no  intercourse  while  the  patient  was  on  placebos,  but 
the  patient  has  reported  that  his  ejaculations  following  April 
II,  1953  have  been  entirely  normal,  as  they  had  always  been 
prior  to  these  events.  In  addition  to  absence  of  ejaculation 
this  patient  experienced  postural  tachycardia  and  hypoten- 
sion, dizziness  and  asthenia,  nasal  congestion  and  miosis. 
These  effects  were  diminished  or  disappeared  with  use  of 
placebos  and  discontinuation  of  Dibenzyline. 
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CASE  2 

This  is  a 31  year  old  white  married  man  whose  recent 
clinical  history  was  characterized  by  about  three  years  of 
protjressively  disabling  anxiety  attacks  manifested  principally 
by  hypochondriacal  complaints  referring  to  all  the  major 
organ  systems.  His  infantile-narcissistic  character  stiucture 
was  revealed  in  the  very  strong  dependency  cravings  reflect- 
ed in  all  of  his  relationships.  The  characteristic  defense 
mechanism  was  reaction  formation,  exemplifled  by  aggression 
directed  at  those  upon  whom  he  was  most  dependent.  In 
four  hospital  admissions  in  the  preceding  three  years  the 
patient  had  never  become  motivated  for  psychotlierapy.  At 
tlie  time  of  this  study  he  was  being  seen  in  outpatient 
interviews,  while  various  measures  were  tried  to  effect 
symptomatic  relief  of  the  anxiety.  Oibenzyhne,  20  mg.  daily, 
was  started  on  March  22,  1953.  In  the  absence  of  any  effect 
on  this  dosage  it  was  increased  to  20  mg.  b.i.d.  on  March  27, 
1953.  On  this  dosage  the  patient  developed  slight  tachycardia, 
asthenia  and  drowsiness.  On  April  3,  1953  the  patient  had 
sexual  intercourse  which  was  normal  in  all  respects  except 
that  there  was  absence  of  ejaculate  as  evidenced  by  a dry 
condom.  He  became  rather  anxious  and  discontinued  the 
drug  immediately.  Intercourse  with  normal  ejaculation  oc- 
curred on  April  5,  1953.  Not  being  able  to  contact  his 
physician  who  was  temporarily  away,  and  being  leassured 
by  the  return  of  normal  sexual  function,  the  patient  resumed 
the  Dibenzyline  on  April  6,  1953  as  he  had  been  taking  it 
prior  to  self  discontinuation.  Between  April  6 and  April  10, 
1953  the  patient  had  intercourse  three  times,  experiencing 
failure  of  ejaculation  each  time,  in  an  otherwise  normal 
sexual  act.  In  addition  the  patient  reported  the  passage  of 
“pure  white  urine”  at  the  end  of  urination  on  2 or  3 occa- 
sions. It  should  be  noted  that  this  patient’s  long  standing 
neurotic  illness  had  never  before  included  disturbance  of 
sexual  functions. 

CASE  3 

This  is  a 33  year  old  white  married  man  with  an  eight  to 
nine  year  history  of  recurring  anxiety  attacks  characterized 
principally  by  sudden  onset  of  dyspnea  which  usually  occurs 
in  the  hypnogogic  state  just  preceding  sleep.  The  attacks 
have  occurred  at  very  irregular  intervals  and  usually  are 
followed  by  several  minutes  to  several  hours  of  apprehen- 
sion. Careful  periodic  medical  work-up  has  failed  to  reveal 
any  organic  chest  disease.  Psychodynamically,  this  patients 
phobic  symptoms  were  in  reaction  to  expected  retaliation 
for  massive  unconscious  aggression  toward  authority.  To- 
ward his  physician  and  other  parent  figures  lie  was  always 
very  obsequious.  Group  and  individual  psychotherapy,  as 
well  as  insulin  subcoma  therapy,  received  while  still  in  the 
Army  had  been  ineffective.  The  patient  denied  the  obvious 
role  of  situational  factors  in  his  illness,  and  rejected  psycho- 
therapy. Dibenzyline  was  started  in  an  effort  to  allay  the 
anxiety  symptoms.  He  received  20  mg.  b.i.d.  from  March 
25  to  April  I,  1953;  20  mg.  daily  from  April  2 to  April  12, 
1953;  and  20  mg.  t.i.d.  from  April  13  to  April  15,  1953; 
placebos  t.i.d.  from  April  16  to  April  21,  1953.  Intercourse 
occurred  on  April  4 and  April  5,  1953,  while  the  patient 
was  on  pass.  On  his  return  the  patient  spontaneously  de- 
scribed failure  of  ejaculation  in  the  otherwise  normal  sexual 


acts.  Past  history  revealed  no  evidence  of  se.xual  dysfunction. 
There  was  no  intercourse  while  the  patient  was  on  the 
placebo.  Subsequently,  when  all  medication  had  been  dis- 
continued, intercourse  was  reported  as  entirely  normal. 
Otlier  side  effects  experienced  by  this  patient  were  postural 
hypotension  and  tachycardia,  slight  dizziness,  nasal  conges- 
tion and  transitory  nausea.  The  latter  effects  disappeared 
while  patient  was  receiving  the  placebo. 

CASE  4 

This  is  a 28  year  old  married  white  man  with  an  eight  year 
history  of  recurrent  anxiety  attacks  characterized  by  numer- 
ous phobias  and  a host  of  hypochondriacal  complaints.  A 
particularly  bothersome  symptom  is  a persistent  hyperhidro- 
sis.  The  clinical  picture  was  that  of  a markedly  passive- 
dependent  individual  greatly  restricted  in  his  functioning 
by  overwhelming  basic  anxiety.  Diagnostically  he  appeared 
to  fit  into  the  borderline  category  between  severe  neurosis 
and  schizophrenia.  In  this  case,  unlike  the  foregoing,  numer- 
ous conflicts  in  the  sexual  sphere  had  been  reflected  in  occa- 
sional sexual  impotence  with  his  wife.  On  most  occasions, 
however,  the  sexual  act  was  normally  performed.  Diben- 
zyline was  started  in  this  case  principally  for  its  possible 
effect  on  the  hyperhidrosis.  He  received  20  mg.  b.i.d.  from 
April  13  to  April  21,  1953  and  from  May  3 to  May  29,  1953. 
Perspiration  was  reduced  to  within  normal  limits  while  the 
patient  was  maintained  on  the  drug.  In  spite  of  a continuing 
multitude  of  somatic  complaints,  none  of  these  resembled 
the  usual  adrenolytic  side  effects  of  Dibenzyline.  On  return 
from  a weekend  pass  he  reported  having  had  intercourse  on 
Aday  16,  1953,  and  described  this  act  as  normal  in  all 
respects  except  that  there  was  no  emission.  A concomitant, 
ill  defined  “pain  in  the  groin”  was  also  reported,  but  this  is 
difficult  to  evaluate  in  the  light  of  the  patient’s  marked 
hypochondriasis. 

COMMENT 

A significant  clue  to  the  mode  of  action  of  Diben- 
zyline in  producing  the  effect  of  failure  of  ejacula- 
tion is  the  fact  that  the  same  phenomenon  is  occa- 
sionally observed  as  an  untoward  effect  of  bilateral 
thoracolumbar  sympathectomy.  The  neurosurgical 
literature'^’®  records  a number  of  differing  opinions 
as  to  the  relationship  between  extent  of  sympathetic 
resection  and  the  occurrence  of  this  untoward  effect, 
as  well  as  its  duration.  It  seems  generally  agreed, 
however,  that  even  with  minimal  procedures  there 
is  always  some  incidence  of  this  phenomenon  with 
the  bilateral  operation. 

In  the  complex  physiology  of  ejaculation  the 
musculature  of  the  epididymes,  vasa  deferentia,  semi- 
nal vesicles,  ejaculatory  ducts,  prostate,  perineum  and 
penis  all  must  act  in  coordination.  The  peristalsis  of 
the  vasa  deferentia,  seminal  vesicles,  and  ejaculatory 
ducts  which  discharges  semen  into  the  urethra,  as 
well  as  the  contraction  of  the  internal  vesical 
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sphincter  \\  hich  prevents  reflux  of  the  semen  into 
the  bladder,  are  induced  by  efferent  impulses  from 
the  hypogastric  plexuses  which  derive  from  the 
thoracolumbar  (sympathetic)  outflow.  Dibenzyline 
produces  the  failure  of  ejaculation  by  blocking  these 
adrenergic  impulses  at  the  neuro-effector  junction. 
Such  semen  as  may  reach  the  urethra  might  easily 
reflux  through  the  relaxed  internal  sphincter  of  the 
bladder,  later  manifesting  itself  in  the  “pure  white 
urine”  reported  by  one  of  the  patients  described 
above.  The  rhythmic  contractions  of  the  ischiocav- 
ernosus  and  bulbocavernosus,  as  well  as  the  other 
striated  muscles  of  the  penis,  being  under  control  of 
spinal  nerves  (perineal  branch  of  the  pudendal 
nerve),  remain  unaffected  by  the  drug,  thereby  per- 
mitting that  phase  of  the  ejaculation  to  proceed 
normally. 

It  is  a curious  fact  that  this  side  effect  of  Diben- 
zyline was  apparently  not  observed  previously.  I’his 
is  particularly  striking  in  view  of  the  fact  that  it  has 
been  administered  to  a sizeable  number  of  male 
patients,  many  of  them  in  the  sexually  active  age 
range,  and  frequently  in  dosages  far  in  excess  of 
those  used  in  this  study.  With  the  data  at  hand  one 
can  only  speculate  regarding  the  reticence  of  the 
patients  and  other  factors  that  may  be  involved.  It  is 
expected  that  more  light  will  be  shed  on  this  subject, 
as  well  as  other  topics  of  psychodynamic  interest, 
in  the  main  body  of  the  investigation  of  this  drug. 
However,  it  would  appear  indicated  even  on  the 
basis  of  these  preliminary  observations,  that  there  be 
some  consideration  of  the  possible  emotional  reper- 
cussions of  failure  of  ejaculation  in  patients  receiving 
Dibenzyline. 

Regarding  the  patient  who  experienced  a failure 
of  ejaculation  three  days  following  withdraw'al  of 
the  drug,  it  should  be  remarked  that  most  other 
investigators  have  reported  persistence  of  the  adren- 
olytic effect  from  several  hours  to  several  days  after 
discontinuing  the  drug,  depending  on  dosage  and 
duration  of  treatment.  It  is  significant  that  the  cardio- 
spasm in  one  of  our  patients  was  entirely  unaffected 
by  Dibenzyline.  There  is  at  least  some  empirical 


basis  for  expecting  relief  in  this  condition  from  an 
adrenolytic  agent.  While  it  may  be  considered  that 
the  dosage  was  inadequate,  it  should  be  noted  that 
this  patient  was  already  in  some  distress  due  to  side 
effects. 

CONTROL  DATA 

Subsequent  to  the  preparation  of  this  manscript  a 
report  appeared  in  which  the  investigators  noted  a 
“decrease  in  amount  of  seminal  fluid”  in  26  of  82 
patients  with  vasospastic  or  occlusive  vascular 
diseases  who  received  Dibenzyline.  (Clinical  experi- 
ences with  sympathetic  blocking  agents  in  peripheral 
vascular  disease.  Moser,  M.  et  al.  Ann.  Int.  Med. 
38:1245-1264,  1953.)  The  authors  regard  this  report 
tentatively  as  control  data,  with  non  psychiatric 
patients  for  our  present  and  continuing  studies  with 
psychiatric  patients. 
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SUMMARY 

This  discussion  has  concerned  the  principles  and 
merits  of  retirement  pension  programs  for  profes- 
sional and  self-employed  people  with  special  con- 
sideration to  the  practicing  physicians.  Two  con- 
cepts are  involved,  now  already  in  operation  for 
other  vocational  groups,  the  Social  Security  system 
with  Old  Age  and  Survivors  insurance  (OASI)  and 
the  deferred  income  program  for  retirement  benefits. 
It  is  now  possible  to  develop  a program  in  which 
the  physician  may  justly  participate.  The  objective 
of  the  Social  Security  system  is  average  coverage 
for  the  average  wage  earner.  Alone  it  cannot  offer 
to  protect  the  individual  and  his  family  adequately. 
It  is  obviously  more  inadequate  for  the  professional 
man  and  family.  It  can  be  used  as  partial  and 
secondary  coverage  and  integrated  with  other  sys- 
tems. Under  these  circumstances,  it  has  more 
definite  advantages.  Its  provisions  need  not  be  re- 
jected since  it  is  social  insurance  with  the  possibility 
of  being  extended  to  all  income-earning  citizens. 
Social  Security  may  become  a required  and  politic- 
ally practical  part  of  a professional  pension  program.^ 

The  desirable  and  immediate  objective  of  the  pro- 
fession should  be  the  more  effective  and  primary 
plan  of  income  deferment  for  retirement  pensions. 
Legislation  in  the  form  of  the  Reed-Keogh  Bills  will 
be  introduced  at  the  next  Congress  to  provide  a 
program  for  those  in  self-employed  vocations  and 
professions,  including  physicians,  and  should  receive 
favorable  consideration.  There  are  new  and  complex 
problems  in  the  organization  of  the  machinery  and 


the  fiscal  and  insurance  policies  involved  in  this 
legislation  that  may  delay  its  enactment  by  Con- 
gress. Nevertheless,  the  Bills  present  a specific 
legislative  program  for  unified  action.  Physicians 
should  become  aware  of  their  provisions. 

If  they  consider  the  program  of  sufficient  import- 
ance and  just,  and  the  benefits  for  the  individual 
self  employed  of  proper  value  to  themselves  and  to 
their  dependents,  they  should  individually  and  col- 
lectively express  support  for  the  passage  of  its 
essential  features. 

T Tarious  factors  relating  to  income  taxation  and 
^ similar  obstacles  in  accumulation  of  reserve  for 
living  expenses  in  the  less  productive  and  older  years 
of  life  have  made  professional  men  cognizant  of  the 
hazards  of  the  lack  of  such  security  and  the  need 
for  appropriate  measures,  not  only  for  themselves 
but  for  their  dependents.  Such  measures  are  by  no 
means  sought  unilaterally  by  the  medical  and  other 
professions,  they  have  already  become  an  inherent 
and  accepted  policy  in  governmental  positions,  in 
academic  life,  and  more  recently  in  industrial  man- 
agement and  labor  unions. 

The  situation,  as  it  affects  professional  men,  of 
whom  doctors  are  a numerical  minority  of  the  total 
of  all  such  groups,  has  become  of  considerable 
importance  in  the  past  six  years.  Its  recognition,  per- 
haps, comes  from  facts,  made  obvious  in  these  recent 
years,  of  high  cost  and  overhead  expenses,  actual 
and  potential  monetary  inflation,  investment  oppor- 
tunities that  are  very  limited  unless  managed  by 
expert  and  time-consuming  procedures,  and  espe- 
cially high  taxation.  All  of  these  conditions  remain 
among  the  necessary  and  unchangeable  problems  for 
the  future. 
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EXCLUSION  AND  INCLUSION  IN  NATIONAL  PROGRAMS 

Though  the  financial  status  of  the  professional 
man  has  always  seemed  relatively  secure,  the  social 
and  economic  environment  in  v'hich  he  may  now 
v'ork  as  an  individual  has  undergone  profound 
changes.  His  economy  as  a self-employed  individual 
may  no  longer  be  based  entirely  on  his  individual 
program  of  earned  income,  direct  payment  of  taxes, 
savings  when  possible,  investment  undertaken  for 
interest  return  and  capital  appreciation,  and  purchase 
of  annuity  benefits  and  insurance  for  his  retirement 
and  for  financial  protection  of  his  family. 

The  social  and  economic  changes  of  recent 
decades  have  established  newer  concepts  and  a dif- 
ferent program  largely  conditioned  by  social  objec- 
tives. The  impact  of  these  new  concepts  has  affected 
many  groups  and  a major  proportion  of  the  popula- 
tion, both  of  small  and  large  income.  It  does  not 
appear  possible  for  any  minority  group  to  remain 
outside  their  fold  without  paying  a penalty  that  can 
be  greater  than  the  restrictions  incurred  by  inclu- 
sion. Non  participation  and  participation,  exclusion 
or  inclusion  in  the  national  programs  have  advan- 
tages and  disadvantages.  The  physician  has  come  to 
a point  where  he  must  by  desire  or  by  force  of  cir- 
cumstances take  stock  of  his  position. 

NATIONAL  LEGISLATION 

Two  measures  have  been  developed  on  the  na- 
tional level  to  provide  the  opportunity  of  meeting 
the  necessary  expenses  of  later  non  productive  years. 
The  first  is  the  Social  Security  program  initiated  by 
Act  of  Congress  in  1935.  The  second  is  the  retire- 
ment or  deferred  income  program  with  favorable 
tax  status  accorded  to  private  pension  plans  and  other 
employee-benefit  plans  in  the  1942  Internal  Revenue 
Code. 

Both  have  their  merits.  Both  place  restrictions 
and  demands  upon  participants.  Both  require  analysis 
in  order  that  the  practicing  physician  may  appre- 
ciate and  decide  on  their  relative  values,  either  singly 
or  together.  Like  the  self-employed  members  of 
other  professions,  physicians  have  not  heretofore 
been  in  a position  to  utilize  one  or  the  other. 

SOCIAL  SECURITY  AND  THE  PROFESSIONAL  MAN 

The  Federal  Social  Security  Law  provides  Old 
Age  and  Survivors  insurance,  termed  OASI.  Its  eco- 
nomic and  social  objectives  have  been  chiefly  mass 
coverage  for  employed  workers  and  financial  assist- 
ance for  the  non-productive  older  years,  after  age 


65.  The  coverage  at  first  was  restricted  to  employed 
wage  earners.  It  is  based  on  wage  or  earned  income 
levels  below  $3,600  annually.  Due  to  recent  changes 
it  now  provides  a maximum  payment  of  $85  a month 
for  a single  individual  or  $127.50  a month  for  a 
retired  couple,  with  a substantial  employment  record 
of  one  of  the  married  couple,  and  with  no  children 
under  18  years  of  age.  The  maximum  monthly 
benefit,  if  children  are  still  under  18  years  of  age  is— 
$168.50.  The  law  was  extended  by  amendment, 
which  became  operative  on  January  i,  1951,  to  cover 
certain  groups  of  self  employed,  those  who  worked 
for  themselves  or  for  their  own  trade  or  business. 
The  amendment  did  not  include  those  who  had  self- 
employed  earnings  as  farmers,  lawyers,  dentists, 
doctors,  osteopaths,  veterinarians,  optometrists, 
licensed  accountants,  certified  public  accountants, 
authors,  playwrights,  funeral  directors,  professional 
engineers  and  other  groups. 

There  are  several  advantages  in  the  Social  Security 
form  of  retirement  and  old  age  benefits.  The  benefits 
when  obtained  are  not  subject  to  income  tax.  When 
a program  is  initiated  for  a group,  the  older  members 
of  the  group  have  a preferential  advantage;  their 
period  of  potential  retirement  being  not  far  off, 
correspondingly  their  period  of  premium  payments 
is  short  and  their  retirement  benefits  dollar-for- 
dollar  relatively  large.  This  advantage  is  to  those  now 
old  and  is  obtained  at  the  expense  of  the  younger 
members  of  the  group,  who  likewise  are  initiated 
into  the  system  and  must  contribute  annually  at  least 
to  age  65.  Future  amendments  may  produce  similar 
“windfalls”  to  those  approaching  retirement  age. 
Once  the  group  is  included,  it  remains  continuously 
under  Social  Security  and  all  members  must  con- 
tribute, as  early  as  income  is  earned.  In  time,  there- 
for, all  physicians  would  be  affected  in  their  younger 
years  and  would  contribute  regularly  each  year  to 
age  65,  and  longer  if  employed.  The  benefits  would 
not  be  obtained  unless  retirement  occurred  then;  if 
retirement  is  delayed  after  age  65,  the  additional 
taxes  may  not  seem  to  be  actuarially  justified.  The 
survivors  benefits  may  be  advantageous  in  a limited 
way.  There  is  a death  benefit,  as  w'ell  as  monthly 
survivors  payments  for  a widow  and  children  under 
18  years  of  age. 

Though  certain  pension  advantages  are  present  in 
OASI,  the  \veakness  Y'hich  it  (and  other  public 
retirement  systems)  presents  has  been  the  inequality 
of  its  distribution,  the  inadequacy  of  its  benefits 
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which  must  be  supplemented,  and  its  failure  to  pro- 
vide a more  equitable  arrangement  in  case  the 
insured  may  change  from  covered  to  uncovered 
employment  or  retires  prematurely.  For  the  profes- 
sional man  it  has  certain  handicaps  for  himself  on 
retirement  or  for  his  family  as  survivors.  Retirement 
benefits,  not  available  before  age  65,  are  also  not 
available  after  65  if  the  insured  continues  to  earn 
income  to  the  extent  of  $75  per  month  or  $900  a 
year  in  the  vocation  covered  by  Social  Security. 
For  a physician  to  become  a beneficiary  is  tanta- 
mount to  retirement  from  active  practice,  if  he  is  so 
engaged.  After  age  75  the  law  provides  the  benefits, 
even  with  continued  earnings  from  the  covered 
employment. 

Social  Security,  being  national  and  offering  mass 
coverage,  is  designed  only  to  provide  a minimum 
standardized  level  of  assistance  or  floor  of  protection. 
Its  survivors,  as  weW  as  its  old  age  benefits,  are 
small.  The  income  without  additional  funds  is  in- 
adequate for  a widow  and  small  child.  Since  the 
income  for  children  stops  at  age  18,  there  is  no 
income  available  during  their  college  years.  If  and 
when  the  children  are  over  18,  there  is  no  income 
for  the  widow  until  age  65.  But  these  individual 
survivor’s  benefits  to  the  widow  or  children  are 
eliminated  or  decreased  if  earned  income  by  the  wife 
or  child  in  covered  employment  should  exceed  $75 
per  month.  The  action  of  this  work  test  poses  a real 
problem  for  the  family.  It  can  make  the  Social 
Security  benefits  actually  a “tantalizing  mirage  for 
a widow  and  her  children”  rather  than  an  actual 
help.^ 

The  inadequacy  of  the  OASI  benefits  have  been 
recognized.  In  this  respect,  the  experience  of  the 
teaching  profession  which  has  some  professional 
similarities  to  the  medical  profession  is  worth 
quoting.  It  or  its  representatives  have  been  engaged 
for  some  years  with  the  continuous  evolution  of  an 
adequate  insurance  and  annuity  program.  The  1950 
Annual  Report^  of  the  Teachers  Insurance  and 
Annuity  Association  of  America  has  the  following 
comment: 

“Last  year  a Joint  Committee  of  the  American 
Association  of  University  Professors  and  the  Asso- 
ciation of  American  Colleges  recommended  with 
respect  to  faculty  members  and  administrative 
officers  that— 

“ ‘As  a normal  goal  the  retirement  system  should 


provide  enough  income  to  yield  to  a man  who 
entered  it  at  30,  and  retired  at  the  fixed  retirement 
age  of  about  70,  a retirement  annuity  of  50  per  cent 
of  his  average  salary  over  the  last  ten  years  of  his 
service.  If  the  fixed  retirement  age  is  under  70,  the 
retirement  annuity  should,  if  anything,  be  a greater 
percentage  of  the  terminal  salary.’ 

“The  maximum  OASI  primary  retirement  benefit 
provides  25  per  cent  of  a $4,000  salary;  20  per  cent 
of  a $5,000  salary;  14  per  cent  of  a $7,500  salary  and 
less  than  ii  per  cent  of  a $10,000  salary.  The  re- 
mainder must  be  provided  by  a supplementary 
plan.” 

Many  colleges,  universities,  and  publicly  support- 
ed institutions  have  appreciated  the  inadequacy  of 
the  OASI  program  and  have  sought  an  integrating 
arrangement  of  the  recent  extension  of  the  Social 
Security  system  with  their  primary  retirement 
annuity  programs.  They  have  been  encouraged  in 
these  efforts  by  the  Teachers  Insurance  and  Annuity 
Association  to  use  the  Social  Security  as  a “second 
layer  or  protection.”  In  1950  this  Association  re- 
ported that  427  institutions  with  52,524  staff  mem- 
bers have  coordinated  the  two. 

It  should  be  appreciated,  first  and  foremost,  that 
the  OASI  program  alone  is  inadequate  for  profes- 
sional men.  Its  utilization  should  only  be  considered 
“as  secondary  or  coordinated  coverage”  after  more 
effective  and  primary  plans  have  been  established. 
Though  utilizing  its  benefits,  many  groups,  recog- 
nizing the  inadequacy  of  the  National  Social  Secur- 
ity Law,  have  developed  programs  beyond  its  pro- 
visions. They  include  not  only  teachers,  who  have 
additional  reitrement  programs  as  already  discussed; 
government  employees  and  officials  on  all  levels  from 
local  to  national;  labor  unions  who  have  obtained 
independent  or  supplementary  welfare  and  pension 
benefits;  and  corporation  management  personnel. 
To  the  members  of  these  groups  the  opportunity  for 
additional  coverage  was  available  in  the  traditional 
individual  channels  of  saving  from  income,  invest- 
ments, insurance  and  annuity  contracts.  But,  the  im- 
pact of  monetary  inflation,  advancing  prices  and 
high  living  expenses,  higher  standards  of  living, 
shorter  working  schedules,  wage  and  price  control, 
vastly  increased  national  expenditures  with  or  wdth- 
out  war,  and  high  income  taxes  placed  too  large  a 
burden  on  the  individual  or  his  pensioning  organi- 
zation to  afford  such  a traditional  course. 
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RETIREMENT  PENSION  AND  EMPEOYEE  BENEEIT 
PROGRAMS 

Pension  programs,  liy  deferred  salaries  or  profir- 
sharinq-  or  stock  sharing,  were  already  in  effect  to 
some  extent  Y'ith  certain  corporations.  Pension  pro- 
grams by  contributory  salary  percentages,  have 
long  been  in  effect  in  governmental  positions.  On 
the  basis  of  equal  contribution  by  the  employee  and 
by  the  governmental  agency,  the  percentage  con- 
tributed by  the  employee  w as  \\  itbheld  after  income 
taxation  was  paid  and  increased  by  predetermined 
interest  rates.  The  contribution  by  the  government 
agency  did  not  come  under  taxation  until  it  v as  paid 
out  as  actual  pension. 

But  the  burden  of  any  extended  program  could 
not  be  borne  by  the  employer  system  or  be  of  value 
to  the  individual  employee  without  favorable  con- 
siderations affecting  both  corporate  and  individual 
income  taxation.  For  a business  organization  and  its 
employees  national  legislation  was  required.  It  also 
required  equitable  adjustment  of  the  claims  for 
direct  or  fringe  benefits  of  all  employees  from  un- 
skilled Avorkers  to  management  personnel.  It  was 
obtained  in  1942  under  more  propitious  circum- 
stances- than  exist  now'.  Amendments  were  then 
made  by  Section  165  (a)  to  the  Federal  Internal 
Revenue  Code  to  allow  companies  and  corporations 
to  segregate  funds  for  the  purpose  of  providing 
employees  with  pensions  or  shares  in  profit-sharing 
trusts.  Such  monies  would  be  deductible  from  gross 
receipts  as  business  expense  and  be  removed  there- 
fore from  yearly  taxation  of  the  employer  or  busi- 
ness, provided  the  company  plan  has  the  approval 
of  the  Internal  Revenue  Bureau.  In  turn,  since  the 
employee  (worker,  foreman,  office  personnel,  man- 
ager, president,  or  chairman  of  the  company)  does 
not  receive  the  segregated  income  in  the  stated  year, 
he  pays  no  tax  on  such  income,  until  he  retires  at 
stated  age  or  cashes  in  on  the  profit-sharing  accounts. 
The  level  of  income  tax  on  this  deferred  income  is 
based  not  on  its  proportion  to  income  when  earned, 
but  only  when  received  on  retirement.  The  income 
tax  advantage  is  obvious. 

The  value  of  this  legislation  is  attested  by  the 
steady  increase  in  the  number  of  pension  plans  in 
operation  in  business  and  industry  or  other  incor- 
porated activities.  By  the  fall  of  1951,  the  number 
of  plans  approved  by  the  Bureau  of  Internal  Revenue 
reached  the  total  of  15,800  with  1,700  on  file. 


EEDERAL  LEGISLATION  AND  THE  PROFESSIONAL  MAN 

The  unavailability  of  this  particular  pension  pro- 
gram to  self-employed  individuals  obviously  gave 
special  treatment  to  selected  groups.  It  exerted  tax, 
economic,  and  security  discrimination  against  pro- 
fessional men.  Attempts  to  correct  this  inequality 
were  initiated  by  individuals  and  by  group  organiza- 
tions. It  is  not  necessary  to  point  out  the  growth  of 
the  cooperative  effort  to  sponsor  and  to  support 
measures  that  would  receive  favorable  consideration 
by  Congress. 

Leadership  in  this  movement  has  been  provided 
by  the  American  Bar  Association.  Through  a special 
committee'^  it  has  taken  measures  to  provide  work- 
able and  legally  effective  bills.  Along  with  other 
associations,  the  American  iVIedical  Association  has 
joined  actively  through  the  action  of  its  President, 
Board  of  Trustees  and  Bureaus  in  this  cooperative 
action  and  has  had  continued  representation  for  the 
Board  of  1 rustees  on  the  coordinating  committee 
through  Dr.  Frank  Dickinson,  director  of  the 
Bureau  of  iVIedical  Economics,  and  Mr.  J.  W. 
Holloway,  Jr.,  director  of  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  Association.  The 
Medical  Society  of  the  County  of  New  York  has 
also  been  represented  through  its  Executive  Secre- 
tary and  Committee  on  Legislation.'^ 

The  difficulties  of  drawing  and  arranging  appro- 
priate bills  have  been  many,  but  have  been  sur- 
mounted by  the  persistent  work  of  the  Coordinating 
Committee.  Up  until  the  past  year,  professional 
groups  w ere  not  united  on  all  specific  programs. 
Cooperation  has  now  reached  the  stage  of  effective 
action. 

The  Reed-Keogh  Bills  (HR4371  and  4374),  “to 
permit  the  postponement  of  income  tax  wfth  respect 
to  a portion  of  earned  net  income  paid  to  a restricted 
retirement  fund”  were  introduced  in  Congress  in 
1952  but  w ere  held  in  committee.  The  technical 
features  of  the  Bills  and  the  form  of  retirement 
benefits  obtained  require  complex  actuarial  analysis. 
For  the  medical  profession  the  actuarial  study  has 
been  given  in  the  several  detailed  reports  of  Dr. 
Dickinson.'^  More  favorable  consideration  of  the 
Reed-Keogh  retirement  pension  bills  is  now'  possible 
in  Washington.  The  Bills  wdll  be  reintroduced  in 
Congress  early  in  1953  at  the  forthcoming  session  of 
the  new  Congress.  During  his  recent  campaign 
President-elect  Eisenhow^er  issued  the  follow  ing: 
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Statement  made  by  General  Eisenhower  on  October 
2^^  t ^)2  in  regard  to  providing  a voluntary 
pension  system  for  self-employed  taxpayers 
who  cannot  be  governed  under  Section  16 y (a) 
of  the  Federal  Internal  Revenue  Code 

“The  Government  is  rightly  concerned  with 
assisting  its  citizens  to  provide  savings  for  their  old 
age.  The  Social  Security  Act  of  1935  embodied  the 
doctrine  that  society  through  government  should 
provide  minimum  benefits  for  the  aged.  We  all 
favor  this.  In  1942  the  Government  made  an  im- 
portant supplement  to  the  Social  Security  Act  by 
legislation  vdiich  ofiPered  tax  advantages  to  corpora- 
tions and  their  employees  in  the  establishment  of 
pension  funds  (section  165  (a)  of  the  Internal  Rev- 
enue Code).  I am  thoroughly  in  accord  with  the 
principle  of  this  legislation.  Over  16,000  pension 
plans  have  been  filed  under  this  law  providing  more 
adequate  security  for  the  employees  of  corporations 
covered  thereby.  When  this  legislation  was  being- 
considered,  self-employed  individuals  were  evidently 
forgotten.  Yet,  they  get  old  and  sick  just  as  other 
people  do.  There  are  over  10  million  workers  who 
cannot  take  advantage  of  these  tax  relief  provisions 
now  offered  to  corporations  and  their  employees. 
They  include  owners  of  small  businesses,  doctors, 
lawyers,  architects,  accountants,  farmers,  artists, 
singers,  writers— independent  people  of  every  kind 
and  description  but  who  are  not  regularly  employed 
by  a corporation.  I think  something  ought  to  be 
done  to  help  these  people  to  help  themselves  by 
allowing  a reasonable  tax  deduction  for  money  put 
aside  by  them  for  their  own  savings.  This  would 
encourage  and  assist  them  to  provide  their  own 
funds  for  their  old  age  and  retirement.  If  I am 
elected,  I will  favor  legislation  along  these  lines.” 

Dwight  D.  Eisenhower 

DISCUSSION 

Though  the  Reed-Keogh  Bills  may  have  more 
favorable  consideration  in  Congress,  there  are  many 
problems  to  be  solved  before  any  retirement  pro- 
gram for  the  self  employed  and  professional  man 
is  established  by  law.  To  obtain  an  effective  program 
will  be  even  more  difficult.  It  should  be  realized 
that  the  proposed  Bills  come  under  the  jurisdiction 
of  two  committees— the  Ways  and  Means  Committee 
of  the  House  of  Representatives  and  the  Senate 
Finance  Committee.  They  give  consideration  to 
arguments,  pro  and  con,  on  the  principles  of  the 


proposals  and  once  the  principles  are  accepted  as 
sound,  to  the  actual  form  of  legislation  and  details 
of  tax  exemption.  In  addition  to  the  scrutiny  by 
members  of  the  Committees  at  public  hearings,  the 
views  of  the  U.  S.  Treasury  Department  will  be 
introduced.  It  is  an  obligation  of  the  Treasury  to 
appraise  the  possible  effect  of  proposed  new  legisla- 
tion affecting  the  Internal  Revenue  Code  and  tax 
receipts.  The  basic  principle  of  this  proposed  legis- 
lation presents  an  unicjue  feature  in  the  income  tax 
structure.*'' 

The  Bills  can,  therefore,  meet  critical  considera- 
tion, prolonged  discussion,  and  delays  even  though 
there  is  the  strong  growing  sentiment  for  the  estab- 
lishment of  some  type  of  retirement  program  spon- 
sored by  the  Federal  Government  for  professional 
groups.  The  legislative  approval  of  some  form  of 
retirement  system  may  not  be  too  difficult.  The 
larger  problem  of  the  machinery  of  organization,  of 
fiscal  procedures,  and  of  administration  of  such  a 
retirement  system,  may  be  major  obstacles  to  the 
early  evolution  and  actual  operation  of  the  program. 
If  the  problem  concerned  one  profession  only,  it 
may  not  be  too  difficult.  But  it  may  well  involve 
many  professions  and  self  employed  to  the  extent 
of  10  million.  An  even  greater  issue  can  be  the 
necessity  to  revise  the  existing  programs  and  estab- 
lish a new  basic  coordinated  structure  of  a truly 
national  pension  program.'^ 

The  effect  on  tax  revenue,  the  relation  to  existing 
Social  Security  and  retirement  legislation,  the  equit- 
able adjustments  of  benefits  within  groups  and 
among  groups,  the  selection  of  fiscal  machinery 
affecting  banking  and  insurance  methods  are  essen- 
tial elements  in  the  organization  and  administration. 
There  are  complex  actuarial  and  insurance  features 
to  be  worked  out;  these  factors  will  require  analysis 
and  formulation  by  men  of  experience  and  judgment 
in  insurance,  banking,  trust  and  legal  fields,  who 
have  had  heretofore  the  task  of  formulating  such 
plans  in  education,  government  and  industry. 

The  effort  to  obtain  more  favorable  legislation  for 
the  professions  may  lead  to  coverage  by  the  Social 
Security  system  as  the  initial  and  partial  step.  There 
is  strong  support  from  many,  including  members 
of  Congress,  to  the  concept  that  Social  Security 
should  be  universal  and  retirement  programs  spon- 
sored by  Federal  Legislation  should  be  integrated 
with  this  system.  At  least,  this  integration  has  oc- 
curred with  education,  industrial,  and  corporate  pen- 
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sion  programs.  Keeping  out  of  the  Social  Security 
system  when  its  benefits  do  not  seem  attractive 
may  not  be  politically  feasible  or  legislatively 
practical.  Social  Security  may  be  advantageous  to 
some  compared  to  others.  As  a retirement  program 
its  benefits  are  not  based  on  true  actuarial  principles, 
in  that  the  return  does  not  depend  directly  on  the 
amount  contributed.  Its  basis,  however,  is  social 
benefits  bv  mass  coverage.  Insurance  wise,  it  is  to 
be  viewed  primarily  as  a “social”  measure.® 

EXPLANATORY  NOTES 

1.  For  more  detailed  discussion  on  these  points  see  Bulletin 
of  the  Teachers  Insurance  and  Annuity  Association  of 
America,  April  1952  on  “Social  Security  and  Children’s 
Benefits.”  Quotation  as  given. 

2.  Annual  report  for  1950  of  the  Teachers  Insurance  and 
Annuity  Association  of  America,  522  Fifth  Avenue,  New 
York  City. 

3.  The  Special  Committee  was  appointed  March  25,  1950. 
The  Chairman  has  been  Mr.  George  Roberts  of  New  York 
City.  Mr.  Roberts  is  also  Cliairman  of  the  Coordinating 
Committee  for  the  professions. 

4.  The  New  York  Medical  Society  at  its  Stated  Meeting, 
/\pril  9,  1951,  approved  the  resolution  in  favor  of  this  pro- 
gram with  instructions  to  its  State  Delegates  to  introduce  a 
further  resolution  at  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York  in  May  1951;  in  turn  to 
propose  a resolution  that  the  delegates  from  the  New  York 
State  Medical  Society  to  the  American  Medical  Association 
present  a similar  resolution  before  the  AMA  House  of 
Delegates  at  its  annual  meeting  in  June  1951.  All  such  resolu- 
tions were  approved. 


5.  These  studies  have  been  reported  in  the  Journal  of  the 
American  Aledical  Association  from  1948  to  1952. 

6.  Correspondence  with  Senior  Specialist,  Tax  Legislation, 
Library  of  Congress,  Washington,  D.  C. 

7.  See  recent  report  from  the  Joint  Congressional  Com- 
mittee on  the  Economic  Report.  “Pensions  in  the  United 
States.”  Prepared  by  National  Planning  Association,  Wash- 
ington, D.  C.  Comment  in  N.  Y.  Times,  December  26,  1952. 

8.  At  its  Stated  Aleeting  February  1951,  the  Medical  Society 
of  the  County  of  New  York  disapproved  a resolution  in 
favor  of  inclusion  of  the  medical  profession  in  the  Social 
Security  sy.stem.  At  its  Stated  Aleeting,  Adarch  1951  on  re- 
consideration, the  resolution  was  approved. 

9.  It  is  of  interest  that  the  governmental  employees  may 
not  come  under  Social  Security.  In  general.  Federal  em- 
ployees cannot  be  covered  if  they  have  another  retirement 
plan.  State  employees  can  only  be  covered  if  there  is  an 
agreement  between  the  Federal  Security  Administrator  and 
the  State. 

The  Federal  Internal  Revenue  Code  1942  defined  more 
precisely  the  requirements  for  approval  for  corporate  pen- 
sion programs.  The  Act  refers  to  an  employer  whether  or 
not  a corporation,  asssociation,  partnership  or  individual. 

In  preparing  tins  report,  correspondence  is  gratefully 
acknowledged  from  Air.  George  Roberts;  Adr.  Eugene 
Thore,  General  Counsel  of  the  Life  Insurance  Association 
of  America;  Adr.  W.  K.  Nichol,  Assistant  Actuary  of  Teach- 
ers Insurance  and  Annuity  Association;  Dr.  Frank  Dickinson, 
Director  of  the  Bureau  of  Economics,  American  Adedical 
Association;  Adr.  R.  B.  Gardner,  vice-president.  Chase  Bank; 
Representative  James  E.  Van  Zandt,  Adember  of  Congress; 
Adr.  Adeyer  Jacobstein,  senior  specialist.  Library  of  Congress; 
and  for  a final  review,  Adr.  Roger  C.  Hyatt. 

The  author  is  responsible  for  the  contents  of  the  article. 
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EDITORIALS 


The  Journal  extends  its  best  wishes  for  a Happy  New  Year  to  all  its  many  readers 


It’s  Part  of  Connecticut 

Wlien  Connecticut  Medical  Service  removed  its 
offices  to  a new  building  on  December  i,  it  was 
not  simply  transporting  desks  and  things  a few 
blocks  down  the  street.  Tlie  physical  move  was  a 
practical  symbol  of  a change,  but  there  was  much 
more  to  it  than  that.  It  meant  the  development  of 
autonomous  policy  and  complete  rearrangement  of 
operative  procedures. 

Unless  it  is  well  understood  it  will  be  difficult  to 
appreciate  what  was  involved  in  the  physical  trans- 
formation. For  four  years  CMS  had  been  the  ward 
and  small  tenant  of  Connecticut  Hospital  Service 
and  much  of  its  housekeeping  had  been  done  for  it. 
Then,  suddenly,  it  found  it  must  seek  a new  house, 
must  increase  its  staff  three  fold  and  do  all  of  its  own 
business.  This  has  all  been  done  and  done  calmly  and 
smoothly  with  no  interruption  of  normal  operations 
or  delay  in  services  to  subscribers.  As  we  watched 
it  from  day  to  day,  it  was  satisfying  to  see  the  spirit 
and  cooperation  of  all  the  employees,  old,  seasoned 
staff  and  newly  hired  ones  who  did  not  know  each 
other.  They  worked  alike  and  side  by  side;  it  was 
evidence  of  their  loyalty  and  interest  in  an  unusual 
job. 

The  new  house  is  occupied  now  by  a big  new 
family,  nearly  four  times  as  large  as  it  was  before, 
the  complicated  machines  have  begun  their  monoto- 
nous, superhuman  routine  and  the  material  change 
is  completed.  Other  things  are  yet  to  be  realized, 
the  months  just  ahead  may  bring  questions  that  have 


never  been  faced  before  but  there  is  a will  and 
experience  now  to  face  them. 

The  people  of  Connecticut  have  confidence  in 
CMS  and  expect  it  to  serve  them;  that  is  their  only 
interest,  they  do  not  care  where  the  office  is.  The 
medical  profession  believes  in  CMS,  it  is  their  child 
and  they  expressed  their  approval  by  spontaneous 
votes  in  the  County  Associations  in  October.  The 
members  of  the  Board  of  Directors,  the  Professional 
Policy  Committee  and  the  Executive  Director  (re- 
sponsibility sleeps  with  the  Captain)  are  interested 
and  competent  people  who  know  what  has  to  be 
done  and  will  do  it.  Old  disagreements  will  not  be 
long  remembered  in  the  zeal  of  achievement  and  the 
satisfaction  of  service.  It  is  truly  “Part  of  Connecti- 
cut,” vigorous  and  self  reliant. 

Patient,  Physician,  Hospital 

We  are  pleased  to  bring  to  our  readers  in  this 
issue  two  pictures  portraying  hospital  problems  and 
written  by  experts  in  their  fields.  Mr.  George  S. 
Stevenson  is  well  known  to  many  of  us  in  Connecti- 
cut and  in  his  position  of  president  of  the  Board  of 
Directors  of  Grace-New  Haven  Community  Hos- 
pital may  well  be  termed  an  expert  in  the  province 
of  relationships  between  hospital  boards  of  directors 
and  medical  and  surgical  staff  members.  He  empha- 
sizes the  importance  of  a liaison  committee  operating 
between  and  for  these  two  groups,  where  it  has  been 
sufficiently  proven  to  be  both  practical  and  advan- 
tageous in  many  hospitals  in  which  it  has  been  in 
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existence  sufficiently  long  enough  for  judgment  to 
be  passed. 

Tlie  second  article  by  Mr.  Stewart  of  the  Hartford 
Hospital  should  be  read  with  care  because  it  con- 
tains facts  and  figures  M’hich  may  surprise  many 
physicians.  It  has  been  our  contention  always  that 
doctors  of  medicine  should  concern  themselves  more 
widely  with  the  administrative  problems  of  their 
own  hospital  in  order  that  they  not  only  may  be 
svunpathetic  and  helpful  to  the  administration  but 
may  be  reliable  informers  of  facts  to  their  patients, 
the  public.  John  Stewart  has  analyzed  the  trend  in 
hospital  costs  over  the  past  1 2 years  and  it  may  be 
emphasized  that  the  information  commands  serious 
thought,  coming  as  it  does  from  an  expert  in  hospital 
administration. 

Comfort  From  the  Opposition 

“/4  foolish  consistency  is  the  hobgoblin  of  little  minds’’’’ 

Emerson 

Even  Communists  have  been  knowm  to  realize  the 
error  of  their  ways  and,  after  all.  Communism  is  in 
theory  a form  of  socialism.  But  we  must  not  confuse 
the  dictatorship  of  the  Supreme  Soyiet  with  the 
theories  of  Marx  (Karl  not  Groucho)  and  Engels 
nor  with  the  creeping  Eabian  socialism  which  de- 
bauched Britain.  Eew  of  us  read  the  Journal  of  the 
American  Medical  Association  from  cover  to  cover, 
but  some  must  have  noted  Lord  Woolton’s  recent 
remarks  on  socialized  medicine  as  quoted  by  the 
British  Medical  Journal* 

Lord  Woolton  had  much  to  do  w'ith  the  framing 
of  the  National  Health  Service  Acts  although  not 
responsible  for  their  final  form  as  adopted  by  the 
Labor  Parliament  and  administered  by  Aneurin 
Be  van.  Lord  Woolton  believed,  as  the  medical  pro- 
fession has  long  believed,  in  supplying  medical 
treatment  for  all  who  needed  it  regardless  of  their 
financial  status.  It  has  perhaps  not  been  sufficiently 
emphasized  that  the  form  of  socialized  medicine 
proposed  in  the  United  States  by  the  newffiealers, 
compulsory  insurance  based  on  contribution  by  the 
employers  and  the  employed,  takes  no  heed  of  those 
unable  to  make  such  contributions.  Presumably  the 
medical  profession  will  care  for  the  poor  and  needy 
free,  as  they  have  for  a long  time.  There  has  never 
been  a lack  of  doctors  willing  to  do  this  work. 

*Jour.  Ainer.  Med.  Assn.,  I.ondon  Letter,  1952,  150,  237. 


Lord  Woolton  strikes  at  the  root  of  all  socialistic 
schemes  when  he  wonders  whether  the  “benefits” 
of  the  Welfare  State  might  weaken  the  moral 
strength  of  the  British  people.  He  is  quoted  as  saying 
that  “more  and  more  persons  were  turning  to  the 
State  for  things  that  they  had  previously  provided 
for  themselves  through  their  own  efforts  and  the 
more  one  is  encouraged  to  depend  on  the  paternal 
state  by  so  much  the  more  will  his  sense  of  personal 
responsibility  be  diminished  and  by  so  much  the  less 
will  he  tend  to  rely  on  his  owm  efforts.  Apparently, 
the  more  he  gets  for  nothing  the  more  he  will  expect 
to  receive  for  nothing,  and  it  may  well  be  argued 
that  the  sick  person  should  make  some  direct  pay- 
ment, however  small,  for  the  care  he  receives  when 
he  is  ill.” 

Lord  Woolton  pointed  out  that,  aside  from  the 
clergy,  “the  medical  profession  had  a greater  influ- 
ence than  any  other  oyer  the  citizens  of  the  country” 
and  that  one  of  the  responsibilities  of  the  indiyidual 
practitioner  w'as  to  strengthen  the  moral  fiber  of 
the  nation.  He  suggested  that  the  more  the  State 
takes  oyer  the  financial  responsibility  of  the  medical 
profession,  the  greater  the  risk  of  lessening  the 
doctor’s  sense  of  responsibility  and  of  “whittling 
awwy”  the  physician’s  ideals  which  haye  taken  cen- 
turies to  reach  their  present  elevated  plane.  In  a 
w'ord.  Lord  Woolton  emphasizes  the  importance  of 
the  spiritual,  or  as  he  calls  it  the  “moral  climate,”  in 
the  welfare  state  as  contrasted  with  the  present 
purely  materialistic  attitude. 

It  is  interesting  that  the  spiritual  aspect  of  the 
matter  should  have  been  stressed  by  a thoughtful 
person  whose  purpose  at  the  outset  of  the  socialistic 
program  w'as  doubtless  to  benefit  the  sick.  He  has 
found  out  by  actual  experience  what  others  had 
already  discovered  before  him,  that  “man  does  not 
live  by  bread  alone,”  which  is  another  way  of  saying 
that  the  government  of  human  beings  on  a purely 
materialistic  basis  does  not  work.  It  is  a sad  com- 
mentary on  our  much  vaunted  civilization  that 
intelligent  human  beings  often  fail  to  heed  the  lessons 
of  the  past,  and  it  is  indeed  strange  that  in  the  United 
States,  which  has  progressed  for  the  most  part  be- 
cause of  the  rugged  individualism  of  its  people,  the 
mass  of  the  citizens  should  have  failed  to  realize 
this  and  should  have  fallen  for  the  “creeping  social- 
ism” of  the  government  in  power.  This  statement 
does  not  imply  that  we  have  reached  or  will  reach 


42 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


perfection  under  any  particular  political  party  for 
it  is  obvious  that  what  we  have  failed  to  do  is  to 
learn  how  to  get  along  with  each  other  as  individuals 
or  groups.  It  is  doubtless  true  that  disagreement  and 
controversy  are  elements  in  progress,  but  we  are  still 
a long  w'ay  from  the  end  of  the  road  which  is  wide- 
spread mutual  understanding,  no  doubt  with  some 
leeway  for  compromise  on  differences  of  opinion. 
As  Robert  Louis  Stevenson  put  it  in  his  Christmas 
sermon,  “to  have  a few  friends  but  these  without 
capitulation.”  In  a word  we  must  learn  to  compose 
our  disagreements  both  individually  and  in  the  mass 
on  a friendly  and  reasonable  basis. 

G.  B. 

Public  Service 

Lhe  award  of  a citation  to  John  Gallivan,  coun- 
cilor from  Hartford  County  and  medical  director  of 
United  Aircraft  Corporation,  for  his  contribution  to 
the  National  Program  for  Employment  of  the 
Physically  Handicapped  serves  to  focus  attention  on 
this  quietly  working  and  extremely  valuable  means 
to  end  the  national  waste  of  human  resources. 
President  Eisenhower  speaking  before  The  Presi- 
dent’s Committee  on  Employment  of  the  Physically 
Handicapped  in  Washington  on  September  23  said 
“There  are  many  commissions  and  committees  that 
carry  with  them  the  title  of  President’s  Committee 
or  Commission.  There  is  none  that  engages  the  inter- 
est of  my  heart,  or  of  which  I am  prouder,  than 
this  one.” 

In  recent  years,  particularly  during  World  War 
II  and  since  Korea,  industry  has  become  increasingly 
aware  of  the  great  untapped  reservoir  of  manpower, 
the  physically  handicapped.  Many  of  these  pupils, 
while  they  have  a physical  limitation  are  really 
disabled  only  because  of  the  thinking  of  their  fellow 
citizens.  Sometimes  they  have  found  it  hard  to  get 
work  because  of  lack  of  training  or  they  themselves 
do  not  know  just  what  they  can  do.  Under  press  of 
demand  for  more  workers  thousands  of  these  people 
have  been  trained  to  do  specific  jobs  and  the  results 
are  amazing.  During  the  war  it  was  discovered  that 
out  of  some  25,000  jobs  that  had  to  be  done  handi- 
capped persons  could  do  a third  of  them. 

As  Sinclair  Weeks,  Secretary  of  Commerce,  at 
the  September  meeting  pointed  out  “There  are 
obstacles  of  course.  Many  of  these  individuals  need 
vocational  training,  and  there  are  many  business  men 
who  still  have  not  been  sold  on  the  employment  of 


the  physically  handicapped  . . . there  is  a con- 

tinual educational  job  that  has  to  be  done.  The 
cooperative  meshing  of  efforts  is  an  example  of  the 
American  way  of  doing  things  . . . through 

the  efforts  of  the  State  and  local  committees  the 
public  is  getting  a better  understanding  of  what 
needs  to  be  done  for  the  handicapped,  and  what  the 
handicapped  man  or  woman  can  do  for  the  com- 
munity.” 

It  is  to  all  this  that  Dr.  Gallivan  has  brought  his 
fine  knowledge  and  rich  experience.  The  award  is 
well  merited  and  it  was  especially  fitting  that  it  be 
presented  by  Adr.  John  Connors  who  has  served  as 
the  Chairman  of  the  Connecticut  Committee  for 
many  years.  Mr.  Connors  knows  the  problem  from 
every  aspect  and  realizes  the  great  results  that  can 
be  accomplished. 

Meeting  a Problem 

Charles  Shafer  of  the  Pennsylvania  Medical  Exam- 
ing  Board  in  a guest  editorial  in  the  Bulletin  of  the 
Federation  of  State  Medical  Boards  of  the  United 
States  says,  “All  states  are  watching  New  York’s 
effort  to  apply  the  old  saying  ‘preach  to  please  the 
sinners  and  fill  the  empty  pews’  to  the  stafiing  of 
state  and  municipal  hospitals  and  institutions  by 
throwing  overboard  all  educational  requirements  for 
interns  and  residents  therein.”  The  Brydges  Act 
amends  the  New  York  State  Education  Law  to  per- 
mit all  hospitals  to  appoint  interns  without  regard 
to  educational  qualifications  and  to  allow  all  state 
and  municipal  institutions  to  appoint  residents  under 
the  same  conditions. 

“Is  it,”  Dr.  Shafer  asks,  “a  gradual  return  to  the 
days  before  the  Flexner  report  when  the  quality  of 
medical  practice  fell  so  low  that  public  opinion 
eventually  forced  the  closing  of  second  rate  medical 
schools?  Is  it  the  start  of  a double  standard  for 
physicians  in  hospitals?  Certainly,  now  is  the  time 
for  the  long  look  ahead  by  hospital  trustees  and 
administrators,  medical  educators,  state  legislators 
and  all  licensing  bodies.  In  other  words,  we  should 
all  think  twice  before  we  allow  temporary  expe- 
diency to  blind  us  to  the  public  interest  in  having 
the  highest  possible  standards  for  medical  education 
and  training.” 

Connecticut  knov's  this  problem  well  and  until  a 
few  months  ago  harrassed  administrators  and  intern 
committees,  destitute  of  house  staffs,  were  offering- 
appointments  to  almost  anyone  in  the  great  pool  of 
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niiscelhineous  applicants  whose  educational  ante- 
cedents were  all  but  unknown.  Occasionally  there 
were  pointed  criticisms  of  Connecticut  laws  that 
were  applied  to  keep  some  order  out  of  w hat  might 
have  been  the  chaos  Dr.  Shafer  fears  in  New  York. 

Finally,  after  conferences  with  hospital  operators 
and  physicians  interested  in  intern  recruitment,  the 
Medical  Examining  Board  sought  an  amendment  to 
the  Medical  Practice  Act.  I'he  Bill  was  passed  by 
the  General  Assemhlv^  and  became  Public  Law  189 
in  1953.  It  allows  the  Board  after  review-  and  ap- 
proval of  formal  applications,  to  issue  “Educational 
Permits”  to  physicians  ineligible  for  license  in  this 
State  to  extend  their  education  as  interns  or  residents 
in  hospitals  here  for  periods  of  one  year  w ith  possible 
renew  al  for  a second  year  if  their  services  are  satis- 
factory. Thirty-four  permits  have  been  issued  since 
the  law  became  effective  six  months  ago  and  two 
major  objectives  have  been  accomplished;  first,  the 
fine  educational  opportunities  in  Connecticut  hos- 
pitals have  become  available  to  these  physicians 
when  hospitals  are  willing  to  accept  them  and 
second,  many  house  staff  posts  have  been  filled  that 
otherwise  w ould  be  vacant. 

Thus  has  Connecticut  found  a logical  and  reason- 
able answer  to  this  pressing  problem  and  control 
of  it  is  properly  delegated  to  the  Medical  Examining 
Board,  a well  informed  public  agency  that  is  also 
responsible  to  the  medical  profession. 

Playground 

When  the  Waterford  estate  of  iVlrs.  Mary  Still- 
man Harkness  was  wdlled  to  the  State  for  health 
purposes  it  was  almost  a white  elephant.  No  one 
knew  quite  w-hat  to  do  with  it  until  Governor  Lodge 
suggested  that  it  be  utilized  as  a day  camp  for  the 
physically  handicapped. 

The  camp  is  under  the  jurisdiction  of  the  State 
Park  and  Eorest  Commission  but  is  largely  admin- 
istered by  a health  advisory  committee  wiiich  w^as 
established  after  consultation  wdth  the  State  Medical 
Society.  Harry  L.  E.  Locke,  pediatrician.  West 
Hartford;  Louis  Spekter,  chief.  Division  of  Crippled 
Children,  State  Department  of  Health;  Neil  A. 
Dayton,  superintendent,  Mansfield  Training  School 
and  Hospital;  and  Ward  J.  McEarland,  orthopedist, 
New^  London,  are  members  of  the  committee.  Dr. 
Locke  serves  as  its  chairman. 

In  a report  recently  filed  with  the  Governor,  Dr. 
Locke  stated,  “Connecticut  may  w-ell  be  proud  of  its 


leadership  in  providing  such  a recreational  mecca 
for  its  physically  handicapped  population.  We  pre- 
dict a rapid  expansion  in  the  use  of  Harkness  as 
knowledge  of  its  many  benefits  becomes  more  wide- 
spread.” The  1953  reason  brought  an  attendance  of 
3,736  physically  handicapped  persons  plus  1,413 
escorts  and  supervisors.  In  1952,  w hen  the  camp  w^as 
opened,  the  attendance  approximated  2,000.  It  wws 
recommended  in  the  report  that  the  1934  season  for 
the  camp  extend  from  early  June  through  most  of 
Septeml)er  and  with  additional  cabins  wdth  sleeping 
accommodations  designed  for  patients  who  live  some 
distance  from  Waterford. 

This  is  a unique  project  and  is  evidence  of  Con- 
necticut’s interest  in  its  handicapped  citizens. 

Resolution  in  Memory  of 
Dr.  Samuel  C.  Harvey 

The  Connecticut  Division  of  the  American  Can- 
cer Society  hereby  officially  records,  with  deep 
sympathy  and  grateful  recognition  of  service  ren- 
dered, its  sorrow'  over  the  passing  of  the  late  Dr. 
Samuel  C.  Harvey. 

Outstanding  Worker  in  the  origin  and  growth 
of  the  Connecticut  Division,  as  a member  of  the 
Board  of  Trustees  from  1947  to  1952;  as  an  Honor- 
ary Trustee  from  1952  to  the  time  of  his  death;  as 
chairman,  in  1948,  of  the  first  committee  to  plan 
and  establish  the  Annual  Connecticut  Conference  for 
Physicians;  as  Advisor  to  the  New  Haven  Branch 
of  the  Connecticut  Division;  and  as  recipient,  in 
1950,  of  the  American  Cancer  Society  Connecticut 
Division  Award  and  Medal  for  Distinguished  Service 
in  Cancer  Control. 

Well  Know'n  Educator,  and  first  Professor  of 
Oncology,  wdaose  teaching  work  at  the  Yale  Univer- 
sity School  of  Aiedicine  earned  for  him  a place  of 
enviable  reputation  in  American  medicine  and  con- 
tributed valuably  to  the  development  of  surgical 
skills  on  the  part  of  those  w ho  studied  under  him. 

Prominent  Surgeon  for  many  years. 

Civic  Leader,  whose  broad  humanitarian  interests 
w ere  spread  over  a wide  front  of  activities  benefit- 
ting  the  state  and  community. 

Be  It  Resolved  that  a copy  of  this  official  memo- 
rial tribute  be  sent  to  the  family  of  Dr.  Harvey  with 
the  heartfelt  sympathy  of  the  officers  and  members 
of  the  Division. 

October  15,  1953 
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THE  PRESIDENT’S  PAGE 

MALPRACTICE  CLAIMS 

He  is  most  free  from  danger  who  even  when  safe  is  on  his  guard 

M ALPRACTICE  claims  have  increased  tenfold  in  recent  years  which  may  be  an 
important  factor  in  the  rising  malpractice  rates  and  the  withdrawal  of  many  insurance 
companies  from  this  field. 

No  doctor  regardless  of  the  special  field  of  medicine  in  which  he  is  engaged  is 
immune  from  these  claims,  and  prevention  is  the  best,  if  not  the  only,  defense. 

All  authorities  agree  that  unwise  comments  or  destructive  criticism  by  a physician 
of  the  treatment  given  a patient  by  another  physician  accounts  for  50  to  80  per  cent  of 
all  malpractice  suits.  We  must  avoid  malicious  and  unethical  remarks  about  the  work 
of  others. 

Another  reason  for  such  claims  is  the  rendering  of  insufficient  care  such  as  failure 
to  adequately  x-ray  injured  parts,  failure  to  make  a complete  diagnosis,  failure  to 
utilize  an  established  treatment,  as  the  administration  of  tetanus  antitoxin,  failure  to 
safeguard  a patient  from  falling,  failure  to  properly  perform  an  operation,  failure  to 
obtain  permission  for  surgery,  failure  to  examine  adequately,  failure  to  be  diligent, 
failure  to  inform  the  patient  or  his  family  of  an  unfavorable  change  in  the  patient’s 
condition,  failure  to  keep  abreast  of  medical  knowledge. 

There  are  many  things  that  every  physician  can  do  or  avoid  doing  in  order  to 
prevent  malpractice  claims.  Some  of  these  measures  are  (1)  keep  good  medical 
records;  (2)  avoid  any  guarantees  or  over  optimistic  prognoses;  (3)  advise  patients  of 
any  intended  absence  from  practice  and  recommend,  or  make  available,  a qualified 
substitute;  (4)  secure  written  consent  to  operation  and  for  an  autopsy;  (5)  insist  on 
consultations  particularly  if  the  patient  is  not  doing  well  or  seems  dissatisfied;  (6)  use 
adequate  x-ray  examinations  especially  in  cases  of  suspected  or  possible  fractures;  (7) 
practice  within  one’s  field  of  professional  qualifications  and  keep  abreast  of  the  times; 
(8)  avoid  experimentation;  (9)  avoid  any  admission  of  failure  or  fault,  and  never 
make  it  known  that  you  carry  professional  liability  insurance;  (10)  avoid  examination 
of  a female  patient  unless  a third  person  is  present  as  the  charge  of  undue  familiarity 
is  extremely  serious  and  destructive ; ( 1 1 ) prepare  a patient  carefully  for  the  probable 
results  of  treatment;  (12)  discuss  fees  with  the  patient  in  advance  as  a misunderstand- 
ing in  this  matter  can  contribute  an  avoidable  element  of  risk. 

The  importance  of  carefully  kept  medical  records  and  protective  consultations 
should  be  stressed.  The  records  should  show  clearly  what  was  done,  if  the  patient 
discontinues  treatment  too  early,  fails  to  follow  directions,  or  refuses  to  have  an 
x-ray  taken.  Consultations  should  be  held  on  every  case,  even  the  simplest,  whenever 
the  cause  and  progress  are  unfavorable  or  the  patient  or  family  appear  dissatisfied. 
This  not  only  divides  the  responsibility  but  will  help  to  prevent  hostile  criticism, 
charges  of  unskillfulness,  or  misdiagnosis. 

Doctors  must  learn  what  they  can  do  to  protect  themselves  against  malpractice 
claims.  This  important  problem  has  been  seriously  neglected  by  the  medical  profession 
and  needs  special  emphasis.  Like  a wise  man,  learn  to  profit  by  the  errors  of  others. 

George  H.  Gildersleeve,  M.D. 


secretary’s  office 
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Semi-Annual  Meeting  of  the  House  of 
Delegates 

The  1953  Semi-Annual  Aieeting  of  the  House  of 
Delegates  was  called  to  order  by  the  Speaker  of  the 
House,  Dr.  Gibson,  at  4:30  p.  ai.,  on  Thursday, 
December  10,  at  the  New  Haven  Adedical  Associa- 
tion, 364  Whitney  Avenue,  New  Haven,  Connec- 
ticut. 

report  of  the  president 

Dr.  Gildersleeve  presented  the  mid-year  report 
of  the  President  and  outlined  the  activities  of  the 
Society  since  the  Annual  Adeeting  in  April  including 
the  awards  of  the  first  medical  school  scholarships. 

SCHOLARSHIP  AWARDS 

One  year  ago  this  House  appropriated  the  sum  of 
$2,000  from  the  unallotted  surplus  funds  of  the 
Society  for  the  purpose  of  awarding  three  scholar- 
ships of  $500  each  to  residents  of  the  State  of  Con- 
necticut who  were  in  their  fourth  or  final  year  in 
an  approved  medical  school  in  the  United  States  or 
Canada  and  an  additional  $500  to  be  allotted  for 
nursing  school  scholarships  to  residents  of  Con- 
necticut who  were  in  nurses  training  in  schools  in 
this  State. 

The  selection  of  a recipient  of  the  award  of  the 
nursing  school  scholarship  was  delegated  to  a com- 
mittee of  the  State  Nurses  Association  that  awards 
the  nursing  scholarship  provided  by  the  State  of 
Connecticut.  Awards  were  made  by  the  Society  to 
three  young  women  enrolled  in  schools  of  nursing 
in  Connecticut.  They  were: 

Clara  Whitman  of  Bristol  in  training  at  Grace- 
New  Haven  Community  Hospital  School  of  Nurs- 
ing, New  Haven. 

Anne  Pistarelli  of  Naugatuck  in  training  at  St. 
Alary’s  Hospital  School  of  Nursing,  Waterbury. 

Ruth  A'leadnis  of  New  London  in  training  at 


Hartford  Hospital  School  of  Nursing,  Hartford. 

The  responsibility  for  the  selection  of  recipients 
for  the  medical  school  scholarships  was  given  to  an 
anonymous  scholarship  committee  appointed  by  the 
President  several  months  ago  and  that  committee 
reports  that  forty-eight  applications  were  received. 
This  is  approximately  50  per  cent  of  the  Connecticut 
students  who  will  graduate  from  medical  school  in 
June  of  1954,  six  At'ere  young  women.  The  com- 
mittee reports  that  arriving  at  a decision  as  to  which 
three  of  this  group  should  receive  scholarships  was 
most  difficult.  The  procedure  followed  was  that  each 
of  the  three  members  of  the  committee  reviewed  all 
of  the  applications  independently  and  made  a list  of 
those  whom  in  his  mind  topped  the  list  in  desirabil- 
ity. The  committee  then  met  and  compared  these 
lists.  Finally  there  was  general  agreement  as  to  the 
selection. 

The  recipients  are: 

Richard  Alichael  Demko,  a native  of  Adanchester, 
now  a resident  of  Rockville.  Adr.  Demko  attended 
Adanchester  High  School,  University  of  New  Hamp- 
shire and  received  his  a.b.  “with  distinction”  from 
the  University  of  Connecticut  in  1949.  He  is  now 
in  his  senior  year  at  New  York  University-Bellevue 
College  of  Adedicine.  He  is  married  and  has  a three 
months  old  daughter.  His  father  is  a mill  worker. 
He  has  provided  with  the  aid  of  the  G.I.  benefits  100 
per  cent  of  the  cost  of  his  medical  education.  He 
expects  to  enter  general  practice  in  the  State  of 
Connecticut. 

Adichael  Lawrence  Fezza,  born  in  New  Haven  and 
is  now  a resident  of  that  city.  He  attended  New 
Haven  High  School,  received  his  b.a.  from  Yale 
College  in  1949.  He  is  now  a student  at  New  ATrk 
Adedical  College  and  has  maintained  a scholastic 
average  of  84  per  cent  throughout  his  course.  He  is 
a member  of  tlie  Student  Senate.  He  is  married  and 
expects  a child  in  the  spring.  His  father  is  a factory 
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worker.  Mr.  Fezza  has  contributed  about  one-third 
of  the  cost  of  his  medical  education  and  expects  to 
return  to  Connecticut  to  enter  general  practice. 

Francis  Hobson,  born  in  Plainvdlle,  now  a resident 
of  Plainv'^ille.  He  attended  Plainville  High  School, 
received  his  b.s.  from  J.  C.  Smith  University  and 
is  no^\'  in  his  fourth  year  at  Meharry  Medical  Col- 
lege, Nashville,  Tennessee.  He  is  not  married.  His 
father  is  deceased  and  the  expenses  of  his  medical 
education  have  been  paid  through  his  own  efforts 
and  casual  employment  by  his  widowed  mother. 
He  expects  to  specialize  in  urology  and  return  to 
Connecticut. 

These  students  have  been  informed  of  the  awards 
and  checks  will  be  sent  to  them  at  Christmas  time. 


REPORT  OF  THE  SECRETARY 

AlEMBERSHiP  AND  DuES  PAYMENT  STATISTICS 
MEMBERSHIP 


MEMBER- 

MEMBERSHIP  NEW 

RESIGNED 

SHIP 

JANUARY 

MEMBERS 

DROPPED, 

DECEMBER 

COUNTY  I, 

ELECTED 

DECEASED  ETC. 

10, 1953 

f'airficld  717 

43 

13 

8 

739 

Hartford  865 

35 

I 2 

16 

872 

Litclifield  120 

5 

2 

I 

122 

Middlesex  97 

2 

2 

4 

93 

New  Haven  778 

50 

8 

16 

804 

New  London  155 

10 

0 

5 

160 

Tolland  16 

0 

0 

I 

15 

Windham  60 

4 

2 

0 

62 

2,808 

149 

39 

5' 

2,867 

DUES  STATISTICS 

STATE  SOCIETY 

AMERICAN  MEDICAL 

COUNTY 

DUES  UNPAID  ASSOCIATION  DUES  UNPAID 

Fairfield  

31 

13 

Hartford  

19 

9 

Litchfield  

4 

2 

iMiddlesex  

3 

2 

New  Haven  

13 

16 

New  London  

7 

2 

Tolland  

0 

0 

Windham  

I 

78 

45 

Total  billed 

•2.597 

Total  billed  .. 

2,329* 

Total  exempt  

■ 231 

Total  exempt 

237 

*Menibers  who  did  not  pay  195: 
AiVIA  dues  were  dropped 

The  unusual  number  of  deaths  during  1953  was 
noted,  39  in  comparison  to  25  in  1952.  It  was  alsc 


stated  that  included  in  this  number  were  many 
members  who  had  been  prominent  in  the  Society’s 
affairs,  particularly  two  past  presidents,  Samuel  C. 
Harvey  and  Joseph  H.  Howard.  The  secretary 
recommended  that  a Resolution  Committee  be 
appointed  to  prepare  an  appropriate  statement  on  the 
death  of  these  tM o late  officers  of  the  Society.  The 
report  was  adopted  and  the  Speaker  appointed. 
Chairman,  Edward  J.  Whelan,  Charles  T.  Flynn, 
Sr.,  and  Franklin  S.  DuBois  to  the  Resolutions  Com- 
mittee. 

REPOR't  OF  THE  TREASURER 

The  treasurer  read  a report  for  the  year  1953  and 
presented  the  budget  for  1954  recommending  that 
dues  for  next  year  continue  at  $25.  After  brief  dis- 
cussion including  questions  as  to  why  the  appro- 
priation to  the  Woman’s  Auxiliary  was  omitted  for 
1954,  the  budget  was  passed  and  1954  dues  approved 
as  recommended.  It  was  moved  and  voted  that  the 
appropriation  to  the  Woman’s  Auxiliary  be  referred 
to  the  Council  and  if,  in  its  opinion,  the  Auxiliary 
needed  to  have  the  appropriation  that  had  been  given 
for  the  last  two  years  continued,  the  Council  use  its 
discretion  in  making  such  an  appropriation  from  the 
surplus  funds  of  the  Society. 

NOX 1 1 NATING  COX  I X I ITTEE 

Thomas  J.  Danaher  reporting  for  the  nominating 
committee  proposed  that  the  executive  secretary  of 
the  Society,  Creighton  Barker,  be  a delegate  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation to  fill  the  unexpired  term  of  the  late  Joseph 
H.  Howard,  until  December  31,  1954.  Nomination 
for  this  office  commencing  January  i,  1955  for  two 
years  will  be  presented  to  the  House  of  Delegates 
at  the  Annual  Meeting,  April  27,  1954,  as  required 
by  the  By-laws.  It  was  moved  and  voted  that  a 
single  ballot  be  cast  in  favor  of  Dr.  Barker’s  election. 

RESOLUTION  ON  EUTHANASIA 

The  Speaker  recognized  Christopher  E.  Dwyer, 
president  of  the  New  Haven  County  Medical  Asso- 
ciation, who  sought  permission  to  present  a resolu- 
tion from  the  New  Haven  County  Medical  Asso- 
ciation in  condemnation  of  Euthanasia.  The  House 
voted  to  accept  the  resolution  for  consideration  and 
the  Speaker  referred  it  immediately  to  a previously 
appointed  Reference  Committee  consisting  of 
William  H.  Curley,  Jr.,  Ralph  T.  Ogden  and  Brae 
Rafferty. 


secretary’s  office 


47 


REPORT  OF  PROFESSIONAI.  POEICY  COMMITTEE  OF 
CONNECTICUT  MEDICAL  SERVICE 

Thomas  J.  Danaher,  chairman,  reported  for  the 
Professional  Policy  Committee  of  Connecticut  Medi- 
cal Service  and  proposed  that  the  House  of  Delegates 
give  its  approval  to  contemplated  changes  in  the 
CiMS  contract  that  had  been  recommended  by  the 
Professional  Policy  Committee  and  the  CMS  Board 
of  Directors.  These  changes  \vould  include: 

(a)  Raising  the  service  income  limit  to  $5,000  for 
family,  $4,000  for  man  and  \tife  and  $3,000  for 
single  subscriber. 

(b)  The  schedule  of  indemnities  would  be  in- 
creased to  a $300  limit  up  to  a maximum  of  $1,800 
in  any  one  calendar  year. 

(c)  The  in-hospital  medical  care  benefit  would  be 
increased  from  $3  to  $4  per  diem  and  from  2 1 days 
to  120  days  during  a calendar  year. 

(d)  X-ray  benefits  would  be  provided  in  the 
physician's  office  according  to  the  1952  Workmen’s 
Compensation  Schedule  up  to  a maximum  of  $50  in 
a calendar  year  for  each  member  with  $10  deductible 
for  each  radiological  service. 

(e)  An  increase  in  monthly  premium  rates  from 
$2.85  to  $3.60  for  a member  and  enrolled  family, 
$1.90  to  $2.40  for  subscribing  member  and  spouse 
and  $.90  to  $1.20  for  a subscribing  member. 

After  long  debate  a motion  to  table  (and  to  take 
up  for  consideration  at  the  Annual  Meeting  in 
April),  was  passed  by  vote  of  35  to  30.  Following 
this  action,  it  was  moved  and  voted  that  all  members 
of  the  Society  be  informed  on  this  subject  and  an 
opportunity  be  given  for  discussion  “at  the  county 
level.”  A subsequent  motion  to  remove  the  matter 
from  the  table  for  immediate  consideration  was  lost. 

AM  A HOUSE  OF  DELEGATES 

Stanley  B.  Weld,  delegate,  presented  a detailed 
report  of  the  transactions  of  the  Interim  Adeeting 
of  the  House  of  Delegates  of  the  AMA  in  St.  Louis, 
December  1-5. 

CITATION  FOR  JOHN  N.  GALLIVAN 

John  N.  Gallivan,  councilor  from  Hartford 
County  and  medical  director  of  United  Aircraft 
Corporation,  East  Hartford,  was  presented  a Cita- 
tion for  Distinguished  Service  by  the  President’s 
Committee  on  National  Employment  of  the  Physi' 
cally  Handicapped  by  John  L.  Connors,  chairman 
of  the  Connecticut  Committee.  Dr.  Gallivan  replied 


appropriately.  Mr.  Arthur  V.  Geary,  secretary  of 
the  Connecticut  Committee  also  made  brief  remarks. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
EUTHANASIA  RESOLUTION 

The  Reference  Committee  on  the  resolution  con- 
demning Euthanasia  reported  recommending  the 
passage  of  the  resolution  and  it  was  passed  unani- 
mously. This  is  the  Resolution: 

Whereas:  Many  members  of  this  Society  have 
received  a questionnaire  from  the  ‘Woluntary 
Euthanasia  Society  of  Connecicut”  making  incjuiries 
as  to  w hether  the  recipients  would  condone  or  prac- 
tice euthanasia  in  patients  suft'ering  wdth  incurable 
diseases,  and 

Whereas:  the  Hippocratic  Oath,  to  which  all 
physicians  subscribe,  includes  this  pledge: 

“I  will  prescribe  regimen  for  the  good  of  my 
patients  according  to  my  ability  and  my  judgment 
and  never  do  harm  to  anyone.  To  please  no  one  will 
I prescribe  a deadly  drug,  nor  give  advice  wdiich 
may  cause  his  death”— and 

Whereas:  the  Board  of  Governors  of  the  New' 
Haven  County  Medical  Association  has  unanimously 
voted  that  it  is  unalterably  opposed  to  and  con- 
demns the  practice  of  euthanasia  and  cannot  con- 
done it  in  any  manner  or  form  whatsoever,  proposes 
therefore— 

That:  this  House  of  Delegates  at  its  Semi-Annual 
Adeeting  on  December  10,  1953  affirms  the  pledges 
made  by  physicians  under  the  Hippocratic  Oath, 
and  condemns  the  practice  of  euthanasia. 

message  to  dr.  MURDOCK 

The  secretary  w'as  directed  to  address  a letter  of 
sympathy  and  best  w ishes  for  a speedy  recovery  to 
Thomas  P.  Adurdock,  who  is  hospitalized  at  this 
time. 

Adeeting  adjourned  at  7:00  p.  m. 

STUDENT  AlEAIBERS  ELECTED-Continued 
Richard  J.  Brown,  New  Haven 
Tufts  College  Adedical  School— Class  of  1957 
Pre-AIed:  A ale 
Parent:  Joseph  J.  Brown 

Nathan  Cohen,  Hartford 
University  of  Rochester  School  of  Aledicine— 
Class  of  1957 
Pre-Aded:  Cornell 
Parent:  Charles  Cohen 
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Pasquale  J.  Costa,  New  Haven 
Yale  School  of  Medicine— Class  of  1955 
Pre-Med:  Boston  University 
Parent;  Nicholas  Costa 

Neil  G.  Diorio,  South  Norwalk 
University  of  Vermont  Medical  School— Class 
of  1957 

Pre-Med:  St.  Michael’s 
Parent:  Gennaro  Diorio 

Eric  A.  Frederickson,  Norwalk 
University  of  Rochester  School  of  Medicine- 
Class  of  1957 

Pre-Med;  Wesleyan  University 
Parent:  Eric  L.  Frederickson 

Ralph  A.  Goddard,  East  Hartford 
Boston  University  School  of  Medicine- 
Class  of  1957 

Pre-Med:  Emory  University 

Parent:  Harvey  B.  Goddard,  m.d.  (deceased) 

Anna  Kris,  Stamford 

Harvard  ^Medical  College— Class  of  1957 

Pre-Med:  Radcliffe  College 

Parent:  Ernst  W.  Kris 

Gerald  Labriola,  Naugatuck 
Jefferson  Medical  College— Class  of  1957 
Pre-Med:  Yale  University 
Parent:  Patsy  Labriola 

John  J.  Lawrence,  Stamford 
Howard  University  College  of  Medicine- 
Class  of  1957 

Pre-Med;  Manhattan  College 
Parent:  Harry  Lawrence  (deceased) 

Richard  N.  Lucas,  Adiddletown 
New  York  University— Class  of  1957 
Pre-Med:  Wesleyan  University 
Parent:  G.  Albert  Hill,  m.d. 

Joseph  A.  Moriarty,  Manchester 
St.  Louis  University  School  of  Medicine- 
Class  of  1957 

Pre-Med:  University  of  Connecticut 
Parent:  Joseph  J.  Adoriarty 

Alan  M.  Nahum,  Hartford 

Tufts  College  Adedical  School— Class  of  1957 

Pre-Med:  Yale  University 

Parent:  Adilton  Nahum 

Lewis  Ad.  Neporent,  Hartford 
Syracuse  Adedical  College— Class  of  1957 
Pre-Med:  Washington  University 
Parent:  William  Neporent 


Abner  L.  Notkins,  East  Haven 
New  York  University— Class  of  1957 
Pre-Aded:  AGle  University 
Parent:  Louis  A.  Notkins,  m.d. 

Robert  D.  Osborn,  South  Norwalk 
Yale  School  of  Adedicine— Class  of  1957 
Pre-Aded;  Colgate  University 
Parent:  (deceased) 

John  V.  Schiavone,  Waterbury 
Georgetown  Adedical  School— Class  of  1957 
Pre-Aded:  Holy  Cross 
Parent:  Albert  D.  Schiavone 

Bernard  Snow,  New  Haven 

Tufts  College  Adedical  School— Class  of  1957 

Pre-Aded:  Yale  University 

Parent:  Harry  Snow 

Norman  A.  Zlotsky,  Hartford 
Tufts  College  Adedical  School— Class  of  1957 
Pre-Aded:  Yale  University 
Parent:  Julius  Zlotsky 


Meetings  Held  During  December 

December  2— Committee  on  Neonatal  Adortality 
Committee  on  First  Aid  in  Home 


December  3— Scholarship  Committee 
Civil  Defense 
Woman’s  Auxiliary 

December  7— Cancer  Coordinating  Committee 

December  9— Subcommittee  on  Toxemia  in  Preg- 
nancy 

CAdS  Board  of  Directors 


December 

December 

December 

December 

December 


10— House  of  Delegates 

Committee  on  Public  Health 

1 5— Conference  Committee  with  State 
Dental  Association 

17—  Committee  on  School  Health 

18—  Conference  on  Polio  Vaccine 

30— Committee  on  Alternate  Councilors 


The  Council  will  meet  at  the  office  of  the 
Society  on  January  14. 


JANUARY,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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DO  YOUR  PATIENTS  REALLY  LIKE  YOU? 

Ernest  Dichter,  ph.d. 


The  Author.  President,  Institute  for  Research  in 
Mass  Motivations,  Inc. 


■jVToxHiNG  is  a safer  topic  for  conversation  than 

^ doctors  and  the  medical  profession.  A group 
of  people  may  have  had  violent  disagreements,  but 
when  the  discussion  is  shifted  to  doctors,  most  of 
the  people  present  will  probably  agree.  Unfortu- 
nately, in  most  cases,  they  will  agree  on  negative 
facts  about  the  medical  profession.  Even  those  people 
whom  you  would  not  consider  capable  of  unfairness 
and  subjective  attitudes,  will  join  in  gleefully  to 
report  incidents  from  their  own  experience  where 
doctors  were  wrong,  over  charged,  drove  around  in 
Cadillacs  after  only  one  year  in  practice,  split  fees, 
and  a long  list  of  comparable  horror  tales. 

From  a public  relations  viewpoint,  and  to  the 
researcher  in  human  motivations,  a big  question 
mark  poses  itself.  How  come?  Why,  from  among 
all  the  various  possible  scapegoats  in  modern  human 
society,  are  doctors  picked,  and  what  can  be  done 
about  it?  How  can  we  make  patients  like  their  doc- 
tors more?  Several  years  ago  I was  asked  by  the 
Alameda  Contra  Costa  County  Medical  Association, 
to  investigate  this  doctor-patient  relationship,  to 
find  out  what  was  wrong  with  it  and  what  could  be 
done  about  it.  Since  then  I have  conducted  a num- 
ber of  additional  studies.  One  major  one  for  C.P.S., 
the  California  Physicians  Service,  on  specific  prob- 
lems in  connection  with  health  insurance,  and  a 
number  of  experimental  studies  to  determine  in  what 
ways  the  doctor-patient  relationship  can  be  im- 
proved. 

First,  was  the  diagnosis.  What  was  wrong?  Sum- 
marizing our  findings,  what  had  happened  was  that 
while  the  world  was  changing  and  changing  very 


rapidly;  while  the  patient  in  this  world  was  changing 
at  least  at  the  same  pace;  while  all  the  medical  equip- 
ment, medical  knowledge  and  drugs  were  develop- 
ing at  an  ever  increasing  rate;  the  HUMAN  aspect 
in  the  doctor-patient  relationship  had  fallen  behind. 
A psychological  lag  had  taken  place.  We  discovered 
that  most  doctors  choose  their  profession  for  ideal- 
istic reasons.  1 hough  a good  income  is  usually 
expected,  and  this  factor  does  enter  into  the  picture, 
the  idea  of  helping  humanity  and  doing  something- 
worthwhile,  uncommercial,  and  out  of  the  doldrums 
of  everyday  life,  of  devoting  oneself  to  helping 
others,  is  very  strongly  accented.  Something  vital 
and  very  important  happens  to  the  young  doctor 
during  the  course  of  his  major  studies  and  particu- 
larly during  his  internship.  The  young  doctor  dis- 
covers the  harsh  realities  of  life.  These  realities  very 
quickly  clash  with  his  initial,  highly  exaggerated 
idealism. 

The  patient,  as  well  as  the  doctor,  becomes  aware 
of  this  conflict.  The  doctor  often  exaggerates  his 
idealism  to  over  compensate  for  the  recognition  that 
in  many  ways,  he  really  has  to  behave  like  a business- 
man. The  patient  on  the  other  hand,  is  asked  and 
expected  to  pay  respect  comparable  to  the  kind  of 
reverence  that  one  pays  to  a saint,  and  then  a few 
days  later  he  receives  a bill— again  a conflict  is  the 
result.  A further  difficulty  stems  from  the  fact  that 
while  the  modern  patient  is  catered  to  by  most  other 
business  and  professionals,  and  even  large  corpora- 
tions, the  medical  profession  as  a whole  has  failed  to 
acknowledge  that  this  patient  has  been  growing  up, 
is  insistent  on  his  right  to  be  treated  as  an  equal,  and 
spoken  to  in  clear  understandable  language.  The 
modern  patient  doesn’t  want  to  be  called  a “layman,” 
he  doesn’t  want  to  have  complicated  Latin  phrases 
thrown  at  him,  which  he  feels  he  vmuld  understand 
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quite  well  if  they  tvere  translated.  Every  time  he  is 
in  contact  with  a doctor,  he  feels  he  is  confronted 
by  a cli(|Lie.  He  is  the  outsider,  the  child,  the  igno- 
ramus. 

I'he  modern  citizen,  and  thus  the  modern  patient, 
has  been  invited  to  become  a participant,  rather 
than  a passive  recipient  in  more  and  more  fields. 
There  are  profit-sharing  plans;  do  it  or  make  it 
yourself  is  the  latest  and  most  modern  development 
in  many  fields  of  industry.  The  home  workshop,  the 
ready  mixes,  fix  it  yourself  plans;  new  approaches 
in  labor-management  relationships,  w here  labor  be- 
comes a participant  in  management  decisions,  all 
point  to  an  entirely  new  direction.  His  relationship 
with  the  doctor  seems  to  be  in  complete  contrast 
to  this.  Instead  of  being  permitted  or  invited  to  be  a 
participant,  he  is  told  to  simply  hold  still  and  follow' 
instructions. 

A further  important  trend  which  has  been  ob- 
served in  our  modern  culture,  is  the  desire  for 
emotional  security.  Before  the  last  election,  it  was 
predicted  that  in  times  of  prosperity,  the  party  in 
power  stays  in  power.  This  prediction  was  wrong. 
Why?  Because  a psychological  factor  w'as  over- 
looked—that  people  in  general  want  more  than  just 
financial  security.  They  need  emotional  security  as 
well.  Applied  to  the  medical  field,  it  means  that  the 
technological  assurance,  the  mastery  of  x-ray 
machines  and  antibiotics,  while  highly  desirable,  is 
not  enough.  We  often  overlook  the  fact  that  progress 
does  not  take  place  in  a straight  ascending  line,  that 
a much  more  correct  picture  is  the  one  of  a spiral 
development.  While  it  seems  logical  that  progress  has 
such  a steady  development,  that  greater  and  greater 
efficiency  and  scientific  expertness  on  the  part  of 
the  doctor  w'as  all  that  w'as  demanded,  our  studies 
show  conclusively  that  not  only  in  this  field,  but  in 
many  other  fields,  people  really  want  to  be  assured 
of  the  return  of  this  spiral  development.  They  w'ant 
to  come  back  to  the  kind  of  relationship  on  an 
emotional  level  that  they  used  to  have  with  their 
doctor.  But  in  a more  developed  and  scientifically 
more  dependent  form. 

Even  in  the  industrial  field,  our  studies  show'ed 
that  such  companies  as  General  iVIills,  General 
Adotors,  Eord,  etc.,  have  to  take  care  of  the  emotional 
problem.  A company  like  General  Mills  had  to 
invent  a personality  like  Betty  Crocker  in  order  to 
establish  a relationship  between  themselves  and  the 
consumer— a relationship  of  a psychological  and 


emotional  form.  In  other  words,  it  is  not  enough 
for  them  to  produce  an  excellent  flour  and  to  have 
perfect  production  facilities,  w hat  is  even  more  im- 
portant and  w hat  finally  determines  the  success  of 
their  commercial  undertaking,  is  the  existence  or 
non  existence  of  this  emotional  tie. 

Comparably,  therefore,  the  modern  doctor  too  can 
have  the  most  perfect  laboratory  equipment  in  his 
office,  be  qualified  through  medical  knowledge  in  the 
most  une|uestionable  fashion,  and  yet  be  completely 
deficient  as  far  as  the  basic  requirements  of  his  pro- 
fession are  concerned.  These  requirements  of  having 
an  emotional  relationship  with  his  patient  used  to  be 
the  standard  equipment  of  any  good  family  doctor. 
A modern  patient  feels  that  he  has  been  cheated,  that 
he  has  x-ray  machines  instead  of  human  relationships. 
He  clamors,  therefore,  and  with  a great  feeling  of 
justification,  for  the  old  family  doctor  to  be  brought 
back,  minus  the  horse  and  buggy,  of  course,  and 
eejuipped  with  the  x-ray  machine  and  all  the  other 
scientific  advances. 

In  our  surveys  we  discovered  that  the  doctor  is 
proud  of  his  rugged  individualism.  Yet  this  indi- 
vidualism is  as  outdated  as  the  frontiersman  who 
totes  his  gun  w'ould  be  today.  The  modern  patient 
is  no  longer  allow'ed  to  be  this  kind  of  rugged  indi- 
vidualist. Recently  it  was  pointed  out  that  there  are 
hardly  any  employers  left.  Adost  of  us  are  employees 
of  a large  corporation  or  business  enterprise.  In  the 
final  analysis,  even  the  president  of  General  Alotors 
is  an  employee,  with  all  the  psychology  that  goes 
wdth  it.  What  right  has  the  doctor  to  consider  him- 
self beyond  the  law,  above  the  restrictions  that  are 
imposed  on  almost  every  other  citizen  in  our  society? 

Therefore,  the  modern  patient  demands  that  his 
doctor  interest  himself  in  community  affairs  as  much 
as  he  himself  is  expected  to  participate.  He  demands 
that  the  modern  doctor  accept  his  responsibility  as 
far  as  medical  care  is  concerned.  This  is  another 
source  of  conflict,  another  source  of  jealousy  and 
frustration. 

In  this  short  time  I cannot  go  into  all  the  details 
of  the  various  studies  concerning  the  doctor-patient 
relationship  wdiich  w'e  conducted.  The  diagnosis  can 
be  summarized  in  the  following  way: 

It  is  not  the  high  medical  fee;  it  is  not  even  the 
threat  of  catastrophic  illness  nor  the  imperfection 
of  medical  science;  nor  any  other  surface  reason 
given  by  people  when  asked  directly,  which  can 
serve  as  the  explanation  for  this  lack  of  love  on  the 
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products  of  performance 


for  nasal 
congestion  in 
the  common  cold 
or  allergy 


THE  PATIENT  FEELS 

a greater  ease  in  breathing 

YOU  OBSERVE 

prompt  reduction  of  turgid 
mucous  membranes. 

THE  LITERATURE  REPORTS 

a rapid  decongestive  effect' 
“relief  lasts  for  several 
hours”"  — and  a prolonged 
reduction  of  local  swelling 
and  congestion." 

S^ipply : 0.05%  Solution,  1 oz. 
bottle  and  15  ml.  Nebulizer. 

1.  Hild,  A.  M.i'Schweiz.  med.  Wchnschr. 
71:557,  1941. 

2.  New  and  Nonofficial  Remedies, 

J.  B.  Lippincott  Co.,  Philadelphia,  1953,  p. 

PRIVINE®  HYDROCHLORIDE 

(naphazoline  hydrochloride  ciba) 


Summit,  N.J. 


for 

off-season” 

allergic 

nasal 

congestion 


Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as  "perhaps 
the  commonest  cause  of  a stuffy  nose . . And  in  "off-season”  allergic 
nasal  congestion  — as  in  other  allergic  manifestations  — you  can  rely  on 
Py  ribenzamine  for  prompt  symptomatic  relief,  with  a minimum  of  sedation 
or  other  side  effects.  Keep  this  effective  prescription  in  mind  whenever  you 
suspect  allergy  as  a factor  in  "stuffy  nose.”  Pyribenzamine  hydrochloride 
(tripelennamine  hydrochloride  Ciba)  50-mg.  tablets,  bottles  of  100  and 
1000.  For  pediatric  use,  prescribe  palatable  Pyribenzamine  Elixir;  each 
4-ml.  teaspoonful  contains  30  mg.  tripelennamine  citrate.  Pints  and  gallons. 

1.  Dill,  J.  L.:  Postgrad.  Med.  4:413.  1948. 

Py  r i be  n zam  i n 

No  other  antihistamine  combines  greater  clinical  benefit  with  greater  freedom  from  side  effects 
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products  of  performance 


for  the  patient 
with  moderate 


or  severe  essential 
hypertension 


THE  PATIENT  REPORTS 

progressive  relief  of 
hypertensive  symptoms 
if  iiresent. 

YOU  OBSERVE 

benefits  in  up  to  80%  of  cases : 
e.g.,  hypertension  gradually 
reduced,  renal  circulation 
improved,  eye-ground  changes 
may  be  reversed. 

THE  LITERATURE  REPORTS 

therapy  is  generally  well 
tolerated  with  initial 
low  dosages,  gradually 
increased.’^'^'^  Patient 
response  is  the  guide  to 
dosage  adjustment.^  Optimal 
maintenance  dosage  level 
is  usually  reached  only 
after  3 weeks  or  more ; 
marked  therapeutic  effect 
cannot  be  expected  with 
initial  low  dosages.^ 

Tablets  of  10,  25,  50,  100  mcj. 
Ampuls  of  1 ml.,  20  mg. 

1 . Hafkenschiel,  J.H.,and  Lindauer,  M.A.: 
Circulation  7:  52,  1953. 

2.  Schroeder,  H.  A.:  Circulation  5:  28,  1952. 

3.  Riven,  S.  S.,  Pocock,  D.  G.,  Kory,  R.  C., 
Roehm,  D.  C.,  Anderson  R.  S.,  and 
Meneety,  G.R.iAm.J.  Med.  14:  160,  1953. 

4.  Taylor,  R.  D.,  Dustan,  H.  P.,  Corcoran, 

A.  C.,  and  Page,  I.  H.:  Arch.  Int. 

Med.  90:  734,  1952. 

APRESOLINE®  HYDROCHLORIDE 
(hydralazine  HYDROCHLORiDE  CIBa) 


Simunit,  N.  J. 
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parr  of  the  modern  patient  for  his  doctor.  We  have 
to  dig  deeper,  as  we  did  in  our  psychoanalytic  ap- 
proach to  the  problem,  in  order  to  find  out  what 
some  of  the  real  faults  in  this  relationship  are.  As  the 
examples  we  have  presented  demonstrate,  most  of 
them  point  to  a feeling  of  frustration.  The  modern 
patient  wants  to  be  loved  by  his  doctor.  The  modern 
doctor  would  like  to  love  his  patient,  have  a per- 
sonal relationship  with  him  and  spend  as  much  time 
as  possible  with  him.  Both,  in  a sense,  are  caught  in 
this  dilemma.  The  modern  doctor  is  not  permitted 
to  be  the  idealist  he  really  feels  he  ought  to  be.  The 
modern  patient  feels  he  is  not  being  treated  the 
wav  he  really  feels  he  ought  to  be  treated.  He 
states,  as  one  of  our  respondents  did,  “All  he  did  was 
make  me  well.” 

You  might  say,  “This  is  the  typical,  ungrateful 
attitude  of  a patient.” 

As  a psychologist,  I w'ould  say,  “No,  this  is  the 
outcry^  of  a person  who  feels  let  down,  neglected, 
and  robbed  of  what  he  thinks  his  doctor  should  have 
given  him— love,  interest  and  alfection.” 

What  is  the  answer?  What  can  be  done  about  it? 
How  can  we  make  the  patient  love  his  doctor? 
What  therapy,  as  far  as  public  relations  are  con- 
cerned, can  we  prescribe?  It  is  my  conviction  that 
the  answer  does  not  lie  in  political  maneuvers,  in 
lobbying,  or  any  other  form  of  high  pressure  adver- 
tising approach.  We  must  give  each  individual 
physician  a manual,  a prescription,  or  better  yet, 
the  tools  to  develop  insight  into  his  own  relation- 
ship with  his  patients  and  urge  him  to  put  these 
things  into  practice  bit  by  bit.  Only  by  such  a 
systematic  approach,  starting  with  each  individual 
doctor,  can  we  hope  to  achieve  a generally  improved 
relationship  between  the  doctor  and  his  patient.  Here 
is  a list  of  concrete  recommendations: 

I.  DO  YOU  HAVE  THE  RIGHT  KIND  OF  PATIENTS? 

Make  a list  of  all  the  patients  whom  you  have 
treated  in  the  last  year  or  so.  Next  to  their  names 
jot  down  your  own  personal  feelings  about  them. 
How  many  of  them  do  you  really  like,  how  many 
of  them  do  you  detest,  how  many  of  them  are  you 
indifferent  to?  If  there  is  an  undue  number  of 
patients  that  you  would  rather  not  have  further 
contact  with,  your  public  relations  with  your 
patients  is  not  too  good. 


2.  HOW  MANY  OF  YOUR  PATIENTS  WOULD  YOU  PERMIT 

TO  CALL  YOU  BY  YOUR  FIRST  NAME?  HOW  MANY 
OF  YOUR  PATIENTS  DO  YOU  CALL  BY  THEIR  FIRST 
NAME? 

If  the  ratio,  the  difference,  is  a very  large  one, 
again  I would  say  that  here  you  have  another 
symptom  of  poor  public  relations  between  yourself 
and  your  patients.  One  of  the  important  aspects  of 
our  study  revealed  that  authoritarian  relationships 
between  the  physician  and  the  modern  patient  are 
on  their  way  out.  While  many  doctors  claimed  that 
the  patients  wanted  them  to  feel  authoritarian,  expe- 
riments that  we  conducted  not  only  in  the  medical 
field,  but  also  in  labor  management  fields,  proved 
that  it  is  quite  often  the  opposite  that  is  really  true. 
For  example,  we  found  that  the  doctor  w'ho  took 
his  patients  into  his  confidence,  who  admitted  that 
he  didn’t  know'  all  the  answers,  who  dealt  with  them 
on  an  equal,  non  authoritarian  basis,  reaped  great 
benefits  from  this  kind  of  relationship.  The  patient, 
rather  than  losing  confidence  in  his  doctor,  had 
increased  confidence  in  his  humanitarian  and  ethical 
principles  and  trusted  him  even  more  than  if  he 
simply  pretended  to  be  the  authority. 

3.  HOW  MANY  OF  YOUR  PATIENTS  LOSE  CONTACT 

WITH  YOU  AFTER  YOU  HAVE  CURED  THEM? 

We  found  that  the  desire  for  continuity  is  a very 
important  one  in  the  modern  patient.  He  does  not 
want  to  have  contact  with  you  only  when  he  is  sick. 
He  w'ants  to  have  the  feeling  that  you  watch  over 
his  health  and  his  family’s  health  all  year  long.  We 
found  that  patients  remembered  the  days  when  their 
family  doctor  carried  their  whole  destiny  and  re- 
corded all  their  family  events  in  his  little  black 
book.  This  knowledge  of  continuous  care  and  inter- 
est on  the  part  of  their  doctor  is  a very  important 
one  for  the  improvement  of  the  doctor-patient  rela- 
tionship. 

Have  you  ever  sent  your  patients  cards?  Do  you 
ever  inquire,  after  you  have  prescribed  a treatment, 
w'hether  it  actually  worked  or  not?  Do  you  consider 
the  relationship  has  ended  when  the  patient  has  paid 
his  bill?  Do  you  ever  send  a thank  you  note  after 
you  received  your  payment,  inquiring  at  the  same 
time  about  the  health  of  your  patient?  We  conduct- 
ed a number  of  experiments  which  showed  that  the 
patient  was  puzzled  at  first,  then  tremendously 
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pleased  by  this  demonstration  of  a new  era,  a new 
philosophy,  on  the  part  of  his  doctor.  Contrary  to 
the  fears  \^  hich  some  doctors  expressed,  that  this 
would  be  interpreted  by  the  patient  as  solicitation 
and  commercialism,  the  modern  patient  interpreted 
this  to  mean  that  the  doctor  too  has  finally  acknowl- 
edged the  fact  that  it  is  his  job  to  please  the  cus- 
tomer. The  principle  of  continuity  is  practiced  by 
insurance  companies,  gas  stations,  dentists,  lawyers. 
The  patient  feels  that  the  doctor  should  not  think 
himself  above  this,  should  not  feel  himself  exempt. 

4.  HOW  MUCH  PARTICIPATION  DO  YOU  GRANT 

YOUR  PATIENTS? 

We  found  that  when  you  write  out  your  diag- 
nosis, when  you  fill  out  those  mysterious  sheets  in 
your  office,  the  patient  wonders  what  it  is  that  you 
are  putting  down.  We  found  dramatic  and  miracu- 
lous effects,  when  the  doctor  tore  off  the  top  sheet, 
handed  it  to  the  patient  with  proper  explanations 
and  informed  him  what  all  this  mysterious  writing 
meant.  In  this  way,  the  doctor  demonstrated  that  he 
considered  the  patient  his  partner,  not  a “layman,” 
who  had  to  be  dealt  with  like  a child. 

5.  HOW  MUCH  MEDICAL  INFORMATION,  SPECIEIC  OR 

GENERAL  IN  NATURE,  DO  YOU  DISSEMINATE  IN  YOUR 

OWN  COMMUNITY? 

Many  doctors  complained  that  the  patient  read 
articles  in  popular  magazines  indiscriminately,  and 
then  pestered  the  physician  with  questions,  suggest- 
ing therapy  himself,  and  so  forth. 

While  it  is  perfectly  correct  that  much  of  this 
information  may  lead  to  misinformation,  a large  part 
of  the  blame  really  falls  back  on  the  medical  pro- 
fession. The  modern  patient  wants  to  have  the  Bible 
translated  into  English.  He  wants  to  know  what  is 
going  on.  He  feels  that  anything  that  concerns  his 
own  body  is  primarily  his  own  prerogative.  If  he 
cannot  get  information  from  his  doctor,  his  medical 
association,  or  the  medical  profession  within  his 
community  legitimately,  he  will  try  to  get  it  some- 
where else.  No  complaints  will  ever  be  effective  until 
the  medical  profession  understands  that  this  is  a 
justified  need  of  a psychological  nature  for  the 
modern  patient,  which  must  be  satisfied  one  way  or 
another. 

Why  shouldn’t  medical  associations  disseminate 
this  information  themselves,  with  the  help  of  local 
newspapers,  radio  stations,  television  stations  and  so 
forth.  Why  would  it  not  be  possible  to  send  out 


monthly  or  quarterly  bulletins  signed  by  the  county 
medical  association,  with  the  names  of  the  doctors 
who  work  in  the  county  listed.  This  would  give 
patients  the  feeling  that  all  they  need  to  know  about 
diseases,  epidemics,  adjustments  to  seasonal  changes 
and  so  forth,  is  made  available  to  them  by  the  medi- 
cal association. 

6.  HAVE  YOU  LOOKED  AT  YOUR  WAITING  ROOM  LATELY? 

To  a certain  extent,  the  waiting  room  is  the  display 

room,  the  show  window  of  the  medical  practitioner. 
Why  call  it  “waiting  room”  to  begin  with?  Nobody 
likes  to  wait.  In  our  studies,  we  found  that  the  patient 
has  a great  desire  to  learn  more  about  his  doctor. 
He  wants  to  establish  an  emotional  relationship  with 
him.  What  are  you  doing  to  help  it?  For  example, 
there  is  nothing  wrong  with  having  a family  album 
in  the  waiting  room,  which  would  show  the  patients 
what  you  did  during  your  last  vacation;  introduce 
him  to  your  family;  give  him  insight  and  informa- 
tion about  yourself  as  a living,  human  being  and 
not  just  a technician  in  the  medical  field.  What  are 
you  doing  to  make  your  patients  more  comfortable 
while  they  wait?  How  old  are  your  magazines?  Are 
there  any  cigarettes  or  candy  offered?  In  what  other 
ways  can  you  help  make  the  waiting  period  more 
pleasant?  Have  you  considered  slide  projectors? 

7.  DO  YOU  EXPLAIN  YOUR  APPARATUS  TO  YOUR 

PATIENTS? 

More  and  more,  modern  factories  have  introduced 
open  house  sessions  which  permit  the  families  of  their 
employees,  factory  workers,  etc.,  to  visit  all  parts  of 
the  enterprise  and  familiarize  themselves  with  vari- 
ous machines.  Couldn’t  something  similar  be  done  as 
far  as  the  medical  profession  is  concerned?  We  found 
that  many  of  the  modern  patients  were  quite  eager 
and  curious  in  not  just  an  idle  fashion,  to  learn  more 
about  the  various  apparatus  and  instruments  their 
physicians  use.  It  is  quite  conceivable  that  the  nurse, 
an  assistant,  or  the  doctor  himself  should  show  the 
patient  his  facilities  and  explain  his  apparatus  and 
various  instruments  to  him. 

8.  AS  A PHYSICIAN,  HOW  DO  YOU  PARTICIPATE  IN 

YOUR  COMMUNITY? 

It  is  possible  to  cooperate  on  a community  level 
with  schools,  for  example.  Certain  school  periods 
could  be  used  to  introduce  various  medical  practices 
and  medical  apparatus  to  the  children  and  familiarize 
them  with  these.  This  would  diminish  their  fears 
and  teach  them  to  consider  the  doctor  a professional 
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man  with  special  knowledge,  and  not  one  who  is  a 
saint,  nor  a medicine  man  \\  ith  magic,  mysterious, 
dangerous  apparatus  at  his  disposal. 

9.  AMlAt  IS  THE  ROLE  OF  YOUR  MEDICAL  ASSOCIATION? 

Most  patients  consider  the  medical  association  of 

their  county  a mysterious  building  \\here  secret 
sessions  take  place.  Patients  think  of  their  doctors 
meeting  as  members  of  a clique  to  protect  themselves 
against  the  intruders.  Why  not  make  these  buildings 
open  to  the  public,  arrange  exhibits  in  them,  invite 
the  community  to  come  and  see;  to  sit  in  on  some 
sessions.  Perhaps  some  day  medical  associations  will 
have  the  courage  to  invite  so-called  “laymen”  to 
become  members  of  the  community  and  representa- 
tives of  the  patients.  They  might  even  be  granted 
a vote  in  some  decisions. 

10.  ARE  YOUR  NURSE  AND/(^R  WIFE  HELPING  YOU? 

The  doctor’s  wife  and  his  nurse  have  many  func- 
tions which  can  be  used  to  facilitate  the  practice  of 
the  doctor.  Often  a patient  feels  frustrated  because 
there’s  not  enough  time  for  him  to  discuss  all  the 
details  with  the  doctor.  Couldn’t  the  nurse  be  trained 
to  have  sessions  of  this  sort,  in  the  way  that  an 
investigator,  a researcher  who  works  with  the  scien- 
tist, would  do?  She  could  more  readily  afford  to 
spend  half  an  hour  with  the  patient,  prepare  all  the 
information  for  the  doctor  so  he  is  aware  of  the 
problems  when  he  deals  with  the  patient. 

11.  tVHAT  IS  YOUR  REACTION  TO  STANDARDIZATION 

OF  FEES? 

In  my  opinion,  the  fee  problem,  though  dependent 
to  a large  extent  on  emotional  frustrations,  deserves 
a specific  approach  of  its  own.  It  is  not  so  much  the 
absolute  figure  of  the  fee,  the  cost  itself,  that  the 
patient  objects  to,  as  the  feeling  that  he  has  devel- 
oped that  “biological  blackmail”  is  exerted  on  him. 
He  feels  he  is  charged  for  the  value  of  a limb  to 
him,  the  value  of  his  life  to  him,  instead  of  on  what 
he  considers  a fair  basis— the  doctor’s  knowledge, 
time,  effort  and  responsibility. 

It  is  my  belief  that  at  one  point  open  and  above 
board  standardization  of  fees  will  have  to  be  intro- 
duced. It  has  been  done  in  some  counties  with  excel- 
lent results,  as  far  as  the  public  relations  value  is 
concerned.  We  found  that  the  patient  does  not 


object  so  much  to  what  he  is  being  charged,  as  to 
not  knowing  in  advance  how  much  he  will  be 
charged.  We  found  that  a president  of  a large 
corporation,  earning  $150,000  a year  feels  just  as 
strongly  about  being  “blackmailed,”  as  he  called  it, 
as  the  factory  employee  who  earns  $75  a week. 
What  they  resent  is  being  reminded  of  their  help- 
lessness and  having  the  doctor  take  advantage  of  his 
power.  It  is  only  natural,  therefore,  from  a psycho- 
logical viewpoint,  that  they  are  waiting  for  the  day 
when  they  can  take  this  power  away  from  him. 

I’ve  tried  to  list  a number  of  concrete  suggestions. 
Again,  1 must  say  these  are  only  a few  examples. 

What  we  must  realize  is  that  the  problem  of 
socialized  medicine  versus  free  medicine,  like  any 
other  problem  in  our  modern  life,  cannot  be  ap- 
proached simply  from  a political  or  economic  view- 
point. In  most  of  the  discussions  in  this  sphere,  very 
little  acknowledgment  was  made  of  this  apparently 
overlooked,  and  apparently  insignificant  factor— 
The  Human  Mind.  When  your  son  starts  to  grow 
up,  you  will  not  get  very  far  by  disciplining  him, 
refusing  to  let  him  ask  questions  and  denying  him 
the  right  to  make  his  own  decisions.  You  will  lose 
out  in  the  end  because  you  are  working  against  his 
grow'th  and  maturity.  A wise  approach  is  to  ac- 
knowledge the  fact  that  your  son  is  becoming  a 
man. 

The  patient,  too,  is  growing  up.  He  insists  on  his 
right  to  ask  questions.  He  WTUits  to  be  loved,  not  in 
a condescending,  paternalistic  fashion,  but  as  an 
equal  partner  in  the  fight  against  the  difficulties  of 
modern  life. 

I think  that  the  answer  to  improved  public  rela- 
tions will  not  lie  in  insistence  on  rugged  individual- 
ism and  absolute  freedom,  nor  in  federalization  and 
socialization  of  medical  care.  The  answer  will  lie  in 
a new  democratic  form  of  cooperation  where  the 
individual  gives  up  some  of  his  prerogatives,  accepts 
the  responsibility  of  the  health  of  the  community, 
recognizes  the  rights  of  his  patients  and  learns  to 
cooperate  with  them. 

The  answer  to  how  to  make  your  patients  like 
you  more  lies  in  recognizing  the  fact  that  this  world 
is  a changing  one,  that  the  patients  are  changing, 
and  that  you  too  must  learn  to  change  with  them. 
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Dr.  John  N.  Gallivan  Cited  for  Outstanding  Service  by  Presidents’  Committee  on 

Employment  of  the  Physically  Handicapped 


Dr.  George  H.  Giidersleeve,  President  of  the  Society,  congratulates  Dr.  John  N.  Gallivan,  Chief  Medical  Supervisor 
of  the  United  Aircraft  Corporation,  Last  Hartford,  who  is  holding  a Citation  for  Outstanding  Service  awarded  to  him  by 
the  President's  Conmiittee  on  Employment  of  the  Physically  Handicapped  for  his  leadership  in  creating  employment  for 
more  than  12,000  handicapped  workers. 

The  presentation  was  made  by  John  L.  Connors,  right,  of  Hartford,  Chairman  of  the  Governor's  Connecticut  Com- 
mittee for  Employment  of  the  Physically  Handicapped,  during  the  semi-annual  meeting  of  the  Society’s  House  of  Dele- 
gates, December  10  in  New  Haven.  Arthur  V.  Geary,  Hartford,  Secretary  of  the  Governor's  Committee,  left,  addressed 
the  meeting  following  the  presentation  and  expressed  appreciation  for  the  contributions  of  the  Society  and  its  members  in 
establishing  a leading  place  for  Connecticut  in  the  national  program  for  the  physically  handicapped. 
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Presentation  Address 
John  L.  Connors,  Chairman 
Governor’s  Connecticut  Committee  for  Employ- 
ment  of  the  Physicallv  Handicapped 

1 have  the  privilege  today  of  representing  the 
President’s  Committee  on  the  Employment  of  the 
Physically  Handicapped  as  well  as  the  Governor’s 
Connecticut  Committee  for  the  Employment  of  the 
P lays  i ca  1 1 y Handicapped. 

The  occasion  is  the  presentation  to  Dr.  John  N. 
Gallivan  of  a “Citation  for  Outstanding  Service”  in 
the  national  and  state  program  for  employment  for 
handicapped  workers. 

Dr.  Gallivan  was  recommended  to  the  President’s 
Committee  for  this  high  honor  by  joint  action  of  the 
Governor’s  Connecticut  Committee  and  the  Con- 
necticut State  iMedical  Society 

The  reasons  for  presenting  the  name  of  Dr.  Galli- 
van as  Connecticut’s  nominee  for  this  national 
recognition  \\  ere  presented  to  the  President’s  Com- 
mittee in  some  detail.  In  view  of  the  strong  evidence 
presented  covering  his  outstanding  achievements  in 
advancing  the  employment  of  handicapped  workers 
it  is  logical  and  natural  that  the  President’s  Com- 
mittee voted  to  award  this  “Citation  for  Outstanding 
Service”  to  him. 

It  would  be  impossible  in  a short  talk  to  furnish 
all  the  details  of  the  outstanding  contribution  made 
by  Dr.  Gallivan  to  this  cause.  I will  atempt,  there- 
fore, only  a brief  outline. 

Dr.  Gallivan’s  record  of  service  in  behalf  of  the 
physically  handicapped  began,  of  course,  with  his 
medical  education.  He  received  both  his  Bachelor 
of  Arts  and  Doctor  of  Medicine  degrees  from  Tufts 
College,  Medford,  Massachusetts,  completed  his 
internship  at  St.  Erancis  Hospital,  Hartford,  and 
entered  into  private  practice  of  medicine  in  East 
Hartford  in  1936.  In  1937  he  became  assistant  chief 
medical  supervisor  of  United  Aircraft  Corporation, 
being  promoted  to  chief  medical  supervisor  in 
1938.  Eor  a number  of  years  after  his  employment 
by  United  Aircraft  he  continued  his  private  practice 
until  the  tremendous  expansion  of  United  Aircraft 
in  World  War  II  made  this  impossible.  Incidentally 
he  has  continued  his  medical  education  through  post 
graduate  courses  in  occupational  medicine,  industrial 
hygiene  and  safety  engineering  at  Yale  University. 

His  responsibilities  at  United  Aircraft  increased 


with  the  growth  of  this  concern  so  that  now  as 
chief  medical  supervisor  he  also  supervises  the  safe- 
ty engineering  and  health  insurance  programs  as  w'ell 
as  the  division  of  medicine  and  hygiene. 

Lhider  his  leadership  the  Lhiited  Aircraft  Corpora- 
tion developed  a program  of  modern  personnel 
practices,  safety  engineering  and  health  insurance 
which  has  made  this  concern  a recognized  leader 
not  (^nly  in  the  full  utilization  of  all  general  ad- 
vances in  industrial  medicine  but  also  in  the  develop- 
ment of  new'  policies,  new^  ideas,  new  systems  and 
new'  procedures. 

Some  of  the  major  features  in  Dr.  Gallivan’s  pro- 
gram are  the  full  utilization  of  the  skills  and  abilities 
of  new'  employees  including,  of  course,  a complete 
program  for  the  selective  placement  of  handicapped 
workers  in  suitable  jobs— jobs  in  w'hich  their  par- 
ticular physical  limitations  offer  no  handicap  to 
efficient  productive  job  performance.  (2)  Periodic 
examinations  of  employees  by  the  medical  staff. 
( 3 ) Close  coordination  of  the  w ork  of  the  medical 
division,  safety  division  and  the  foremen  to  insure 
the  continued  good  health  and  safety  of  the  indi- 
vidual w'orker,  etc. 

The  importance  of  this  program  is  apparent  w'hen 
you  consider  that  the  United  Aircraft  Corporation 
program  covers  some  55,000  wmrkers,  44,000  of  them 
in  Connecticut  in  the  plants  of  Pratt  and  Whitney 
Aircraft  in  East  Hartford,  Aderiden,  North  Haven 
and  Southington;  Hamilton  Standard  in  Windsor 
Locks;  Sikorsky  Aircraft  in  Bridgeport  and  11,000 
in  the  Chance  Vought  Aircraft  plant  in  Texas.  All 
of  these  workers  are  engaged  in  producing  aircraft 
engines,  aircraft,  and  other  items  for  the  national 
defense. 

The  program  developed  and  supervised  by  Dr. 
Gallivan  has  received  national  recognition  in  indus- 
try as  already  noted.  The  American  Legion  also  has 
awarded  their  National  Aw^ard  to  United  Aircraft 
plants  in  tw  o states  in  two  different  years:  namely, 
Pratt  and  Whitney  Aircraft,  East  Hartford  in  1952, 
and  Chance  Vought  in  Texas  in  1951.  The  National 
Legion  Citation  reads  “in  recognition  of  the  sincere 
appreciation  of  the  three  million  members  of  the 
American  Legion  for  its  outstanding  record  in  the 
employment  of  physically  handicapped  veterans.” 

This  National  Legion  Citation  and  the  National 
Citation  of  the  President’s  Committee  on  Employ- 
ment of  the  Physically  Handicapped  were  based  on 
the  fact  that  of  the  55,000  workers  employed  by  the 
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United  Aircraft  Corporation  over  22  per  cent  are 
handicapped. 

In  addition  to  Dr.  Gallivan’s  leadership  in  modern 
employment  practices  in  industry  geared  to  the  utili- 
zation of  the  skills  and  efficiency  of  handicapped 
workers,  Dr.  Gallivan  has  found  time  to  devote  his 
interest  and  efforts  to  civic  affairs  in  his  home  com- 
munitv.  As  a part  time  health  officer  in  East  Hartford 
he  reorganized  East  Hartford’s  health  engineering 
service,  has  worked  on  the  development  of  child 
health  clinics  and  clinics  for  expectant  mothers. 
He  is  also  health  director  for  Civil  Defense  in  East 
Hartford. 

He  is  president  of  the  East  Hartford  Medical 
Society,  member  of  the  Board  of  Directors  of  the 
Hartford  County  iVIedical  Association,  member  and 
past  chairman  of  the  committee  on  industrial  health 
of  the  Connecticut  State  Medical  Society,  chairman 
of  the  insurance  commmittee  of  the  Connecticut 
State  Medical  Society,  member  of  the  American 
iMedical  Association,  fellow  in  the  American  Acad- 
emy of  Occupational  Medicine,  member  of  the 
American  Public  Health  Association,  member  of  the 
Occupational  Health  Council  of  Alanufacturers 
Association  of  Connecticut  and  member  of  the 
Governor’s  Connecticut  Committee  for  the  Employ- 
ment of  the  Physically  Handicapped. 

Dr.  Gallivan:  it  is  a real  pleasure  on  behalf  of  the 
President’s  Committee  on  Employment  of  the 
Physically  Handicapped  to  present  you  with  this 
well  merited  “Citation  for  Outstanding  Service.” 
I'he  Certificate  reads  as  follows: 

“U.  S.  Department  of  Labor,  Washington,  D.  C. 
I'he  President’s  Committee  on  National  Employment 
of  the  Physically  Handicapped  Awards 
this 

Citation  for  Outstanding  Service  is  conferred  upon 
John  N.  Gallivan,  m.d. 

In  recognition  of  outstanding  efforts  expended  in 
promoting  etpal  opportunity  in  employment  for  the 
physically  handicapped.  Attested  to  by  the  Com- 
mittee on  Employment  of  the  Physically  Handi- 
capped for  Connecticut. 

September  3,  1953 
Washington 

For  the  President: 

/s/  Ross  T.  Mclntire 

Chairman,  Vice  Admiral,  AI.C. 

U.S.N.  Retired 


The  Connecticut  Program 

Arthuk  V.  Geary,  Secretary 
Governor’s  Connecticut  Committee  for  Employ- 
ment of  the  Physically  Handicapped 

I greatly  appreciate  the  opportunity  of  having  a 
part  in  the  presentation  here  today  of  the  “Citation 
for  Outstanding  Service”  from  the  President’s  Com- 
mittee on  the  Employment  of  the  Physically  Handi- 
capped to  Dr.  John  N.  Gallivan. 

There  are  several  reasons  for  my  special  interest 
in  this  occasion.  First,  of  course,  it  is  a pleasure  to 
have  a part  in  doing  honor  to  Dr.  Gallivan  whose 
practical  service  has  led  to  the  placement  in  gainful 
employment  of  many  thousands  of  physically  handi- 
capped persons,  not  only  in  Connecticut  but  in  other 
states. 

A second  reason  is  that  it  gives  me  an  opportunity 
to  express  my  personal  and  official  appreciation  and 
gratitude  to  the  Connecticut  State  Medical  Society 
for  their  helpful  assistance  to  the  Connecticut  State 
Employment  Service  and  the  Veterans  Employment 
Service  over  a long  period  of  years. 

The  fact  that  Connecticut  has  been  recognized  as 
a leader  in  the  development  of  selective  placement 
procedures  for  the  employment  of  handicapped 
persons  in  suitable  jobs  has  been  largely  due  to  the 
whole  hearted  interest  and  cooperation  extended  by 
your  Society  and  its  members.  I would  like  to  cite 
two  instances  of  valuable  cooperation  extended  by 
the  State  Medical  Society:  (i)  the  establishment 
after  World  War  II  through  the  interest  and  assist- 
ance of  Dr.  Creighton  Barker,  executive  secretary 
of  the  Connecticut  State  iMedical  Society,  of  a com- 
mittee of  doctors  to  assist  the  CSES  and  the  VES 
in  handling  employment  problems  of  job  seekers 
which  involved  medical  information,  advice  and 
assistance.  ( 2 ) The  publication  in  the  Connecticut 
State  Medical  Journal— June  1947— of  an  article 
on  Selective  Placement  written  by  my  then  assist- 
ant, Vincent  P.  Hippolitus,  entitled  “Doctors  Have 
Added  Responsibilities.”  This  article  furnished  in- 
formation to  physicians  regarding  the  type  of  in- 
formation which  would  be  most  valuable  to  the 
CSES  and  VES  when  physicians  were  called  on  to 
complete  the  Physical  Capacities  Appraisal  forms 
used  by  these  agencies  in  their  joint  program  of 
selective  placement  of  handicapped  persons  in  suit- 
able jobs.  Sound  practical  information  regarding 
the  actual  physical  limitation,  if  any,  of  an  individual 
job  applicant  covering  such  items  as  running,  walk- 
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ing,  standing,  bending,  climbing,  lifting,  finger  dex- 
terity, etc.,  is  the  basis  of  selective  placement.  This 
information  is  used  to  compare  the  person’s  physical 
abilities  with  the  actual  physical  demands  of  the  job 
he  is  seeking.  Employer  acceptance  of  handicapped 
workers  has  been  developed  to  its  present  high  status 
through  this  common  sense  approach  in  matching 
physical  abilities  of  the  job  applicant  against  the 
actual  physical  demands  of  the  job. 

The  development  of  this  full  utilization  of  medi- 
cal science  in  the  employment  field  has  reached  its 
highest  point  in  this  State,  I believe,  in  the  program 
of  the  United  Aircraft  which  is  directed  by  Dr. 
John  N.  Gallivan.  I know'  the  details  of  this  pro- 
gram through  having  had  the  opportunity  of  study- 
ing its  operations  at  the  time  when  the  Department 
Employment  Commission  of  the  American  Legion, 
as  a result  of  their  study,  presented  Pratt  and  Whit- 
ney Aircraft  as  the  concern  with  the  most  outstand- 
ing record  in  the  employment  of  the  physically 
handicapped  persons  including  disabled  veterans. 
Pratt  and  Whitney  was  awarded  the  National 
American  Legion  Citation  of  Appreciation  in  1952. 
Some  figures  showing  the  results  of  Dr.  Gallivan’s 
leadership  in  this  program  might  be  interesting  and 
amazing  to  those  who  are  not  aware  of  the  advances 
in  industrial  medicine  and  its  value  to  the  handi- 
capped, to  their  families  and  their  communities.  In 
August  1952,  of  the  22,165  employees  of  Pratt  and 
Whitney  (over  40  per  cent  of  them  war  veterans) 
at  their  East  Hartford  plant  4,92 1 were  handicapped 
or  22.2  per  cent  of  all  Pratt  and  Whitney  w^orkers. 
The  scientific  and  practical  program  developed  and 
directed  by  Dr.  Gallivan  led  to  the  full  utilization 
of  the  skills  and  abilities  of  these  employees  so  that 
they  are  efiicient  productive  profitable  employees 
and  not  considered  as  handicapped  at  all— because 
they  are  not  handicapped  in  efficiently  handling  the 
carefully  selected  jobs  to  which  they  are  assigned. 

In  closing  I w ould  like  to  again  express  my  appre- 
ciation to  the  Connecticut  State  Medical  Society  and 
its  members  for  their  assistance  and  cooperation  in 
the  development  of  the  effective  program  now^  oper- 
ating in  this  State  through  various  agencies,  organi- 
zations and  employers,  including  the  ones  in  which 
I have  a direct  connection;  namely,  the  VES,  the 
CSES,  the  American  Legion  and  the  Connecticut 
Committee  for  the  Employment  of  the  Physically 
Handicapped.  I wmuld  like  also  to  congratulate  Dr. 
Gallivan  on  this  well  earned  national  recognition 
through  the  Citation  of  the  President’s  Committee. 


61 

LETTERS  TO  THE  EDITOR 

<><N>y<><c>c  xC-v  yyy  x y y yy  y y y y y y y y y y y y y y y y y y y y y • 

Not  All  Need  Angiography 

85  JelTerson  Street 
Hartford  14,  Connecticut 

December  10,  1953 

To  the  Editor: 

In  the  recent  October  issue  of  this  Journal,  in 
summarizing  the  handling  of  subarachnoid  hemor- 
rhage, Dr.  Whitcomb  made  the  following  state- 
ment—“If  subarachnoid  bleeding  is  found,  patient 
should  be  hospitalized  without  delay  at  the  nearest 
neurosurgical  center  and  placed  on  the  critically  ill 
list,  despite  how  w^ell  he  may  appear  clinically. 
Cerebral  angiography  should  be  carried  out.  Erom 
this  point  on,  each  case  must  be  handled  as  an 
individual  problem,  and  rule  of  thumb  does  not 
apply.” 

With  the  last  sentence  I would  agree,  but  I beg 
to  differ  with  the  concept  that  every  patient  who 
has  blood  in  the  subarachnoid  space  should  be  con- 
sidered as  a candidate  for  surgical  treatment— 
wdiether  an  intracranial  procedure  or  carotid  liga- 
tion in  the  neck— until  bilateral  angiograms  fail  to 
reveal  an  aneurysm.  In  a study  of  313  cases  of  sub- 
arachnoid hemorrhage  at  the  Johns  Hopkins  Hos- 
pital over  the  past  25  years  (excluding  trauma,  birth 
injury,  tumor  and  intracerebral  hemorrhage  in 
patients  over  50  years  old),  171  were  of  unknown 
origin  (55  per  cent);  126  were  proven  due  to  arterial 
aneurysm  (40  per  cent).  In  another  series  of  143 
cases  at  the  iVIontreal  Neurological  Institute,  from 
1938  to  1948,  56  were  of  undetermined  cause  (32  per 
cent);  30  were  due  to  ruptured  aneurysm  (21  per 
cent).  While  it  is  true  that  the  recent  extensive  use 
of  angiography  demonstrates  a greater  percentage 
of  aneurysms,  the  fact  remains  that  subarachnoid 
bleeding  is  often  obscure,  both  as  to  the  type  of 
vascular  lesion  and  its  site.  This  is  particularly  true 
in  the  elderly  age  group  know  n to  be  arteriosclerotic 
where  the  rupture  or  oozing  may  take  place  through 
an  atheromatous  weakness  in  the  vessel  w ithout  true 
saccular  or  “berry”  aneurysm  formation. 

It  wx)uld  seem  that  the  current  intense  interest 
and  publications  of  neurosurgery  in  the  technique, 
first  of  demonstrating,  then  of  trapping,  clipping  or 
ligating,  and  even  dissecting  and  excising  the  lesion 
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has  come  to  monopolize  the  therapeutic  approach  to 
this  problem.  Generally  speaking,  the  young  indi- 
vidual is  the  one  who  is  likely  to  have  an  aneurysm 
that  may  he  helped  by  surgery  and  at  the  same  time 
not  be  harmed  by  angiography.  The  exact  reverse 
holds  true  for  the  older  patient. 

In  the  current  issue  of  the  foirnnil  of  Neurosur- 
gery, a paper  by  Row'botham  et  al  emphasizes  the 
dangers  of  cerebral  angiography.  Of  430  patients 
subjected  to  this  procedure,  33  had  postoperative 
hemiparesis,  of  w'hom  the  neural  dysfunction  was 
permanent  in  12  and  death  occurred  in  3.  In  a series 
of  147  angiograms  reported  in  1951  by  Dunsmore, 
Scoville  and  Whitcomb  from  the  Department  of 
Neurosurgery  of  the  Hartford  Hospital,  there  were 
14  complications  of  which  8 were  major  ( 5 per  cent), 
including  3 deaths  and  4 permanent  paralyses.  These 
authors  stress  the  importance  of  selection  of  cases 
and  avoiding  the  older  age  group  having  thrombotic 
tendencies  or  other  evidence  of  impaired  cerebral 
circulation. 

It  would  appear  then  that  there  is  a chance  that 
about  one  out  of  three  patients  will  have  subarach- 
noid bleeding  of  unknown  origin.  The  aneurysm  in 
a goodly  number  of  the  remainder  will  escape  detec- 
tion by  even  the  best  present  technique  of  angi- 
ography. The  aneurysm,  even  if  located,  may  be 
so  situated  as  to  defy  handling  by  the  most  skilled 
surgeon,  utilizing  the  newest  techniques  including 
the  aid  of  hypotensive  drugs.  If  proximal  ligation 
in  the  neck  is  resorted  to  as  the  method  of  choice  in 
treating  an  aneurysm  of  the  carotid  artery  in  its 
cavernous  or  cerebral  portion,  this  appears  to  be  a 
fairly  benign  procedure  based  on  a recent  follow-up 
study  of  Black  and  German.  They  found  27  living 
out  of  35  treated  over  a period  of  16  years  at  the 
New^  Haven  Hospital.  Only  six  of  the  survivors 
were  over  50  at  the  time  of  ligation. 

Taking  all  these  factors  into  consideration,  it  is 
my  considered  opinion  that  the  average  patient 
above  age  50  who  survives  the  initial  stage  of  sub- 
arachnoid hemorrhage  may  have  as  good  and  perhaps 
better  chance  with  conservative  medical  manage- 
ment, including  careful  spinal  drainage  under  mano- 
metric  control,  than  if  he  is  hurriedly  and  often 
excitedly  transported  to  a distant  hospital  to  be 


subjected  to  the  rigors  of  angiography  in  an  attempt 
to  prove  or  disprove  the  presence  of  an  aneurysm 
which  is  not  very  likely  to  be  amenable  to  surgery. 
This  statement  is  made  without  meaning  in  any  way 
to  belittle  the  recent  brilliant  achievements  of  neuro- 
surgery in  this  field.  But  as  Hamby  aptly  put  it  some 
time  ago,  this  kind  of  surgery  is  big  game  hunting. 
It  still  is;  the  quarry  is  elusive. 

Sincerely  yours, 

James  C.  Fox,  Jr.,  m.d. 

A Medical  School  For  Hartford? 

San  Marino,  California, 
November  23,  1953 

To  the  Editor: 

The  letter  of  my  old  friend  Michael  Shea  in  the 
November  issue  interested  me.  He  stresses  three  im- 
portant points:  ( i ) the  probable  shortage  of  physi- 
cians by  i960,  (2)  the  lack  of  general  practitioners, 
and  (3)  the  difficulty  and  expense  of  enlarging 
existing  medical  schools  to  meet  this  situation.  As  he 
points  out  there  are  now  seven  ( 7 ) medical  schools 
in  the  country  w hich  train  only  first  and  second  year 
students  and  have  enrolled  561  students.  He  suggests, 
to  meet  the  emergency,  the  setting  up  of  institutions 
to  train  only  3rd  and  4th  year  medical  students.  He 
names  certain  large  cities  wdaich  have  w^ell  known 
hospitals  as  proper  places  to  do  this,  including  Hart- 
ford, Connecticut. 

While  this  is  not  an  ideal  solution  I would  like 
to  support  Dr.  Shea’s  contention  that  it  is  a work- 
able one.  The  Hartford  Hospital  is  a large  institu- 
tion, it  has  an  excellent  staflF  and  there  are  many  well 
trained  and  competent  physicians  in  Hartford  out- 
side of  the  regular  hospital  staff  who  could  be 
called  on  to  help  if  needed.  Furthermore,  within 
walking  distance  of  the  Hartford  Hospital  is  the 
Institute  of  Living  whose  staff  could  be  called  on 
for  aid  in  instruction  regarding  the  psychoses  and 
neuroses.  If  we  have  schools  teaching  only  the  first 
half  of  the  medical  course  I can  see  no  logical  reason 
why  we  should  not  also  have  those  which  teach  only 
the  second  half. 

Yours  very  sincerely, 

(signed)  George  Blunter 
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AMA  CLINICAL  SESSION 

ST.  LOUIS  DECEMBER  1-4,  1953 

Attendance  breaks  no  records  — Ten  on  hand  from  Connecticut  — Scientific  program 
pointed  for  G P — Three  dimension  x-rays  demonstrated  — Mr.  Cocci  — Kentucky  doctor 
chosen  General  Practitioner  of  the  Year  — President  McCormick  urges  housecleaning  at  local 
level  — Chester  Keefer  on  hand  — Resolution  on  death  of  Dr.  Howard  — Physicians  demand 
earlier  information  on  new  drugs  — Chiropractors  treating  cerebral  palsy  — Where  does  "Re- 
habilitation” belong?  — Back  dues  — Jenkins  Keogh  bills  — Voluntary  insurance  plans  — 
Membership  classifications  — Medical  care  of  military  dependents  — Moulton  Commission  — 
American  Medical  Education  Foundation  — Intern  matching  plan  — Nonservice  connected 
disability  cases  — Physicians  owning  pharmacies  — National  blood  program  — Hospitals  in 
practice  of  medicine  — Chicago  chosen  for  June  1956  meeting. 


The  Seventh  Annual  Clinical  Session  of  the  Ameri- 
can Medical  Association  which  took  place  in  St. 
Louis  the  first  week  in  December  1953  might  be 
characterized  as  one  of  quiet  dignity  and  of  intensive 
work  on  the  part  of  exhibitors  and  delegates  and 
scientific  speakers.  Lacking  was  the  glamour  of  such 
.leaders  as  Robert  Taft  and  Oveta  Hobby,  the  friend- 
ly greeting  from  the  Canadian  Medical  Association 
Secretary,  Dr.  Routley,  and  the  emotional  outbursts 
of  Admiral  Boone  pleading  for  the  VA  medical 
residency  program.  Neither  did  the  attendance  break 
all  records  for  previous  clinical  sessions.  At  the  end 
of  the  second  day,  barely  more  than  half  way,  the 
registration  vas  2,350  physicians,  over  2,795  guests, 
bringing  the  total  to  4,145.  Final  registration  was 
expected  to  total  approximately  7,500,  including 
about  2,700  physicians.  This  was  better  than  the 
previous  clinical  session  in  St.  Louis  in  1948,  about 
the  same  as  the  1951  session  in  Los  Angeles,  but  less 
than  the  1952  session  in  Denver.  The  Committee  on 
Arrangements  deserve  praise  for  smooth  sailing,  both 
in  the  arrangements  for  the  House  of  Delegates  at 
the  Jefferson  Hotel  and  also  in  the  efficient  manage- 
ment at  Kiel  Auditorium  where  were  housed  all  the 
exhibits  and  where  the  scientific  program  was  carried 
out. 

Scientific  Program 

About  1 50  papers  covering  every  important  disease 
encountered  by  the  family  physician  were  presented 
by  outstanding  physicians  at  the  general  and  section 
meetings.  Two  panels  discussed  the  effectiveness  of 
various  methods  of  attacking  cancer,  especially  in 
reference  to  pain  relief.  New  hormones  in  gyne- 
cology; maternal  complications  after  birth;  detec- 
tion, treatment  and  prevention  of  cancer  of  the 
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Thomas  P.  Murdock,  Meriden— Member,  Board  of 
Trustees. 

Stanley  H.  Osborn,  Hartford— Member,  Council 
on  Constitution  and  By-Laws. 

Norman  H.  Gardner,  East  Hampton— Member, 
Council  on  Rural  Health. 

Ralph  M.  Tovell,  Hartford— Lecturer  on  “The 
Care  of  the  Patient  on  the  Operating  Table”  in 
scientific  session  on  surgery. 

Thomas  J.  Danaher,  Torrington— Member,  House 
of  Delegates. 

Oliver  L.  String-field,  Stamford— Member,  House 
of  Delegates. 

Stanley  B.  Weld,  Hartford— Member,  House  of 
Delegates  and  Reference  Committee  on  Hygiene  and 
Public  Health. 

Robert  D.  Baird,  New  Milford. 

Donald  E.  Tinkess,  Greenwich. 

Robert  T.  Zanes,  Jr.,  New  Haven. 


uterus;  prolonged  labor  in  childbirth;  recent  devel- 
opments in  the  treatment  of  rheumatic  fever  and 
nephritis  with  emphasis  on  prevention;  antibiotic 
therapy;  the  prevention  and  treatment  of  virus  in- 
fections—all  these  were  included  in  the  program.  One 
panel  discussed  coronary  heart  disease  and  angina 
pectoris  and  another  considered  lung  diseases. 

Television  and  Motion  Pictures 
A television  program  was  carried  on  for  four  days 
over  a closed  circuit  from  St.  Louis  City  Hospital 
to  Kiel  Auditorium.  One  of  these  presentations 
showed  how  radioactive  isotopes  are  used  to  localize 
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brain  tumors.  None  of  these  televised  programs 
could  be  picked  up  on  home  receivers.  Then  there 
were  medical  motion  pictures,  most  of  them  in  color, 
demonstrating  such  subjects  as  congenital  malforma- 
tions of  the  heart,  antituberculosis  drugs  in  the 
medical  and  surgical  treatment  of  tuberculosis,  intra- 
articular  injections  of  hydrocortisone,  and  a pre- 
liminary demonstration  of  3-D  x-rays,  the  first  sucli 
in  the  middle  west. 

Scientific  Exhibits 

Special  features  of  the  session  were  the  symposium 
on  traffic  accidents  which  combined  the  experience 
of  the  police,  the  Safety  Council,  and  the  medical 
profession,  and  the  symposium  on  diabetes  which 
included  an  extensive  exhibit  under  the  direction  of 
the  boston  and  St.  Louis  groups.  The  various  exhibits 
on  cardiac  disease,  especially  those  showing  the  re- 
sults of  surgery  on  stenotic  valvular  disease,  the 
surgical  correction  of  interatrial  septal  defects,  and 
the  surgical  treatment  of  mitral  valve  diseases  were 
outstanding.  Very  attractive  was  the  exhibit  por- 
traying the  therapeutic  equipment  used  in  the  treat- 
ment of  cerebral  palsied  patients  and  of  interest  was 
the  exhibit  on  “The  Physician  in  Child  Accident 
Prevention”  by  a former  intern  of  the  Hartford 
H ospital,  George  A4.  Wheatley,  now  vice-president 
of  the  Metropolitan  Life  Insurance  Company.  There 
must  always  be  a joker  in  every  pack  and  this  time 
it  was  the  exhibit  on  “Ballistocardiography  as  an 
Office  Procedure”  by  a Dr.  I.  E.  Buff  of  Charleston, 
West  Virginia.  Not  contented  with  demonstrating 
his  oscilloscope,  he  proceeded  to  increase  the  fears 
and  phobias  of  the  introspective  doctor  and  to  cause 
the  more  impervious  to  raise  an  eyebrow  with  his 
warnings  of  the  dire  outcome  which  all  of  us  face 
because  of  the  ravages  of  coronary  heart  disease.  No 
doubt  this  exhibitor  will  be  among  the  missing  at 
future  sessions. 

Technical  Exhibits 

Little  new  could  be  found  in  the  technical  ex- 
hibits. If  anything  the  number  of  proper  shoes  for 
infants  and  children  and  modernized  bras  is  on  the 
increase.  The  cigarettes  lines  were  in  evidence  this 
session  for  the  last  time  as  the  reading  physician  has 
demanded  and  is  getting  a purge  from  AMA  publi- 
cations of  all  tobacco  advertising  beginning  January 
I,  1954.  So  much  for  the  “Doctor,  be  your  own 
judge  . . . try  this  simple  test,”  “Make  your 

own  thirty  day  test,”  “Proof  with  one  puff,”  and 


“Not  a cough  in  a carload.”  Perhaps  they  will  be 
back  before  many  years  and  we  would  welcome 
them  if  they  would  stick  to  cigarettes,  etc.,  and  leave 
medicine  and  the  doctor  out  of  the  picture.  There 
was  one  exhibit  which  was  entirely  new-  Abbott 
Laboratories  had  caged  up  and  on  exhibit  Mr. 
Cocci,  a weird  looking  protozooan-appearing  gentle- 
man who  was  supposed  to  represent  a composite  of 
all  the  organisms  known  to  the  medical  world,  at 
least  to  the  Abbott  contingency.  iVIotion  in  the 
technical  exhibit  catches  the  eye,  hence  the  1954 
models  should  produce  more  activity.  Sealy  Mat- 
tress’ back  rubbing  woman  should  not  be  alone  in 
the  limelight  with  Mr.  Cocci  and  we  hope  others  will 
follow. 

House  of  Delegates 

This  year  the  Speaker  surpassed  all  his  predeces- 
sors in  attaining  a number  of  refinements  which 
added  to  the  ease  with  which  the  House  operated. 
Not  only  were  the  delegates  furnished  with  tables 
on  which  to  write  and  folders  to  hold  their  material, 
but  copies  of  all  resolutions  introduced  were  fur- 
nished each  delegate,  if  not  by  the  time  they  were 
introduced,  at  least  before  action  was  taken  on  them. 
This  created  much  favorable  comment  and  the 
Speaker,  James  R.  Reuling  of  New  York,  received 
the  congratulations  due  him  for  his  foresightedness. 

GENERAL  PRACTITIONER  OE  THE  YEAR 

Almost  the  first  action  of  the  House  was  the  selec- 
tion of  Joseph  I.  Greenwell  of  New  Haven,  Ken- 
tucky as  the  General  Practitioner  of  the  Year.  Dr. 
Greenwell  is  80  years  old  and  in  addition  to  his  long 
years  of  practice  in  a very  rural  area  he  was  mayor 
of  New  Haven  for  14  years,  a member  of  the  town’s 
Board  of  Trustees  for  25  years,  and  has  been  acting 
health  officer  for  his  county  for  the  past  8 years. 
Dr.  Greenwell  was  on  hand  to  receive  the  gold  medal 
and  citation  from  AiMA  President,  Edward  J.  Mc- 
Cormick. 

preisdent’s  address 

Dr.  McCormick  in  his  address  to  the  House  of 
Delegates  outlined  the  progress  made  since  the  last 
session  in  New  York  City,  but  he  warned  that  there 
has  been  little  change  in  the  federal  government’s 
trend  toward  socialism,  cited  a need  for  better 
methods  of  communicating  medical-economic  prob- 
lems to  the  individual  physician,  and  called  on  other 
professions  and  vocations  to  clean  their  own  houses. 
This  latter  point  no  doubt  followed  upon  the  recent 
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smear  campaign  against  physicians  in  lay  magazines, 
notably  Colliers.  Dr.  McCormick  was  very  forceful. 
He  said  our  relations  with  the  public  are  not  good, 
that  we  need  stronger  grievance  committees  and  an 
expulsion  of  those  who  violate  the  Code  of  Ethics 
and  that  this  should  be  accomplished  at  the  local 
level.  It  is  a grass  roots  problem.  Our  economic 
problems  are  not  solved.  Federal  handouts  have  in- 
creased—a pernicious  system— and  other  organiza- 
tions should  demand  the  same  ethics  as  does  medi- 
cine. Many  physicians  and  laymen  know  very  little 
of  the  unsellish  devotion  of  the  councils  and  com- 
mittees of  the  AMA.  We  need  newer  techniques  to 
bring  the  knowledge  of  this  to  our  members.  How 
many  read  the  Organization  Section  of  the  Journal 
of  the  AMA?  And  finally  Dr.  McCormick  pleaded 
for  the  formal  teaching  of  medical  ethics  in  our 
medical  schools  right  now. 

THE  NEAV  SPECIAL  ASSISTANT  TO  MRS.  HOBBY 

Chester  Keefer  of  Boston  received  a great  hand 
when  presented  as  the  new  Special  Assistant  to  Mrs. 
Oveta  Culp  Hobby,  Secretary  of  the  Department  of 
Health,  Education  and  Welfare.  Dr.  Keefer  outlined 
in  considerable  detail  the  problems  within  his  scope 
and  the  program  contemplated  by  his  department. 
Medicine  may  rightly  be  proud  that  a physician  of 
such  outstanding  ability  has  been  selected  for  this 
important  post  and  has  found  it  possible  to  accept 
the  honor. 

RESOLUTION  ON  DEATH  OF  DR.  HOWARD 

Your  delegates  presented  the  following  resolution 
on  the  death  of  our  own  Joseph  H.  Howard  and  it 
was  adopted  by  a unanimous  vote. 

Whereas,  In  the  death  of  Joseph  H.  How^ard,  m.d. 
of  Bridgeport,  Connecticut  in  September  of  this  year 
American  Medicine  has  lost  one  of  its  most  cour- 
ageous and  enthusiastic  statesmen  and  the  medical 
profession  of  Connecticut  a leader  of  outstanding 
ability,  and 

Whereas,  Dr.  Howard,  an  eminent  gynecologist 
and  obstetrician,  was  a member  of  the  House  of 
Delegates  of  the  American  Medical  Association  for 
the  past  eight  years,  a past  president  of  his  county 
and  state  medical  societies  and  many  allied  organiza- 
tions where  his  counsel  and  judgment  were  sought 
during  all  the  thirty  years  of  his  membership  in 
organized  medicine;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  in  session  in  St.  Louis 


December  i to  3,  1953  expresses  its  deep  sense  of 
loss  in  the  death  of  Dr.  Howard;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent 
to  the  family  of  the  deceased. 

ETHICAL  ADVERTISING 

Very  few  controversial  issues  were  presented  to 
this  session  of  the  House  of  Delegates  but  there  was 
much  food  for  thought  and  some  for  action.  One 
resolution  from  West  Virginia  urging  that  the  House 
of  Delegates  and  the  Board  of  Trustees  of  the  AVIA 
“give  consideration  to  measures  which  will  insure 
complete  conformity  of  all  therapeutic  claims  with 
those  recognized  by  the  appropriate  official  author- 
ities of  the  AVIA”  and  “that  steps  be  taken  to 
sti  eng  then  the  facilities  for  the  detection  and 
evaluation  of  all  toxic  reactions  to  therapeutic 
agents  brought  forth  considerable  discussion  in  the 
reference  committee  hearings.  As  a result  the  refer- 
ence committee  brought  in  a recommendation  that 
the  Council  on  Pharmacy  and  Chemistry  use  every 
means  possible  to  supply  physicians  with  all  available 
information  on  each  new  drug  as  soon  as  it  is  pro- 
duced, even  before  it  is  advertised  or  presented  to 
the  Council  for  consideration.  The  House  passed 
this  resolution  which  should  be  of  considerable  help 
to  the  physician  in  securing  more  up  to  the  minute 
information  on  new  drugs  now  supplied  largely  by 
the  detail  man. 

It  was  voted  not  to  seek  any  change  at  this  time  in 
the  federal  narcotic  law  permitting  extension  of  the 
01  al  piesciiption  classification  to  mixtures  and  com- 
pounds of  potentially  dangerous  opium  derivatives. 

The  House  voted  to  request  the  Board  of  Trustees 
to  institute  some  means  of  procuring  accurate  in- 
formation on  the  training  in  chiropractic  and  nature- 
opathic  schools  as  this  is  becoming  an  urgent  need 
for  some  state  medical  societies  in  their  legislative 
battles  against  the  cults.  It  was  also  brought  out  that 
in  Columbia,  South  Carolina  the  chiropractors  are 
about  to  take  over  the  entire  treatment  of  cerebral 
palsied  children  through  the  crippled  children’s 
organization  there  and  with  the  backing  of  the 
Grotto,  a Masonic  body.  The  house  therefore  con- 
demned the  chiropractic  treatment  of  these  cases  and 
pointed  out  the  need  for  more  vigilance  at  the  local 
level  to  prevent  such  situations  developing. 

WHERE  DOES  “REHABILITATION”  BELONG? 

Three  resolutions  were  introduced  relating  to  the 
term  “rehabilitation.”  A fourth  resolution  brought 
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order  out  of  chaos  and  was  adopted.  By  this  action 
the  Board  of  Trustees  has  been  requested  to  appoint 
a committee  composed  of  representatives  of  the 
various  specialties  most  directly  concerned  with  re- 
habilitation to  study  the  issues  raised  and  to  report 
to  the  next  blouse  of  Delegates  meeting  in  June 
i9<f4  with  recommendations  relative  to  the  following 
questions: 

1.  Should  the  Council  on  Physical  Medicine  and 
Rehabilitation  be  reorganized  and  renamed  to  indi- 
cate more  clearly  a primary  function  having  to  do 
with  the  investigation,  standardization,  and  certifi- 
cation of  medical  equipment,  apparatus  and  mate- 
rials? 

2.  Should  another  Council  be  formed  properly 
representative  of  the  various  branches  of  medicine 
which  are  concerned  with  rehabilitation,  such  Coun- 
cil to  be  named,  “The  Council  on  Rehabilitation”? 

3.  Should  the  Section  on  Physical  Medicine  and 
Rehabilitation  be  renamed  the  “Section  on  Physical 
iMedicine”? 

4.  Should  the  American  Board  of  Physical  iMedi- 
cine and  Rehabilitation  be  renamed? 

BACK  DUES 

It  was  voted  that  to  become  reinstated  as  a member 
of  the  AMA,  once  membership  has  been  forfeited 
because  of  nonpayment  of  dues,  it  will  be  necessary 
to  pay  up  only  the  dues  for  the  first  year  of  arrears 
in  addition  to  the  current  year. 

JENKINS-KEOGH  BILLS 

The  House  of  Delegates  reafiirmed  its  support  and 
endorsement  of  the  voluntary  pension  program  pro- 
vided in  the  Jenkins-Keogh  bills  and  its  strong 
opposition  to  the  extension  of  compulsory  coverage 
of  physicians  under  title  II  of  the  Social  Security 
Act.  The  reference  committee  report  adopted  by  the 
House  said: 

“The  purpose  of  these  bills  is  to  eliminate  the 
discrimination  and  inequities  which  exist  under 
present  tax  laws  by  extending  the  tax  deferment 
privilege  to  the  country’s  ten  million  self  employed 
and  also  to  millions  of  employees  who  are  not 
covered  by  pension  plans.  The  purpose  of  the  reso- 
lution is  to  reaffirm  our  support  of  the  voluntary 
pension  program  provided  in  the  Jenkins-Keogh  bills 
and  to  reaffirm  our  strong  opposition  to  the  extension 
of  compulsory  coverage  of  physicians  and  other  self 
employed  persons  under  Title  II  of  the  Social  Secur- 
ity Act.” 


DOCTOR  DRAFT  LAW 

The  same  committee  report  urged  continued 
action  to  obtain  passage  of  the  Bricker  Amendment 
(S.J.Res.  I ) and  approved  the  principle  of  legisla- 
tion which  would  reduce  or  remove  the  limitation  on 
the  deduction  of  medical  and  dental  expenses  for 
income  tax  purposes.  It  also  opposed  any  further 
extension  of  the  “Doctor  Draft”  Law  beyond  the 
present  expiration  date  of  June  30,  1955. 

The  report  said  that  “your  Committee  feels  strong- 
ly that  there  should  be  no  further  extension  of  the 
Doctor  Draft  Law.  We  feel  that  the  legislation  is 
discriminatory  and  urge  the  Committee  on  Legisla- 
tion and  the  Board  of  Trustees  to  actively  oppose 
any  further  extension.” 

VOLUNTARY  INSURANCE 

Attention  was  called  to  the  fact  that  a total  of 
91,667,000  Americans  were  protected  against  the 
cost  of  hospital  care  at  the  end  of  1952,  a 7 per  cent 
increase  over  1951.  More  than  73,161,000  were  in- 
sured against  the  costs  of  surgical  expense,  a 12  per 
cent  increase  during  the  year.  Medical  expense  pro- 
tection was  enjoyed  by  35,797,000,  a 29  per  cent 
increase  over  1951,  and  689,000  persons  are  now 
protected  by  “catastrophic”  insurance,  a relatively 
new  form  of  coverage. 

The  House  passed  a resolution  requesting  the 
Council  on  Medical  Service  to  proceed  with  a special 
study  of  the  problem  of  coverage  under  voluntary 
plans  for  catastrophic  or  long  continued  and  highly 
expensive  illness  and  of  plans  for  a retirement  fund 
program  for  citizens  on  small  incomes  not  eligible 
under  present  existing  public  or  private  plans. 

The  House  of  Delegates  also  voted  to  condemn  all 
insurance  contracts  which  classify  any  medical 
service  as  a hospital  service.  In  doing  this  it  re- 
affirmed all  its  past  actions  relating  to  this  subject. 
This  action  came  as  a result  of  information  received 
to  the  effect  that  Health  Service,  Inc.,  a capital  stock 
casualty  insurance  company  reported  to  be  wholly 
owned  by  the  Blue  Cross  Commission  of  the  Ameri- 
can Hospital  Association,  has  issued  contracts  to 
employees  of  the  meat  packing  industry  and  their 
dependents  in  violation  of  the  principles  established 
by  the  AMA.  In  addition  to  this.  Medical  Indemnity 
of  America,  Inc.,  an  insurance  company  said  to  be 
owned  and  controlled  by  Blue  Shield  Medical  Care 
Plans,  Inc.,  and  Health  Service,  Inc.  are  operated 
under  an  agreement  whereby  each  insurer  assumes 
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half  the  risk  iinderAX’ritten  by  the  other.  Here  we 
find  the  ghost  of  anesthesiology,  pathology,  radi- 
ology and  physiatry  stalking  again  under  the  cloak 
of  hospital  coverage. 

EMERGENCY  CAIJ.  SYSTEMS  AND  GRIEVANCE 
COMMITTEES 

Emergency  call  systems  have  increased  more  than 
tenfold  since  194S.  Six  hundred  medical  societies 
nou'  have  grievance  committees  and  of  the  larger 
societies  83  per  cent  are  so  supplied.  It  is  hoped  that 
all  the  larger  county  and  city  societies  wiW  set  up 
such  committees  in  1954. 

CLARIFICATION  OF  MEMBERSHIP  CLASSIFICATIONS 

There  exists  among  some  constituent  associations 
of  the  AMA  a confusion  in  terminology  and  mem- 
bership privileges.  This  problem  was  discussed  ex- 
tensively in  the  Journal  of  AMA,  November  28, 
1953.  As  this  is  a very  recent  issue  it  should  be 
readily  available  to  all  of  our  members  and  it  is 
therefore  recommended  that  you  consult  the  above 
issue  of  Journal  of  AMA  and  familiarize  yourself 
with  the  contents  of  the  article  entitled  “Develop- 
ment of  Uniformity  in  Membership  Regulations 
Between  Constituent  Associations  and  AMA.” 

MILITARY  MEDICINE 

The  Board  of  Trustees  was  directed  to  study  the 
question  of  federally  subsidized  scholarships  for 
prospective  military  personnel  and  to  support  the 
principle  of  the  same  if  action  becomes  necessary 
before  the  next  session  of  the  House  of  Delegates 
convenes. 

Approval  was  extended  of  the  principles  and  prac- 
tices outlined  in  current  disaster  policies  of  the  Red 
Cross  for  the  handling  of  the  medical  features  of 
disaster  relief.  These  policies  have  been  published 
and  are  available. 

DEPENDENT  MEDICAL  CARE 

Medical  care  for  dependents  of  service  personnel 
has  been  the  subject  of  considerable  study  by  the 
Trustees  and  at  least  two  of  its  Councils.  The  AMx\ 
is  opposed  to  the  present  method  of  providing 
medical  care  for  dependents  of  service  personnel 
because  it  operates  to  the  detriment  of  the  com- 
munity medical  program,  it  requires  unnecessary  and 
exceedingly  costly  expansion  of  medical  military 
facilities  producing  an  artificial  shortage  of  medical 
and  allied  health  personnel.  The  House  adopted 
the  following  policy: 


(a)  That  Congress  be  urged  to  carefully  consider 
and  fully  define  a national  policy  with  respect  to 
the  provision  of  medical  care  for  dependents  of  serv- 
ice personnel. 

(b)  That  the  Association  advocate  that  any  pro- 
gram devised  for  the  care  of  dependents  of  military 
personnel  be  made  contingent  upon  the  adoption  of 
a clear  and  understandable  definition  of  what  con- 
stitutes a dependent. 

(c)  That  the  Association  continue  to  recognize  the 
need  and  importance  of  utilizing  military  medical 
personnel  and  facilities  in  providing  hospitalization 
and  medical  care  for  dependents  of  service  personnel 
residing  outside  the  continental  United  States,  and 
at  or  near  military  posts  in  the  United  States  where 
civilian  facilities  are  unavailable  or  inadequate. 

(d)  That  except  in  situations  as  outlined  in  (c) 
above,  the  Association  recommend  that  medical  care 
and  hospitalization  of  the  dependents  of  service  per- 
sonnel be  provided  by  civilian  personnel  in  civilian 
facilities;  and 

(e)  That  the  Association  approve  of  the  principle 
of  premium  payments  by  service  personnel  through 
the  media  of  non  governmental  insurance  agencies 
to  cover  the  cost  of  medical  and  hospital  care  of  their 
dependents  through  voluntary  payroll  deductions. 

In  addition  to  the  above  the  House  of  Delegates 
went  on  record  in  disagreement  with  the  substance 
of  the  recommendations  of  the  Moulton  Commis- 
sion (Citizen’s  Advisory  Commission  on  Aledical 
Care  of  Dependents  of  Military  Personnel).  This 
Commission  was  believed  to  have  been  given  insuffi- 
cient time  to  investigate  the  many  complex  problems 
and  issues  involved  in  the  provision  of  medical  care 
for  dependents  of  service  personnel  and  it  failed  to 
take  cognizance  of  the  broad  social  implications  of 
this  problem  and  the  fact  that  a perpetuation  or  an 
extension  of  the  present  program  transcends  the 
interests  of  the  Department  of  Defense.  The  House 
voted  to  recommend  that  the  newly  established 
Hoover  Commission  be  requested  to  consider  the 
subject  of  dependent  medical  care,  that  the  matter  be 
thoroughly  and  exhaustively  studied  and  that  Con- 
gress be  supplied  with  complete  background  and 
statistical  information,  as  \\t11  as  a discussion  of  the 
broad  implications  of  the  program,  so  that  a sound 
national  policy  can  be  established. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION 

The  income  realized  by  the  American  Medical 
Education  Eoundation  in  1952  for  the  first  time 
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[)assc(l  the  million  dollar  mark,  reaching  !j?  i , i 74,000. 

I he  mimher  ol  pln  sieians  font  rihiinn”  more  than 
doubled  last  \ear.  Ph\sie-ians  ha\e  yi\en  to  the 
mealieal  schools  ol  oiii'  eountr\’  o\er  one  and  rhi'ee- 
(juarter  million  dollars.  1 he  IJoard  ot  1 rustees  ol 
AM  A plans  to  <4i\e  another  llj)5oo,ooo  ro  the  kounda- 
tion  in  k;^4  hrittt^in!^  ro  a roral  of  1|?2  million  the 
c'onrnhiit ion  of  rh.e  \.\1  A ro  the  merlical  schools. 

! he  Hoard  will  not  he  in  a position  ro  continue  this 
annual  cont nhurion  imlefinircK  and  urges  continued 
and  increased  supporr  h\  indi\ idiial  ph\  sicians  and 
l)\  oi'Ltam/arions  iti  medical  and  allied  fields. 

I \ 1 1 l<\  1 K \l  \ I N(.  I'l.AXS 

I he  delegare  from  Rhorle  island  introduced  a 
resolution  to  abolish  rhe  marching  plan  for  intern- 
ships. Since  this  has  been  found  success!  ul  in  almost 
(;o  p'er  cent  of  hospitals  atul  students  atid  siticc  th.e 
I louse  beliexes  that  the  small  nonteaching  hospitals 
are  just  as  well  off  under  this  plan  as  thc\'  were 
before  its  inception,  it  rejected  the  resolutioti. 

The  (iouncil  on  Alerlical  I'ducatiott  atid  Hospitals 
was  riirected  to  revise  and  republish  its  listitig  to 
include  all  hospitals  accredited  but  tiot  subscribing 
to  rhe  Marching  Plati  iti  the  satue  master  list  w ith 
those  accredited  for  inteni  training  arid  using  the 
Matching  Plan. 

\ONSI  KX  icr  CONMCII  I)  CASt.S 

An  attempt  was  made  to  pass  a resolution  w hich 
would  act  through  the  deans’  committees  and  regu- 
late medical  attention  rendered  to  veterans  in  \’A 
hospitals  for  teaching  purposes  by  limiting  to  those 
cases  of  seiA’ice  connecterl  origin  onl\c  'Phis  w as  de- 
feated. i his  w as  the  onlv  resolution  relatintt  to  the 
controxersial  subject  of  nonsendee  connected  dis- 
abilit\-  cases  in  \'A  hospitals  introduced  into  this 
1 louse  of  Delegates.  Regional  conferences  are  now' 
i)eing  held  throughout  the  United  States  to  ( 1 ) 
dewelop  a working  liaison  with  state  association 
\eterans  committees,  (2)  rliscuss  methods  for  carry- 
ing our  rhe  instructions  of  rhe  1 louse  of  Delegates, 
(t)  increase  the  number  of  plnsieians  who  ha\e  a 
working  know  ledge  of  the  policy  and  the  facts 
relating  to  it,  ami  {4)  learn  rhe  situation  in  each 
state.  \ eterans  c)rgani'/.ations  are  castigating  the 
•American  Aledical  Association  for  its  opposition  to 
treating  nonsen  ice  connected  cases  in  \"A  hospitals. 
The  medical  director  of  the  A'etcrans  Administra- 
tion adds  his  x'oicc  to  the  uproar  on  rhe  grounds  that 
his  medical  residency  progi'am  will  be  disrupted. 


1 ennessee  has  proposed  a plan  w hereb\'  the  veteran 
could  jmrehase  insurance  cox’erage  from  an\'  insur- 
ance companx  of  his  ox\  n selection  operating  in  his 
area  and  a[)[)roxed  bx  the  \'.\  aiul  be  reimbursed 
bx  the  fetleral  goxernment.  I his  so-callexl  1 ennessee 
i^lan  has  not  been  accepteil  b\’  the  •\A1,\  I louse  of 
Delegates.  Meanwhile  rhe  struggle  continues. 

I’lix  sK  iANs  oxx  \i\(i  im  \K\i  \(ai  s 

In  rlie  report  b\'  rhe  jiulicial  Uouncil  attention  xx  as 
again  called  to  rhe  ruling  bx'  this  Uouncil  that  it  is 
unethical  for  a phx'sician  to  haxe  a financial  interest 
in  a phai  niacx'  in  the  area  in  xx  hich  he  coiulucts  his 
professional  activities  and  xx  here  he  profits  directlx^ 
or  indirectlx'  from  the  sale  of  dexices  or  I'emedies 
prescribed  for  his  patients.  ! he  Judicial  Uouncil  also 
has  ruled  that  the  rental  of  space  to  a pharmacist 
in  a clinic  or  ofhee  building  oxx  nexl  or  leased  1)V 
phx'sicians  is  unethical  if  the  space  is  rented  on  a 
sliding  scale  or  for  a percentage  of  the  income 
received. 

\AIIONAI  lU.OOl)  UROURAM 

Organization  of  a proposed  National  Blood 
1^'oundation  xx  as  approx  ed  at  the  last  session  of  the 
I louse  of  Delegates  in  June  ix;53.  This  organization 
has  not  liecn  completed  as  \'et  but  the  Board  of 
! rustees  is  continuing  its  efforts  as  directed  by  the 
1 lottse  of  Delegates. 

e \ l I IIICAI,  PRACI  ICKS 

The  House  approved  a revision  of  one  section  of 
the  Principles  of  Aledical  Ethics  of  the  AAIA  xx  hicli 
clarifies  the  relationship  of  phx'sicians  to  all  forms 
of  public  information  mexlia.  I he  revision  had  been 
xxoi'ked  out  b\'  the  Uouncil  on  Uonstitution  and 
B\’-lax\  s. 

In  an  eflMrt  to  solx  e the  publicitx'  problems  result- 
ing from  unethical  practices  b\'  a small  minority  of 
doctors,  the  1 louse  referred  to  the  Board  of  Erustees 
a resolution  calling  for  appointment  of  a special 
committee  xx  ith  broad  professional  representation 
to  studx'  all  aspects  of  the  problems.  I'he  Board  xx  as 
asked  to  study  and  implement  the  intent  of  the 
rex:olution  and  to  report  its  findings  to  the  Eiouse 
at  the  June  1954  meeting  in  San  Erancisco. 

JOIN  ! COM  M ISSfON  OX  ACCRt  l)t!  A tfOX  OP  HOSPII  ALS 

Eo  clarifx'  misunderstandings  among  physicians 
regarding  the  rules  and  regulations  of  the  joint 
Uommission  on  Accreditation  of  Hospitals,  especial- 
ly as  they  concern  the  role  of  the  Department  of 
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General  Practice  in  a hospital,  the  House  adopted 
the  following  resolution: 

“That  this  Plouse  of  Delegates  of  the  American 
Medical  Association  request  the  Joint  Commission 
on  Accreditation  of  Hospitals  to  publish  an  article 
or  series  of  articles,  in  the  Journal  of  the  American 
Medical  Association  and  other  official  publications 
circulating  among  the  medical  and  hospital  profes- 
sions, to  acquaint  the  medical-hospital  profession 
with  the  regulations,  by-laws  and  their  interpreta- 
tions, and 

“That  the  Commission  clarify  the  methods  by 
\vhich  an  aggrieved  hospital  or  its  staff  may  appeal 
a decision  with  \vhich  they  are  not  in  agreement.” 

HOSPITALS  PRACTISING  MEDICINE 

Three  resolutions  were  introduced  relating  to  the 
old  subject  of  hospitals  practising  medicine.  For 
these  was  substituted  a resolution  Avhich  was  adopted 
with  instructions  to  follow  “Guides  for  Conduct  of 
Physicians  in  Relationships  with  Institutions”  adopt- 
ed by  House  of  Delegates  at  Los  Angeles  in  De- 
cember 1951.  This  will  be  found  in  our  own  Jour- 
nal, issue  of  January  1952. 

JOINT  BILLING  TO  PATIENTS 

A resolution  introduced  by  the  Iowa  State  Medi- 
cal Society,  calling  for  approval  of  a joint  billing  pro- 
cedure involving  services  rendered  by  two  or  more 
physicians,  was  referred  to  the  Judicial  Council,  at 
the  suggestion  of  the  Reference  Committee  on 
Miscellaneous  Business,  with  the  recommendation 
“that  the  Judicial  Council  investigate  the  factors 
involved  in  the  matter  as  presented  and  determine 
if  there  are  new  factors  or  new  facets  that  would 
cause  it  to  change  the  opinion”  determined  in  1952. 

today’s  health 

The  Board  of  Trustees  reported  a deficit  of 
$150,000  for  Today^s  Health  during  the  year  ending 
August  31,  1952.  It  was  called  to  the  attention  of 
the  delegates  that  if  every  member  of  the  American 
iMedical  Association  subscribed  to  this  worthwhile 
publication  the  deficit  would  soon  be  wiped  out. 

JUNE  1956  MEETING 

It  was  voted  to  hold  the  1956  Annual  Meeting  in 
Chicago  the  week  of  June  1 1-15.  Hereafter  the  place 
of  meeting  will  be  selected  five  years  in  advance 
instead  of  three  as  at  present. 


ANNUAL  SESSIONS 

1954  Francisco,  June  21-25. 

1955  Atlantic  City,  June  6-10. 

1956  Chicago,  June  11-15. 

CLINICAL  SESSIONS 

1954  Adiami,  November  30  - December  3. 

1955  Boston,  November  29  - December  2. 


State  Medical  Journal  Conference  a Success 

Editors  and  business  managers  of  the  various  state 
medical  journals  came  to  AAdA  headquarters  on 
November  9 and  10  for  the  ’53  State  Medical  Journal 
Conference.  With  a total  registration  of  131,  repre- 
senting publications  from  Adaine  to  Hawaii,  the  t\vo 
day  seminar  offered  a wide  coverage  of  subjects.  Of 
particular  interest  to  the  editors  and  their  assistants 
were  talks  by  Paul  de  Kruif,  Dr.  Julian  P.  Price, 
Fred  C.  Sands  of  the  Schering  Corporation,  and 
Prof.  Paul  D.  Bagwell,  head  of  the  department  of 
communications  skills,  Adichigan  State  College. 

The  business  representatives  gave  careful  con- 
sideration to  the  ideas  presented  by  Dr.  Austin 
Smith;  R.  Blayne  AdeCurry  of  Abbott  Laboratories; 
William  T.  Coulter  of  Bruce  Publishing  Company; 
Alfred  J.  Jackson,  who  made  a general  report  on 
the  State  Journal  Advertising  Bureau;  Kenneth  B. 
Butler  of  the  Butler  Typo-Design  Research  Center, 
and  Gilbert  S.  Cooper  of  the  AAdA  specialty  jour- 
nals, who  suggested  new  techniques  which  will 
doubtless  be  reflected  in  several  of  the  journals. 

Highlight  of  the  Adonday  evening  session  at  the 
Hotel  Knickerbocker  was  the  talk  given  by  Ken- 
neth AdcFarland,  Topeka,  Kansas,  educational  con- 
sultant and  lecturer  for  General  Adotors. 

Dr.  L.  Fernald  Foster,  Bay  City,  Adichigan,  was 
chairman  of  the  program  which  was  conducted  by 
other  members  of  the  S.J.A.B.  advisory  committee. 

Noteworthy  among  the  many  letters  of  apprecia- 
tion directed  to  Adr.  Jackson,  as  director  of  the 
S.J.A.B.,  were  those  from  new  personnel  of  the 
journals.  They  have  been  frank  in  saying  that  as  a 
result  of  the  conference  they  gained  a better  per- 
spective for  their  own  publications. 

Connecticut  was  represented  by  Clair  Rankin  and 
Stanley  B.  Weld,  both  of  Hartford. 
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MEDICAL  STUDENT  SCHOLARSHIP  AWARDS 


The  first  awards  to  be  granted  by  the  Society 
under  a new  scholarship  program  for  medical  stu- 
dents were  announced  at  tlie  semi-annual  meeting  of 
the  House  of  Delegates,  December  lo. 

The  three  recipients  of  the  awards,  all  fourth  year 
medical  students  are  Richard  M.  Demko,  Rockville; 
Francis  Hobson,  Plainville;  and  Michael  L.  Fezza, 
New  Haven. 

Mr.  Demko  received  his  academic  degree  at  the 
University  of  Connecticut  in  1949  and  is  now  com- 


Richard  M.  Demko 


Francis  Hobson 


students  at  an  approved  medical  school  and  be 
recommended  for  scholarship  consideration  by  the 
Dean  of  their  school,  a Connecticut  physician  and 
another  resident  other  than  a relative. 

Information  concerning  the  program  was  sent  to 
all  approved  medical  schools  in  the  United  States 
and  Canada  last  September,  at  which  time  November 
15  was  set  as  the  final  date  for  acceptance  of  appli- 
cations. 

The  program  is  similar  to  another  scholarship 
activity  announced  by  the  Society  last  fall,  when 
scholarships  were  awarded  to  three  student  nurses. 


pleting  his  medical  education  at  New  York  Univer- 
sity College  of  Medicine.  A graduate  of  Plainville 
High  School  and  J.  C.  Smith  University,  Mr.  Hob- 
son is  a fourth  year  student  at  Meharry  Medical 
Colleoe  Nashville,  Tennessee.  Mr.  Fezza  has  studied 
medicine  at  New  York  Medical  College  since  Sep- 
tember, 1950.  He  graduated  from  Yale  University 
in  1949  and  attended  the  Yale  Graduate  School  prior 
to  entering  medical  college. 

The  scholarships  are  in  the  amount  of  $500  each 
and  the  three  recipients  were  selected  from  a group 
of  48  applicants,  all  residents  of  Connecticut  now 
completing  their  medical  education.  Requirements 
for  applicants  stipulate  that  they  must  be  fourth  year 


Michael  L.  Fezza 


JANUARY,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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State  Medical  Society  Joins  in  Automobile 
Accident  Research  Program 

Connecticut  physicians  are  to  play  a leading  part 
in  an  intensive  research  program  to  track  down  the 
specific  causes  of  injury  in  automobile  accidents. 

The  Council  of  the  State  Medical  Society  has  ap- 
pointed a three  member  advisory  committee  to  co- 
operate with  the  Crash  Injury  Research  Institute  of 
Cornell  University  iVIedical  College  in  furthering 
the  Connecticut  study,  to  be  supervised  by  Mr. 
Hugh  DeHaven,  director  of  the  Institute. 

Dr.  Harold  A.  Bergendahl,  Norwich,  has  been 
named  chairman  of  the  Society’s  committee  and  its 
members  are  Dr.  Paul  W.  Vestal,  New  Haven,  and 
Dr.  Georoe  Crawford,  Centerbrook. 

The  Connecticut  State  Police  also  will  cooperate 
in  the  study,  which  will  be  patterned  after  similar 
studies  now  under  way  in  three  other  states:  Indiana, 
Maryland  and  North  Carolina. 

Researchers  will  pay  special  attention  to  data 
indicating  that  injury  was  caused  by  structural  or 
design  hazards  in  the  vehicle  rather  than  by  actual 
collision.  And  a major  aim  of  the  program  will  be 
to  make  this  information  available  in  ways  that  can 
aid  automotive  designers,  engineers  and  manufac- 
turers to  increase  safety  factors. 

In  Indiana,  wdiere  the  first  phase  of  the  program 
has  been  completed,  it  w^as  found  that  many  persons 
killed  in  automobiles  might  have  lived  had  they 
been  protected  by  better  design  of  car  parts  and 
accessories. 

The  study  brought  a conclusion  that  hazards 
might  be  greatly  reduced  if  drivers  and  passengers 
wmre  safety  belts  and  it  is  reported  that  the  cars  of 
the  Indiana  State  Police  already  have  been  equipped 
with  them.  This  is  experimental,  however,  and  Mr. 
DeHaven  emphasizes  that  the  value  of  such  belts  can 
be  determined  only  by  thorough  testing  under  all 
kinds  of  driving  conditions. 

The  importance  of  obtaining  medical  data  is 
stressed  by  Mr.  DeHaven,  and  the  cooperation  of 
physicians  is  considered  highly  essential  for  success 
of  the  research  program. 

In  Connecticut,  as  in  the  other  states  joined  in  the 
project,  report  blanks  will  be  mailed  to  physicians 
to  aid  in  assembling  injury  data.  The  four  page  forms 
contain  outlines  of  the  human  figure  and  physicians 


will  be  requested  to  indicate  thereon  the  location  of 
accident  injuries,  no  matter  how  trivial,  and  regard- 
less of  whether  or  not  a fatality  occurred. 

“Remarks  concerning  possible  disfigurements  or 
disabilities  will  be  of  exceptional  value,”  the  program 
director  points  out.  Physicians  are  therefore  urged 
to  include  such  information  and  also  to  make  any 
comment  thought  pertinent  to  accident  research. 

While  automotive  designers  and  manufacturers 
are  deeply  concerned  about  safety  design,  Adr.  De- 
Haven explains  that  they  have  no  way  of  assessing 
the  hazards  that  may  pass  from  drawing  boards  into 
production  without  study  of  well  correlated  acci- 
dent data. 

But  there  are  no  such  statistics  currently  available. 
And  when  it  is  considered  that  approximately  900,- 
000  passenger  accidents  occur  evTiy  twelve  months, 
the  need  for  the  present  research  program  is  strong- 
ly spotlighted. 

Crash  injury  studies  already  completed  show  that 
needless  and  excessive  injuries  frequently  occur  at 
speeds  as  low  as  twenty  or  thirty  miles  an  hour. 
These  have  been  caused  by  improperly  designed 
windshields,  door  latches,  instrument  panels,  seats 
and  accessories.  In  one  case,  although  damage  to  the 
vehicle  amounted  to  less  than  fifty  dollars,  a passen- 
ger was  thrown  out  and  killed  because  a door  popped 
open  from  the  impact. 

These  and  other  results  have  pointed  the  way  to 
the  framing  of  questions  for  the  current  study. 
Among  the  most  important  questions  researchers 
will  seek  to  resolve  are  the  following: 

In  what  percentage  of  accidents  do  doors  pop 
open? 

What  area  of  the  body  is  most  frec]uently  injured? 

Which  causes  more  injuries:  car  rolling  over,  side- 
swipe, head-on  collision? 

What  objects  and  structures  inside  car  are  most 
likely  to  cause  fatal  or  serious  injury? 

Are  some  steering  assemblies  safer  than  others? 

“When  the  right  answers  are  found  and  applied 
to  car  construction,”  Mr.  DeHaven  says,  “there  is 
no  doubt  that  the  automobile  of  the  future  will  be 
far  safer  than  it  is  today.  However,  there  are  many 
difficulties  in  collection  of  information  for  the  study. 
A large  volume  of  data  is  needed  to  assess  current 
dangers  and  the  safety  needs  for  the  future.” 
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MILITARY  AFFAIRS 

COMMIl'lEE  ON  MIEn'ARY  AFFAIRS 

(;oi  i l>.  (iiiisoN,  Meriden  Siam.kv  B.  Weld,  Martford  I Iaroi.d  Spi  ighi,  Middletown 


No  Doctor  Draft  Needed  After  1955, 

EL  S.  Officials  Agree 

Present  Defense  Department  planning  envisions 
no  extension  of  the  doctoi'  tlralt  hexoml  julv  i, 
hilt  instead  it  calls  for  a pi'ograin  of  “fence 
inendim*”  and  “belt  ti<' htening,”  federal  officials 
concerned  with  the  law  stateil  at  the  annual  meeting 
of  the  Association  of  Alihtarv  Surgeons.  1 his  posi- 
tion w as  ontlinetl  at  the  same  time  that  Dr.  Ifdward 
j.  Mctiormick,  president  of  the  American  .Medical 
.Association,  told  the  surgeons:  “It  is  our  belief  that 
this  is  a most  propitious  time  for  dewising  a program 
which  will  clearK’  eliminate  am'  need  tor  this  legis- 
lation well  in  adxance  of  July  i,  1955.” 

Dr.  Alehin  A.  Easberg,  .A.ssistant  Secretary  of 
Defense  (Health  and  Aledical),  said  steps  taken  or 
[danned  to  stimulate  regular  medical  officer  procure- 
ment include  stud\'  of  law  to  pro\  ide  medical  schol- 
arships to  students  commissioned  in  the  armed 
forces  following  graduation.  lie  said,  however,  that 
this  will  create  a problem;  “All  Indians  and  no 
chiefs.”  It  is  the  duty  of  civilian  organi'/.ations,  he 
said,  to  aid  the  military  in  procuring  more  expe- 
rienced doctors  for  reaching  and  training  posts  in 
the  services. 

Dr.  Howard  A.  Rusk,  chairman  of  the  Health 
Resources  Adxisorv  (iommittee,  recommended  a 
further  reduction  in  the  physician-troop  ratio,  from 
a projectei,!  y:  to  2.9,  as  one  form  of  belt  tighten- 
ing. If  the  size  of  the  armed  forces  does  not  increase, 
he  believes  it  should  be  possible  to  meet  repuirements 
after  mitl-i955  from  each  year's  graihiating  classes. 
In  the  meantime,  hoxxever,  drafting  of  doctors  xxill 
resume  late  next  summer  or  early  fall,  he  said,  xx  ith 
possibility  that  as  many  as  1,250  PrioritX'"  III  doctors 
in  their  earlx'  50s  x\  ill  have  to  be  called  during  the 
life  of  the  act. 

Dr.  AlcCiormick  also  made  these  points:  ( i ) the 
problem  of  medical  care  for  militarx’  dependents 
should  be  turneil  over  for  study  to  the  Hoover  (Aim- 
mission  on  uovernment  reor<>ani/,ation,  xxith  final 
ileterminations  by  Ciongress,  (2)  meanxx  hile  there 


should  be  improvetl  utili/ation  of  militarx’  medical 
personnel  and  curtailment  in  non  professional  duties, 
( H in  the  exent  a unix’ersal  militarx"  training  pro- 
gram is  x’otetl,  then  pre-protessional  and  [xrotessional 
education  foi'  cpialffied  students  should  be  continued. 

Military  Promotion  Regulations  Changed 

Some  medical  reserves  xx  ill  benefit  from  a change 
in  Defense  Department’s  directive  on  the  revised 
tloctor  draft  act.  L’nder  the  first  directive  issued 
October  7,  only  experience  prior  to  acceptance  of 
a commission  counted  in  determining  xx  hether  the 
officer  xxas  entitled  to  a higher  rank  under  the  new 
laxx . I he  effect  of  the  change  is  to  credit  all  experi- 
ence up  to  the  time  the  odicer  goes  on  active  duty. 
L nder  the  prex  ious  interpretation,  a number  of 
men  were  in  effect  penali/ed  in  grade  for  the  txx'o 
or  three  x'ears  spent  in  the  reserves  prior  to  going 
on  actixe  tlutx’.  1 he  nexx  regulation  means  higher 
grades  for  some  men  xx  hen  they  are  called  up  and 
promotions  for  others  alreadx'  on  active  dtitx". 

Military  Group  Recommends  More 
Dependent  Medical  Care 

A 5 man  committee  of  admirals  and  generals 
named  bx"  the  Secretarx"  of  Defense  last  spring 
believes  that  a serious  deterioration  of  career  service 
can  be  halretl  onl\'  bx"  such  things  as  higher  military 
pa\’  and  more  medical  and  dental  care  for  depend- 
ents. 1 he  report  xxas  made  public  a day  after 
A.ssistant  Secretarx'  of  Defeivw  John  Hannah  xx  arned 
that  the  serx  ices  xx  ere  losing  career  men  in  numbers 
“so  great  as  to  be  disturbing.”  He,  too,  cited  loxx' 
militarx'  pax’  and  a “continual  nibbling  axx'ay  at 
fringe  benehts.” 

I he  studx'  group,  headeil  by  Rear  Admiral  J.  P. 
Womble,  Jr.,  put  the  blame  for  decline  in  fringe 
benefits  on  “pressure  groups  of  business  interests” 
and  “congressional  economx'  attacks.”  Fhe  report 
saitl  benefits  must  be  fully  restored,  must  be  declared 
b\"  laxx  to  be  a part  of  service  paxy  and  in  some  cases 
must  be  increased.  It  defined  benefits  as  hazardous 
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and  incentive  duty  pay,  sea  and  foreign  duty  pay, 
medical  and  dental  care  for  dependents,  better  and 
cheaper  housing,  and  better  provision  for  education 
of  service  children. 

In  making  the  report  public,  Mr.  Hannah  said  it 
^^■ould  receive  careful  consideration  from  the  mili- 
tary services,  the  Defense  Department  and  the  Joint 
Chiefs  of  Stall.  He  added  that  its  release  did  not 
imply  “approval  or  acceptance”  by  the  department 
“in  every  respect.” 

Draft  Policy  Restated  on  Hospital  Residents 

National  Advisory  Committee  to  Selective  Serv- 
ice, whose  chairman  (Dr.  Rusk)  and  members  func- 
tion also  as  ODM’s  Health  Resources  Advisory 
Committee,  has  issued  a restatement  of  policy  on 
deferment  of  hospital  residents.  Those  who  are  in 
Priorities  I or  II  should  be  considered  available  for 
military  service  and  nothing  done  to  prevent  classi- 
fication in  I -A,  says  the  memorandum.  As  for  Prior- 
ity Ill’s  (non  veterans),  recommendations  are  as 
follows: 

Double  liability  registrants  (subject  to  both  the 
regular  and  doctor-draft  law's)  should  volunteer  for 
military  duty  upon  completion  of  internship  and  are 
not  to  be  considered  for  residency  appointments. 

Those  special  registrants  who  are  under  age  3 1 
but  not  vulnerable  to  the  regular  draft  should  be 
tagged  “available”  upon  completion  of  current 
internship  or  residency  training. 

“The  committee  . . . has  repeatedly  called 

attention  to  the  fact  that  an  individual’s  potential 
liability  for  military  service  should  be  considered 
in  appointing  residents.  This  applies  also  to  the  so- 
called  pyramid  system;  those  individuals  selected  for 
advancement  to  an  additional  year’s  service  as  they 
rise  in  the  pyramid  should  be  those  wdto  are  not 
liable  for  military  service.  It  is  essential  that  the 
hospitals  cooperate  in  this  program.  . . .” 

From  the  blue  ribbon  panel  of  discussants  came  the 
symposium’s  more  philosophic  tones.  Dr.  Chester  S. 
Keefer,  of  Department  of  Health,  Education  and 
Welfare,  deprecated  the  doctors-per-thousand  ap- 
proach as  unrealistic,  in  w'hich  the  doctor  of  medi- 
cine is  some  kind  of  standardized  unit.  In  military 
as  well  as  civil  practice  one  can  not  ignore  such 
factors  as  specialization  and  distribution,  he  said.  Let 
us  take  a long  range  point  of  view  and,  instead  of 
battling  statistics,  take  whatever  steps  may  be  needed 


to  increase  overall  supply  of  doctors  and  ancillaries. 

Dr.  Morris  Fishbein  came  out  for  full  government 
control  of  medicine  in  time  of  emergency.  Dr.  Paul 
R.  Haw'ley  did  not  go  that  far  but  he  gave  out  a 
warning  that  w'hen  and  if  this  country  is  attacked, 
there  will  be  no  time  for  bickering  over  doctoring 
in  uniform  vs.  doctoring  in  mufti.  “It  will  be  just 
one  great  big  problem  and  the  people  wdio’ll  be 
safest  w ill  be  those  in  the  armed  forces,”  he  said. 

Navy  Data  Show  Extent  of  Care  of 
Dependents 

November  issue  of  the  monthly  “Statistics  of 
Navy  Medicine”  contains  an  informative  paper  on 
scope  of  dependent  care  by  that  military  branch.  It 
is  based  on  a special  survey  conducted  last  January. 
It  covered  activities  of  2,708  medical  officers  per- 
forming clinical  services,  of  wdiom  632  were  found 
to  be  caring  for  dependents  and  260  for  other  non 
military  patients,  including  veterans  and  retired 
civilian  employees.  Two-thirds  of  the  time  of  doc- 
tors assigned  to  dependents  w'as  taken  up  w ith  out- 
patient care. 

Higher  Ratio  in  Hospitals 

Out  of  the  grand  total  (Korea  excluded)  of  2,708 
“full  time  equivalents  utilized  in  active  professional 
duties,”  2,072  were  on  duty  within  U.  S.  continental 
limits.  Of  latter  number,  1,265  were  in  hospital 
assignments  and  389  of  them,  or  31  per  cent,  were 
associated  with  dependency  care.  Tw-o  specialties, 
obstetrics  and  pediatrics,  accounted  for  172  of  the 
389.  Greatest  volume  of  outpatient  care  of  depend- 
ents w-as  recorded  at  naval  dispensaries  in  San  Fran- 
cisco and  Washington. 

Defense  Department’s  Scholarship 
Legislation  is  About  Ready 

Defense  Department’s  draft  legislation  for  medi- 
cal and  other  federal  scholarships  is  receiving  a final 
checking  over  before  presentation  to  the  Budget 
Bureau  for  approval.  Budget  Bureau  approval  is 
necessary  if  the  plan  is  to  be  presented  as  an  adminis- 
tration bill,  but  regardless  of  the  bureau’s  action,  the 
proposal  could  be  offered  by  any  member  of  House 
or  Senate.  Essential  provisions  of  the  plan: 

1.  Any  medical,  dental,  nursing,  or  veterinary 
student  accepting  a scholarship  would  be  obligated 
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for  one  year  of  federal  service  for  each  scholarship 
year.  2.  Payment  would  be  made  directly  to  the 
schools  for  tuition  and  other  incidentals  and  to  the 
student  to  cover  living  expenses  during  the  school 
year.  3.  Scholarships,  limited  to  four  years,  would 
not  be  offered  to  premedical  students  or  others  pre- 
paring for  professional  courses.  4.  Deans  would  make 
recommendations,  but  final  selection  would  be  by 
the  Defense  Department. 

According  to  a department  spokesman  there  are 
two  objectives:  First,  to  meet  armed  forces  needs 
after  expiration  of  the  doctor  draft  in  1955,  if  the 
regular  draft  obligation  does  not  produce  enough 
officers.  Second,  to  interest  enough  young  officers  in 
regular  military  careers  to  maintain  the  regular  corps 
at  the  necessary  level.  Currently  regular  medical 
officers  make  up  only  about  2 5 per  cent  of  the  medi- 
cal corps  total;  it  is  hoped  to  reverse  this  ratio. 

Dr.  R.  A.  Kern  New  Head  of 
Medical  Consultants 

Society  of  Medical  Consultants  to  Armed  Forces 
held  eighth  annual  meeting  in  Washington  recently. 
Dr.  Richard  A.  Kern,  of  Philadelphia,  assumed  the 
presidency,  succeeding  Dr.  John  Alinor,  of  Wash- 
ington. Dr.  Worth  B.  Daniels,  of  Washington,  was 
elected  vice-president;  Dr.  George  Eaton,  Baltimore, 
secretary,  and  Dr.  Donald  Pillsbury,  of  Philadelphia, 
treasurer.  Members  adopted  certain  undisclosed 
recommendations  for  transmittal  to  offices  of  Sur- 
geons General. 


Appointed  to  National  Board 

Creighton  Barker,  executive  secretary  of  the 
Society  and  since  1941  secretary  to  the  Connecticut 
iVIedical  Examining  Board,  has  been  appointed  a 
member  of  the  National  Board  of  Medical  Exam- 
iners. In  the  nearly  forty  years  of  the  existence  of 
the  Board,  Dr.  Barker  is  the  second  Connecticut 
physician  to  be  a member,  the  other  was  Stanhope 
Bayne-Jones,  then  professor  of  bacteriology  and  one 
time  dean  of  the  Yale  Medical  School.  Immediately 
after  appointment  Dr.  Barker  was  named  chairman 
of  the  Board’s  Committee  on  State  Board  Relations. 
Dr.  Barker  is  ex-president  of  the  Eederation  of  State 
Medical  Boards  of  the  United  States,  a member  of 
the  AlMA  Committee  on  Evaluation  of  Eoreign 
YIedical  Schools  and  has  made  medical  school  evalu- 
ation surveys  in  Denmark,  Sweden  and  Norway. 


Yale  University  Has  New  Department  Head 

Charles  L.  Buxton  is  the  new  Professor  of  Obstet- 
rics and  Gynecology  and  Chairman  of  the  Depart- 
ment at  Yale  University  School  of  YIedicine.  He  is 
at  present  a member  of  the  faculty  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  but 
will  leave  his  New  YMrk  post  and  join  the  faculty  at 
the  Yale  School  of  Medicine  in  April,  1954,  where 
he  will  succeed  Herbert  Thoms  who  retired  last 
June  after  serving  on  the  Yale  faculty  for  3 1 years.  In 
addition  to  his  Columbia  post.  Dr.  Buxton  has  been 
on  the  staff  of  the  Sloane  Hospital  for  Women  in 
New  York  since  1934  and  the  attending  obstetrician 
there  since  1951. 

Born  October  14,  1904  in  Superior,  Wisconsin, 
Dr.  Buxton  received  his  Bachelor  of  Science  degree 
from  Princeton  in  1927  and  his  m.d.  degree  from 
Columbia  in  1932.  In  1940  he  received  the  Doctor  of 
Medical  Science  degree,  also  from  Columbia. 

He  was  an  intern  in  surgery  at  the  Mary  Imogene 
Bassett  Hospital,  Cooperstown,  New  York,  in  1932- 
33,  and  a research  fellow  in  anatomy  at  Harvard  in 
^933”34-  He  went  to  the  Sloane  Hospital  in  1934  as 
an  intern  in  obstetrics  and  gynecology.  He  became  a 
resident  there  in  pathology  in  1935-36,  in  obstetrics 
in  1936-37,  and  in  gynecology  in  1937-38. 

He  became  the  assistant  attending  obstetrician 
and  gynecologist  at  Sloane  Hospital  in  1938,  pro- 
moted to  associate  status  in  1947  and  then  to  the 
top  attending  rank  in  1951.  In  addition,  he  has  been 
the  supervisor  of  the  Sloane  Sterility  and  Endocrine 
Clinic  since  1939. 

Dr.  Buxton  joined  the  Columbia  University  facul- 
ty as  an  assistant  professor  of  Obstetrics  and  Gyne- 
cology in  1938,  and  was  promoted  to  associate 
professor  of  Clinical  Obstetrics  and  Gynecology  in 
1947.  He  has  been  a full  professor  there  since  1951. 

During  World  War  II,  Dr.  Buxton  served  in  the 
medical  corps  of  the  U.  S.  Navy,  and  was  stationed 
at  Annapolis  and  later  in  the  Pacific  theatre.  He 
was  released  from  service  with  the  rank  of  com- 
mander. 

He  has  been  a consultant  for  the  Knickerbocker 
Hospital  in  New  York  since  1952  and  the  assistant 
secretary  of  the  New  York  Obstetrical  Society,  also 
since  1952.  He  is  a former  chairman  of  the  section 
on  obstetrics  and  gynecology  of  the  New  York 
Academy  of  Medicine,  a diplomate  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology,  and  a 
member  of  the  editorial  board  of  the  Journal  of 
Clhiical  Endocrinology. 
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Informing  people  about  the  extensive  activities 
sponsored  by  medical  associations  in  the  public  interest 
invites  trust  and  confidence. 

A colorful  leaflet  that  helps  to  tell  the  story  is  available  for 
distribution  through  physicians’  offices.  Fill  out  the  coupon 
below  and  one  hundred  copies  will  be  mailed  to  you. 


Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Please  send  100  copies  of  the  Society’s  information  leaflet. 
Name  


Office  Address 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington  James  C.  Canniff,  Torrington  John  O’L.  Nolan,  Hartford 

Chairman  Morris  A.  Hankin,  New  Haven  James  H.  Root,  Jr.,  Waterbury 

Harold  J.  Bergendahl,  Norwich  Harry  C.  Knight,  Middletown  Alfred  J.  Sette,  Stamford 


Connecticut’s  First  Medical  Forum 

The  first  Medical  Forum  to  be  held  in  Connecticut 
attracted  an  audience  of  more  than  500  community 
residents  w hen  it  w'as  presented  in  Greenwfich,  iVIon- 
day  evening,  November  23. 

The  forum,  a public  discussion  by  physicians  on 
health  problems  and  medical  care,  was  sponsored 
by  the  Greenwich  Medical  Society,  the  Greenwfich 
Health  Association  and  Greenwfich  Hospital. 

Dr.  Gray  Carter,  chief  of  staff  at  Greenwich  Hos- 
pital, was  moderator  and  physician  members  of  the 
panel  were  Howard  P.  Serrell,  chief  of  surgery; 
Jane  Lockwood,  chief  of  medicine;  Robert  P. 
Rogers,  chief  of  pediatrics;  and  Payson  B.  Ayres, 
acting  chief  of  obstetrics  and  gynecology.  Members 
of  the  panel  were  introduced  by  James  A.  Linen, 
chairman  of  the  Health  Association’s  fund  drive. 

Following  an  introductory  talk  by  Dr.  Carter,  in 
which  he  outlined  the  progress  of  medicine  and 
scientific  research,  members  of  the  panel  answered 
questions  submitted  by  the  audience. 

Idle  questions  touched  upon  major  advances  in 
surgery,  use  of  cortisone,  importance  of  w^eight 
control  during  pregnancy,  the  effects  of  gamma 
globulin  in  poliomyelitis,  the  meaning  and  effects 
of  Rh  positive  and  Rh  negative  blood  factors,  and 
how  to  chooose  a family  doctor. 

The  forum  was  the  first  in  a series  being  planned 
by  the  sponsoring  organizations  as  a community 
health  education  project.  It  is  patterned  after  the 
forum,  “You  and  Your  Health,”  sponsored  by  the 
Pinnellas  County  Medical  Society,  St.  Petersburg, 
Florida,  where  the  idea  originated.  Its  success  there 
encouraged  the  development  of  a similar  series  of 
forums  in  Atlanta,  Georgia,  where  they  have  been 
equally  successful,  and  a growing  number  of  local 
professional  and  health  associations  have  been  en- 
couraged to  advance  similar  projects  for  their  com- 
munities. 


New  Leaflet  for  Hartford  County  Residents 

“Let  Your  Doctor  Be  Your  Guide”  is  the  title  of 
an  attractive  leaflet  to  be  published  by  the  Hartford 
County  Afiedical  Association  for  distribution  to  com- 
munity residents. 

The  booklet  wfill  stress  the  importance  of  periodic 
health  examinations,  how'  to  select  a family  physician 
and  the  availability  of  emergency  medical  care 
through  the  association’s  24  hour  telephone  service. 

TV  Code  to  be  Implemented 

Dramatizations  that  portray  physicians  in  com- 
mercial television  programs  are  to  receive  closer 
attention  by  the  National  Association  of  Radio  and 
Television  Broadcasters. 

A close  liaison  w^as  recently  established  betw^een 
the  broadcaster’s  organization  and  the  American 
Medical  Association  to  institute  corrective  action 
when  programs  conflict  with  code  provisions. 

The  code  adopted  by  the  broadcaster’s  association 
provides:  “When  dramatized  advertising  material 
involves  statements  by  doctors,  dentists,  nurses  or 
other  professional  people,  the  material  should  be 
presented  by  members  of  such  profession  reciting 
actual  experience  or  it  should  be  made  apparent  from 
the  presentation  itself  that  the  portrayal  is  drama- 
tized.” 

The  code  further  provides  that  “a  television 
broadcaster  should  not  accept  advertising  material 
wfiaich  in  his  opinion  offensively  describes  or  drama- 
tizes distress  or  morbid  situations  involving  ailments, 
by  spoken  word,  sound  or  visual  effects.” 

“Because  of  the  personal  nature  of  the  advertising 
of  medical  products,  claims  that  a product  will 
effect  a cure  and  the  indiscriminate  use  of  such 
words  as  ‘safe,’  ‘wfithout  risk,’  ‘harmless’  or  terms 
of  similar  meaning  should  not  be  accepted  in  the 
advertising  of  medical  products  on  television 
stations.” 
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The  American  Medical  Association  has  requested 
the  cooperation  of  physicians  and  others  in  report- 
ing transgressions  of  the  code  so  that  corrective 
action  can  be  initiated. 

Controversy  — A Danger  Signal 

From  the  standpoint  of  good  public  relations,  it  is 
important  to  avoid  hasty  comment  on  controversial 
issues  and  this  is  particularly  true  in  matters  that 
alfect  medicine,  John  L.  Bach,  press  relations  direc- 
tor of  the  American  Medical  Association,  empha- 
sized in  a guest  editorial  for  the  November  issue  of 
the  Indianapolis  Medical  Society  Bulletin. 

“Think— Then  Count  Ten,”  v as  the  title  of  Mr. 
Bach’s  editorial,  in  which  he  commented:  “What 
you,  as  a member  of  the  medical  profession,  have  to 
say  about  these  issues  is  important  from  the  stand- 
point of  molding  public  opinion.  Think  before  you 
speak  for  publication  and  be  doubly  sure  that  what 
you  say  is  based  on  facts,  not  on  hearsay  or 
rumor  . . 

“In  speaking  for  publication,  especially  off  the 
cuff,  there  is  one  important  thing  to  remember: 
controversy  breeds  discussion— and  discussion  pro- 
motes reader  interest.  That  is  what  every  business 
publication,  whether  it  is  a newspaper  or  magazine, 
is  chieffy  interested  in  from  an  economic  stand- 
point-reader interest.  The  more  controversial  the 
issue,  the  more  reader  interest  it  attracts.” 

In  this  and  other  relationship  problems,  the  author 
pointed  out,  it  should  be  realized  that  “Good 
public  relations  cannot  be  conducted  alone  from  a 
central  office;  it  must  reach  out  from  the  office  of 
every  doctor  in  the  land.” 


Ruling  on  AMA  Dues  Passed  by  House  of 
Delegates  at  St.  Louis  Meeting 

Resolved^  that  any  active  member  of  the 
American  Medical  Association  who  failed  to 
pay  dues  for  the  year  1950,  and  who  was  sus- 
pended for  such  delinquency,  may  be  reinstated 
during  the  first  six  months  of  1954  by  payment 
of  1954  dues  only. 

Should  such  an  individual  fail  to  pay  his 
1954  dues  by  July  1,  1954,  he  shall  continue  to 
be  considered  delinquent. 


THE  DOCTOR’S  OFFICE 

<>o<><^<>oyyyyyy><>cyy;yy'<^jyy;y'yy>vy><^ 

Francis  W.  Delligan,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  radiology  at  36 
Woodland  Street,  Hartford. 

Anderson  W.  Donan,  m.d.  announces  the  opening 
of  an  office  for  the  general  practice  of  medicine  at 
Westover  Road,  Simsbury. 

Haik  Kavookjian,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  general  practice  of  medicine  at 
1 79  Noroton  Avenue,  Noroton. 

Donald  J.  McCrann,  m.d.  and  Morgan  V.  Flaherty, 
M.D.  announce  the  removal  of  their  offices  for  the 
practice  of  obstetrics  and  gynecology  to  36  Wood- 
land Street,  Hartford. 

Charles  E.  McLean,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  cardiology  at  85 
Jefferson  Street,  Hartford. 

George  F.  Parton,  Jr.  m.d.  announces  the  opening 
of  an  office  for  the  general  practice  of  medicine  at 
715  Burnside  Avenue,  Hartford. 


Connecticut  Physician  Honored  in  Michigan 

Mackinac  Island  Michigan  was  the  scene  recently 
of  special  ceremonies  honoring  one  of  Connecticut’s 
most  illustrious  physicians,  William  Beaumont.  It 
was  in  1822  that  Dr.  Beaumont  carried  out  his 
analytical  studies  on  Alexis  St.  Martin  which  earned 
for  him  the  epithet,  “Father  of  Physiology.”  Michi- 
gan physicians  and  civic  organizations  have  con- 
tributed funds  for  the  erection  of  a shrine  on  Adack- 
inac  Island  to  be  completed  next  year.  Dr.  Beau- 
mont’s office  at  Adackinac  Island  as  it  appeared  in 
1822  when  it  was  a trading  post  also  will  be  restored 
and  become  a part  of  the  shrine. 

William  Beaumont  was  born  and  raised  in  Leba- 
non, Connecticut.  In  the  early  20’s  he  was  caught  in 
the  migratory  wave  sweeping  the  eastern  seaboard, 
moved  to  Champlain,  New  York  and  then  to  St. 
Albans,  Vermont,  in  which  latter  place  he  studied 
medicine  under  Dr.  Benjamin  Chandler.  His  expe- 
riences in  the  U.  S.  Army  gave  him  his  opportunity 
to  carry  out  his  epoch  making  experiments  on  the 
physiology  of  the  stomach. 

Connecticut  has  honored  Dr.  Beaumont  in  many 
less  dramatic  ways  than  Alichigan. 
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Manion  Commission  Panel  Starts  Survey  of 
U.  S.  Grants 

A panel  of  consultants  to  the  Alanion  Commission 
has  started  a national  sampling  survey  to  “determine 
the  composite  impact  of  all  federal  aid  programs  in 
the  state  and  local  fields  where  the  service  is  ren- 
dered.” It  will  look  into  all  programs  where  both 
federal  and  state  or  local  funds  are  used,  including 
vocational  rehabilitation,  grants  for  crippled  child 
work  and  for  the  disabled  and  several  other  activities 
of  medical  interest. 

On  the  basis  of  findings  of  the  survey,  and  in- 
formation from  other  sources,  the  commission  ex- 
pects to  recommend  changes  designed  to  limit 
federal  participation  and  stimulate  more  activity  by 
the  states  and  local  communities. 

The  survey  will  involve  only  four  or  five  states 
in  five  general  areas  of  the  country.  According  to 
the  commission,  it  is  the  first  time  this  technique  has 
been  applied  to  the  problems  of  federal-state  rela- 
tionships. 

Members  of  the  commission  are  Arthur  E.  Buck, 
West  Norwalk,  Connecticut,  an  authority  on  public 
budgeting;  Phillip  Cornick  (ph.d.),  Chicago,  a gov- 
ernmental research  consultant;  Edward  Litchfield, 
Ithaca,  N.  Y.,  dean  of  the  School  of  Business  and 
Public  Administration,  Cornell  University;  Herbert 
Simpson  (ph.d.),  Evanston,  professor  at  Institute  for 
Economic  Research,  Northwestern  University 

John  W.  Tramburg  of  Wisconsin  Heads 
Social  Security  Administration 

John  W.  Tramburg,  a 40  year  old  Wisconsin 
Republican,  is  the  new  administrator  of  the  Eederal 
Social  Security  Administration.  He  is  chairman  of 
the  Council  of  State  Public  Assistance  and  Welfare 
Administrators  and  since  1950  has  been  director  of 
the  Wisconsin  Department  of  Public  Welfare.  The 
social  security  post  has  been  vacant  since  the  resig- 
nation earlier  this  year  of  Arthur  J.  Altmeyer.  Mr. 
Tramburg  will  serve  on  an  interim  presidential 
appointment  until  the  Senate  acts  on  his  nomination. 
Air.  Tramburg  will  be  responsible  for  the  Bureau  of 


Old  Age  and  Survivors  Insurance,  the  biggest  ($1.4 
billion)  operation  in  the  Department  of  Health, 
Education,  and  Welfare.  All  but  a fraction  of  the 
funds  go  for  grants  to  states  for  OASI  payments, 
and  crippled  children  and  public  assistance  programs. 

Pending  in  Congress  is  an  administration  recom- 
mendation that  OASI  be  extended  to  i o million  more 
persons,  including  physicians.  If  Congress  should 
enact  such  controversial  laws  as  free  hospitalization 
for  the  aged,  waiver  of  OASI  premiums  for  disabil- 
ity, or  permanent  and  total  disability  pensions,  they 
would  also  be  administered  by  Mr.  Tramburg’s 
agency.  These  proposals  have  been  made  in  the  past, 
but  have  been  defeated  each  time  by  Congress. 

Internal  Revenue  Rules  on  School  Movie 
Taxes 

Two  rulings  issued  by  Internal  Revenue  Service 
relate  to  tax  on  admission  tickets  for  lectures  or 
entertainments  whose  proceeds  go  to  educational 
institutions  or  hospitals.  Advice  had  been  sought 
whether  it  was  necessary  to  tax  tickets  for  a lecture 
illustrated  with  movies,  which  was  for  benefit  of  a 
scholarship  fund.  Although  the  institution  involved 
is  tax  exempt,  it  was  held  that  the  lecture  tickets 
were  taxable  because  program  included  motion  pic- 
tures. Had  the  lecturer  used  slides  instead  of  movie 
film,  there  would  be  no  tax. 

The  other  decision  concerns  the  privately  oper- 
ated, nonprofit  hospital  that  receives  financial  sup- 
port from  Federal,  state  or  local  government  (for 
example,  Hill-Burton  aid).  Admission  tickets  for 
benefit  of  such  institutions  are  not  taxable.  Provided, 
that  is,  program  does  not  consist  of  movies— or 
pugilism,  wrestling,  sports  contests  or  exhibitions 
featuring  professional  performers. 

APA  Group  Will  Certify  Mental 
Hospital  Chiefs 

Washington  headquarters  of  American  Psychiatric 
Association  announces  it  has  formed  a committee  to 
certify  physicians  as  “qualified  mental  hospital  ad- 
ministrators.” Dr.  Francis  J.  Braceland,  Hartford, 
Connecticut,  heads  the  committee.  According  to 
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APA,  it  \\ill  conduct  examinations  and  issue  certifi- 
cates to  successful  candidates.  To  qualify,  applicants 
must  be  adequately  trained  in  psychiatry  and  skilled 
in  business  and  personnel  management,  budget, 
purchasing  and  other  administrative  techniques. 

Serving  with  Dr.  Braceland  are  Drs.  W.  B.  Ter- 
hune,  Ne\v  Canaan,  Connecticut;  George  W.  Jack- 
son,  Topeka;  W.  H.  Baer,  Peoria,  Illinois;  G.  L. 
Jones,  Williamsburg,  Virginia;  Frank  F.  Tallman, 
Los  Angeles;  Arthur  M.  Gee,  Essondale,  B.  C., 
Canada;  FI.  W.  Sterling,  North  Little  Rock,  Ar- 
kansas; Jack  R.  Ewalt,  Boston;  G.  Wilse  Robinson, 
Kansas  City,  Missouri.  Certification  forms  and  infor- 
mation may  be  had  from  committee  secretary.  Dr. 
C.  N.  Baganz,  manager  of  Veterans  Administration 
Hospital,  Lyons,  N.  J. 

Federal  Trade  Commission  Actions 

FTC  CUTS  CLAIMS  FOR  SUN  LAMPS,  ARCH  AIDS 

Federal  Trade  Commission  announces  approval  of 
stipulations  that  will  result  in  modification  of  medi- 
cal claims  for  sun  lamps  and  arch  supports.  Cin- 
cinnati firm  of  Sperti  Faraday,  Inc.,  will  stop  adver- 
tising that  use  of  its  lamps  promotes  body  resistance 
to  colds.  Scholl  Manufacturing  Co.,  of  Chicago,  will 
stop  representing  that  its  foot  aids  are  universally 
indorsed  by  medical  profession  and  that  they  are 
useful  in  relief  of  varicose  veins.  The  Commission’s 
complaint  against  Institute  of  Applied  Hypnology, 
New  York,  disputes  advertised  promises  that  its  mail 
order  course  in  hynotism  qualifies  graduates  to  treat 
epilepsy,  obesity  and  alcoholism.  The  Commission 
has  issued  a complaint  against  the  Dahlberg  Co.  of 
Minneapolis;  FTC  says  the  firm’s  advertising  of  a 
! “tru-sonic  canal  earphone”  fails  to  reveal  potential 
I dangers  to  the  ear. 

WHO  Committee  Urges  National  Mental 
Health  Units 

The  World  Health  Organization’s  Expert  Com- 
mittee on  iMental  Health  strongly  recommends  that 
each  member  government  set  up  a special  division 
to  deal  with  the  organization  of  mental  health  serv- 
ices on  the  national  level.  “Without  such  central 
representation  it  will  prove  very  difficult  to  stimulate 
The  development  of  mental  health  work  throughout 


the  country,”  the  group  states.  The  committee  also 
has  agreed  on  the  “essential  characteristics”  of  the 
modern  psychiatric  hospital.  Its  suggestions  now  go 
to  the  1 8-member  executive  board  for  decision  on 
whether  to  publish  the  report  as  a WHO  document. 

The  committee  lists  among  the  essentials:  (i)  the 
psychiatric  hospital  should  be  designated  by  a town 
planner  on  the  model  of  a small  village  with  25  to 
30  patient  units  split  into  groups  of  not  more  than 
10;  total  capacity  should  range  from  300  to  1,000 
beds;  ( 2 ) a hostess,  endowed  with  intellipence  and 

O 

an  attractive  personality  should  receive  the  patients; 
(3)  the  personality  of  the  patient  should  be  re- 
spected; (4)  the  psychiatric  nurse  should  be  a 
specialist  technician  and  should  not  be  obliged  to 
attend  more  than  3 to  6 patients;  (5)  patients  should 
be  encouraged  to  form  themselves  into  clubs. 

Details  Told  of  Study  of  Tobacco  and 
Cancer 

Veterans  Administration  and  Public  Htalth  Serv- 
ice will  collaborate  in  a forthcoming  study  which,  it 
is  hoped,  will  settle  question  of  relationship  between 
tobacco  consumption  and  incidence  of  lung  cancer. 
Details  were  told  at  American  Cancer  Society  sym- 
posium in  New  \ork  by  Harold  F.  Dorn,  ph.d., 
chief  of  biometrics.  National  Institutes  of  Health 
(PHS).  This  winter  some  350,000  veterans,  majority 
of  them  age  55  and  upward,  will  receive  a question- 
naire requesting  information  on  smoking  habits— 
cigarette,  cigar  and  pipe— and  use  of  chewing  tobacco 
or  snuff.  Return  of  a quarter  million  executed 
questionnaires  is  anticipated. 

A'lost  of  veterans  in  this  survey  will  be  holders  of 
government  life  insurance,  facilitating  collection  of 
statistical  data  on  causes  of  death.  Mortality  expect- 
ancy of  the  survey  group  is  about  5,000  a year.  In 
three  to  four  years,  according  to  Dr.  Dorn,  a clear 
picture  should  begin  to  emerge  on  influence  of 
tobacco  as  a possibly  culpable  agent. 

V eterans  Administrator  Harvey  Higiey  a\  ill  urge 
veterans  to  cooperate  in  the  study,  through  medium 
of  a personal  message  accompanying  questionnaire. 
Note:  As  has  already  been  reported,  American  Can- 
cer Society  has  well  under  way  its  own  mass  survey 
of  smoking  as  a factor  in  the  incidence  of  lung 
cancer. 
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“Replacement  Therapy  V^ersus  Occupation 
I'herapy  With  Adrenal  Steroids  in  Liver  Disease” 
is  based  on  reliable  evidence  of  an  adrenocortical 
deficiency  in  diseases  of  the  liver  ( Awer.  Pract., 
3:12).  The  treatment  of  these  diseases  with  ACTH 
and  cortisone  has  yielded  equivocal  results.  It  is  the 
considered  opinion  of  Pelner  and  Waldman  that  this 
inconsistency  is  to  be  found  in  the  extremely  high 
doses  of  the  hormone  that  are  commonly  used.  By 
replacement  therapy  is  meant  the  use  of  just  enough 
hormone  to  make  up  for  the  deficient  amounts  in 
the  body. 

The  “replacement”  dose  of  cortisone  has  been 
arbitrarily  taken  by  the  authors  as  the  amount  that 
would  be  suggested  for  treatment  of  a patient  with 
Addison’s  disease.  This  is  stated  as  about  25  mg. 
daily. 

T he  authors  report  in  detail  on  three  cases  of  liver 
disease  (hepatitis)  treated  on  this  plan  with  favor- 
able results.  They  believe  that  the  differentiation 
of  hormonal  treatment  into  two  distinct  dosage 
levels  is  of  considerable  theoretical  and  practical 
importance. 

AJ.  ^ ^ 

TT  "Tt*  TV*  TV 

“The  Present  Status  of  the  Ballistocardiogram”  is 
discussed  in  considerable  detail  by  Starr  in  the 
November  issue  of  The  Amuils  of  Internal  Medicine 
(37:5).  For  those  physicians  who  are  unfamiliar 
with  this  method  of  studying  cardiac  strength  and 
weakness  the  article  is  recommended  for  reading. 
We  judge  that  the  ballistocardiogram  is  still  in  the 
exploratory  stage  as  to  its  ultimate  usefulness.  Dr. 
Starr  makes  no  claims  as  to  its  present  utility  either 
in  making  a diagnosis  or  in  determining  the  future 
functional  competency  of  the  heart.  The  findings  are 
interesting  and  must  be  interpreted  in  the  knowledge 
that  this  subject  (ballistocardiogram)  is  still  in  its 
infancy. 

*■  * * * 

John  J.  Connelly,  the  presiding  justice  of  the 
Boston  Juvenile  Court,  believes  that  “Children  Are 
Not  Expendable.”  (New  Eng.  Jour.  Med.,  248:1.) 
He  enquires  into  the  possibility  that  our  schools 
place  too  much  stress  on  the  attempt  to  make  school 
pleasant  and  attractive  to  children.  He  thinks  that 


the  idea  of  school  as  a discipline  has  been  abandoned, 
probably  owdng  to  the  efforts  of  believers  in  so- 
called  progressive  education.  The  incidence  of  delin- 
quencies in  recent  years  indicates  in  his  opinion  that 
it  might  be  more  salutary  to  subject  all  children  to 
more  rigid  control  and  less  “freedom,”  “self  expres- 
sion” and  “natural  development.” 

Judge  Connelly  does  not  minimize  the  importance 
of  religious  influences,  of  the  solemn  obligation  of 
those  wdio  direct  the  dissemination  of  information 
and  entertainment  to  realize  their  responsibilities  nor 
of  the  wdsdom  that  lies  in  the  idea  that  parents  should 
reindoctrinate  themselves  with  the  natural  virtues 
of  kindness,  sincerity,  tolerance  and  truth.  The 
guiding  of  our  children  to  a successful  maturity  is 
the  greatest  challenge  in  a parent’s  life.  In  normal 
times  it  is  not  easy;  in  times  of  crisis  it  is  most 
difficult. 

^ ^ 

“The  Physiological  Effects  of  Operations  for 
Duodenal  Ulcer”  (Smithwick,  Rhode  Island  Aled. 
Jour.,  XXXVff:2).  Problems  in  surgery  are  appar- 
ently rarely  discussed.  The  conclusions  that  the 
author  arrives  at  are  of  practical  importance.  Re- 
currence of  the  ulcer  does  not  occur,  according  to 
the  author,  if  achlorhydria  is  present  in  the  fasting 
stomach,  following  a potent  food  stimulus  and  after 
vagal  stimulation.  He  concludes  that  the  only  opera- 
tion that  can  be  depended  upon  to  consistently  pro- 
duce achlorhydria  are  those  involving  at  least  the 
distal  one-half  of  the  stomach  together  with  the 
vagus  nerves.  The  size  of  the  gastric  remnant  seems 
to  have  a close  relationship  wdth  the  more  serious 
untoward  side  effects  of  the  operation  for  duodenal 
ulcer.  The  best  clinical  results  are  obtained  by  those 
patients  having  the  largest  gastric  remnants.  It  ap- 
pears probable  that  in  the  light  of  the  physiological 
effects  of  hemigastrectomy  combined  with  resection  | 
of  the  vagus  nerve  this  operation  will  supplant  sub-  J 
total  gastrectomy  as  the  operation  of  choice.  The  j 
author  ends  on  a note  of  caution  to  the  effect  that  a j: 
follow-up  of  an  adequate  number  of  carefully  ; 
studied  cases  is  needed  to  demonstrate  the  superiority  | 
of  any  given  operation  in  the  management  of  duode- 
nal ulcer  problems. 
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Atkinson  believes  that  the  early  diagnosis  of  polio- 
invelitis  is  important  from  the  standpoint  of  the 
prevention  of  paralysis  (Jour.  Tenn.  State  Med. 
Assoc.,  46:2).  Cases  diagnosed  within  48  hours  after 
onset  showed  a high  percentage  of  non  paralytic 
cases  in  comparison  with  those  diagnosed  at  a later 
rime.  The  reason  for  the  more  favorable  results  lies 
in  the  fact  that  complete  rest  was  instituted  almost 
from  the  beginning  of  the  disease.  The  author  favors 
treating  poliomyelitis  locally  and  preferably  in  the 
home. 

* * * * 

Martin  concludes  that  cancer  of  the  tongue  is 
again  becoming  a surgical  problem  (N.  V.  State 
Jour.  Med.,  53:2).  For  a time  cancer  of  the  tongue 
has  been  considered  to  be  a problem  in  radiation  but 
in  recent  years  it  has  been  returned  to  the  surgeon, 
and  particularly  that  part  pertaining  to  neck  dissec- 
tion. 

The  results  of  surgical  treatment  are  not  ideal,  but 
are  superior  to  the  results  of  radiation  therapy  and 
especially  with  regard  to  cervical  lymph  nodes. 
Carcinoma  of  the  posterior  third  of  the  tongue  is 
frequently  of  a highly  undilferentiated  type  and 
still  responds  better  to  competent  radiation  than  to 
surgery. 

Cancer  of  the  tongue  does  not  always  follow^  a 
logical  course  of  progression.  In  the  author’s  opinion 
complete  excision  or  destruction  of  the  primary  car- 
cinoma with  subsequent  bilateral  dissection  of  the 
cervical  lymph  nodes  appear  to  offer  the  patient 
with  cancer  of  the  tongue  the  best  chance  of  sur- 
vival. 

.At.  -V- 

^ ^ ^ 

Accidents  now  have  a foremost  rank  as  a cause  of 
death  in  late  infancy  and  childhood.  (“Accidental 
Death— A Challenge  to  the  iVIodern  Pediatrician” 
by  Forbes.  Tex.  State  Jour.  Med.,  49:3.)  An  aware- 
ness of  the  problem  is  the  first  step  in  any  program 
of  prevention.  Much  can  be  done  to  prevent  acci- 
dents in  children.  Perhaps  accident  prevention  can 
be  summed  up  in  the  single  word  “education.” 
Furniture  design,  the  care  of  poisons,  the  danger  of 
leaving  small  objects  around  that  may  be  ingested 
or  inhaled  and  the  teaching  of  the  small  child  of  the 
inherent  dangers  that  are  concealed  in  many  of  our 
modern  conveniences  are  effective  methods  of  ap- 
proaching the  problem.  The  modern  child  is  liter- 
ally “surrounded  by  lethal  weapons.” 


Harris  makes  the  statement  that  “the  intelligent 
use  of  intestinal  decompression  by  intubation  and 
suction  has  been  one  of  the  most  important  factors 
in  the  reduction  of  the  mortality  rate  associated 
with  bowel  obstruction,”  (“Intestinal  Intubation  in 
Bowxl  Obstruction,”  Jour,  luternat.  Col.  Surg., 
XVI II 14.)  The  term  “small  bowel  distension”  best 
describes  the  type  of  case  in  which  intubation 
therapy  is  indicated.  In  selected  cases,  particularly 
in  the  presence  of  postoperative  adhesive  obstruc- 
tion, definitive  successful  results  may  be  obtained  in 
80  to  90  per  cent  of  the  cases  treated. 

Complications  of  intestinal  intubation  are  com- 
paratively minor,  and  methods  for  prevention  and 
treatment  of  such  complications  are  described  in 
some  detail.  Briefly  the  complications  described  are 
failure  to  pass  the  tube  through  the  pylorus  and 
difficulty  in  withdrawing  the  tube.  If  the  tube  can- 
not be  withdrawn  and  fails  to  pass  through  the 
rectum  an  exploratory  laparotomy  and  enterostomy 
are  indicated.  The  contraindications  for  an  intestinal 
intubation  are  ( 1 ) strangulating  obstruction,  ( 2 ) 
vascular  obstruction,  and  ( 3 ) obstruction  of  the  large 
bowel.  There  is  danger  of  persisting  in  intubation 
therapy  when  surgical  intervention  should  be  em- 
ployed, and  contraindications  to  continuing  such 
therapy  are  emphasized  in  this  article. 

The  tltree  most  common  long  intestinal  tubes  in 
use  today  are  the  Miller-Abbott,  the  Harris  and  the 
Canter. 

* # # * 

Root  and  West  consider  “The  Increasing  Inci- 
dence of  Coronary  Arteriosclerosis  in  Diabetes 

r' 

Mellitus”  (Jour.  Okla.  State  Med.  Asoc.,  46:  i ).  The 
high  incidence  of  myocardial  infarction  in  diabetics 
is  due  mainly  to  an  accleration  of  the  rate  of  coro- 
nary sclerosis.  The  increased  frequency  of  obesity 
and  hypertension  favors  myocardial  infarction. 
Renal  infection  accounted  for  8.5  per  cent  of  the 
deaths  in  the  author’s  group  of  diabetics.  Emphasis 
is  placed  on  the  importance  of  the  discovery,  pre- 
vention, and  aggressive  treatment  of  urinary  tract 
infections.  The  course  of  juvenile  diabetes  is  differ- 
ent from  that  of  the  adult.  Death  is  usually  due  in 
children  to  nephropathy,  tuberculosis  and  diabetic 
coma,  while  in  adults  the  chief  causes  of  death  are 
coronary  sclerosis  and  cancer. 
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“The  Significance  and  Management  of  Acute 
Spontaneous  Thrombophlebitis  in  the  Superficial 
Veins  of  the  Lower  Extremities”  is  considered  by 
Lowenberg  in  the  October  issue  of  The  Journal  of 
the  International  College  of  Surgeons  (XVIII; 4). 
The  spontaneous  onset  of  thrombophlebitis  in  the 
superficial  veins  of  the  lower  extremities  may  indi- 
cate: (1)  thrombophlebitis  in  varicose  veins;  (2) 
superficial  thrombophlebitis  with  concomitant 
deep  vein  thrombophlebitis;  (3)  Buerger  s disease; 
(4)  migratory  phlebitis;  or  (5)  malignant  disease. 

The  author  recommends  immediate  surgical  inter- 
vention. There  should  be  included  in  the  operation 
a high  ligation  of  the  saphenous  vein  and  stripping 
and  resection  of  the  varicosities  in  the  affected  limb. 
The  acute  thrombophlebitis  is  not  infectious  and  is 
not  considered  a contraindication  to  such  surgical 
treatment.  When  the  thrombophlebitis  in  the  saphe- 
nous vein  has  ascended  to  the  saphenous-femoial 
junction,  safe  ligation  requires  thrombectomy. 

Every  case  of  thrombophlebitis  of  the  surface 
veins  may  be  complicated  by  a similar  process  in  the 
deep  veins.  Evidence  of  the  deep  vein  process  may 
be  minimal.  There  should  be  an  exploration  in  all 
cases  of  both  the  saphenous  and  the  femoral  vein. 

The  author  recommends  regional  heparinization  as 
an  adjuvant  to  venous  thrombectomy.  He  includes  in 
his  paper  on  spontaneous  superficial  thrombophle- 
bitis case  reports  of  such  an  accident  as  a mani- 
festation of  Buerger’s  disease,  of  migratory  phlebitis 
and  of  latent  malignant  disease. 

* * * * 

“The  Results  of  the  Bialock-Taussig  Operation  in 
200  Cases  of  Morbus  Caerulus”  have  been  studied  by 
Campbell  and  Deuchar  (Brit.  Med.  Jour.,  4806.) 
Most  of  their  cases  had  Fallot’s  tetralogy  and  in 
these  cases  the  results  were  good.  iVIany  were  serious- 
ly ill,  but  only  8 per  cent  died  and  75  per  cent  bene- 
fitted  greatly.  A smaller  number  of  the  series  suffered 
from  complex  lesions,  such  as  tricupid  atresia, 
dextrocardia  and  pulmonary  atresia.  In  this  last 
group  the  results  were  less  good,  the  total  mortality 
being  nearly  30  per  cent  and  only  35  per  cent  ob- 
taining good  results. 

There  was  a total  of  200  anastamotic  operations 
in  patients  having  morbus  caerulus.  The  improve- 
ment, when  it  occurred,  is  noted  as  losss  of  much 
of  their  cyanosis,  clubbing  and  polycythaemia  and 
an  increased  capacity  for  exercise.  Special  attention 


was  given  to  the  size  of  the  heart  as  this  has  been 
considered  a drawback  to  the  operation.  Generally 
the  increase  in  the  size  of  the  heart  was  not  great 
and  was  not  progressive  after  the  first  few  months. 
# * * # 

Tracheotomy  in  chest  injuries  is  indicated  if 
there  is  respiratory  distress  (cyanosis,  moist  rales, 
stridor),  inability  to  cough  effectively,  hemorrhage 
into  the  trachea  or  bronchi,  and  if  there  is  pro- 
longed coma  with  aspiration  of  salivary  and  pharyn- 
geal secretions  (Von  Leden,  III.  Med.  Jour.,  104:3). 

The  author  calls  attention  to  the  fact  that  a cor- 
rectly performed  tracheotomy  is  a harmless  proce- 
dure and  that  it  carries  with  it  no  additional  risks 
for  the  patient  with  respiratory  obstruction.  Ade- 
quate postoperative  care  is  essential  for  the  main- 
tenance of  a patent  airway.  Team  work  is  called  for 
in  the  treatment  of  crushing  chest  injuries.  It  is 
usually  possible  to  avoid  respiratory  obstruction 
with  pulmonary  complications  and  asphyxia  if  a 
laryngologist  is  permitted  to  supervise  the  problem 
of  airway  maintenance.  In  serious  chest  injuries  a 
tracheotomy  can  be  a livesaving  procedure. 

* * # 

“The  Early  Diagnosis  of  Cancer”  is  interestingly— 
and  too  briefly— discussed  by  Bamforth  (Practioner, 
1023:171).  Biopsy  remains  the  most  common  proce- 
dure in  determining  early  malignancy.  The  author 
points  out  the  importance  of  obtaining  a piece  of 
tissue  for  histological  examination  that  is  sufficient 
and  fully  representative.  There  are  certain  exceed- 
ingly difficult  physical  conditions  which  can  be 
diagnosed  by  a critical  examination  of  the  blood  and 
smears  from  marrow  puncture  (multiple  myeloma- 
tosis is  cited  as  an  example).  Cytological  examina- 
tions have  commanded  an  increasing  interest  during 
recent  years.  Malignant  cells  in  the  sputum,  in  the 
pleural  and  peritoneal  fluids,  vaginal  smears,  the 
stomach  washings,  the  urine  and  prostatic  smears, 
all  on  occasions  yield  significant  information. 

It  can  be  added  that  certain  procedures  have  been 
instituted  during  recent  years  which  may  be  em- 
ployed for  the  examination  of  large  numbers  of 
people  that  have  by  accident  or  design  brought  to 
light  many  cases  of  early  cancer.  Mass  radiography, 
for  example,  used  for  the  early  detection  of  tuber- 
culosis of  the  lung  has  been  responsible  for  the 
discovery  of  a small  number  of  pulmonary  neo- 
plasms. 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  AIEDICAL  SOCIETY 

Fresident,  Mrs.  Dewey  Katz,  Hartford  Recording  Secretary,  Mrs.  Walter  Nelson,  Cromwell 

President-Elect,  iMrs.  Newell  \V.  Giles,  Darien  Corresponding  Secretary,  Mrs.  Stevens  J.  Martin,  Hartford 

Second  Vice-President,  Mrs.  Mdnfield  Kelly,  Norwich  Treasurer,  Mrs.  Norman  J.  Barker,  Collinsville 


AIrs.  Leo  J.  Schaefer 


Semi-Annual  Meeting 
Mrs.  Leo  J.  Schaefer,  president  of  the  Woman’s 
Auxiliary  to  the  AMA,  was  guest  speaker  at  the 
semi-annual  meeting  of  the  State  Auxiliary  on  No- 
vember 10.  She  spoke  of  the  recognition  and  appre- 
ciation which  doctors’  wives  throughout  the  country 
are  receiving  for  their  participation  in  such  projects 
as  the  National  Polio  Foundation,  the  Crusade  for 
Freedom,  Civilian  Defense  and  Mental  Health. 

A president’s  pin,  designed  by  Mrs.  N.  Alarinaro 
of  Hartford  County,  was  given  to  Mrs.  Dewey  Katz 
and  all  the  past  presidents  of  the  Auxiliary:  Mrs. 
H.  B.  Lambert,  Mrs.  James  R.  A'liller,  Mrs.  James  D. 


Gold,  Mrs.  R.  J.  Cook,  Mrs.  Charles  Goff,  Mrs. 
Ralph  Gilman,  Mrs.  Winfield  Wight,  Mrs.  F.  E. 
Tracy,  Mrs.  Barnett  Freedman. 

Dr.  Thomas  M.  Feeney  thanked  the  guests  for 
their  contributions  to  the  State  Aledical  Society  and 
to  doctors  in  general.  He  stressed  the  need  to  remain 
aware  of  attempts  to  bring  socialized  medicine  into 
being. 

Mrs.  Truda  Kashmann  directed  a dance  recital 
celebrating  the  Auxiliary’s  ten  years  of  activity.  It 
portrayed  the  projects  involving  medical  and  nurs- 
ing scholarships,  public  relations,  school  health  and 
rural  health.  Mrs.  Paul  L.  Phelps  of  Canton  was 
the  narrator.  Miss  Rachel  Saul,  the  vocal  soloist. 

“Live”  decorations  of  ivy  and  grapes  lent  a beau- 
tiful and  unusual  atmosphere  to  the  luncheon  tables. 
A birthday  cake  alight  with  ten  candles  was  carried 
to  the  head  table  and  small  individual  birthday 
cakes,  each  with  a lighted  candle,  were  served  to 
the  guests. 

A fine  C.D.  display  was  set  up  in  the  lounge. 
Adrs.  E.  Roland  Hill  reminded  members  to  be  finger 
printed  and  to  obtain  their  blue  C.D.  cards. 

At  the  business  meeting  a nominating  committee 
was  elected,  composed  of  A4rs.  Willard  Buckley, 
Middlesex  County;  Mrs.  John  Bucciarelli,  Fairfield 
County;  Mrs.  Everett  Allen,  New  Haven  County; 
Mrs.  James  R.  Adiller,  Llartford  County  and  Mrs. 
Joseph  Woodward,  New  London  County. 

Annual  Conference 

It  was  my  privilege  to  attend  the  loth  annual 
Conference  of  Presidents  and  Presidents-Elect  in 
Chicago,  November  18-20.  Adrs.  Schaefer  opened  it 
and  Adrs.  Gieorge  Turner,  national  president-elect, 
directed  the  proceedings.  Its  theme  was  “Know  ATur 
Community.  Serve  \our  Community.”  It  was  point- 
ed out  that  awareness  of  the  needs  of  people  is  not 
enough  unless  something  is  done  to  alleviate  condi- 
tions. 
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The  subjecus  discussed  on  Wednesday  and  Thurs- 
day were  American  Medical  Education  Foundation, 
Jxgislation,  Civil  Defense,  Nurse  Recruitment, 
Mental  Health,  Today's  Health,  Rural  Health  and 
Organization.  National  chairmen  acted  as  moderators 
with  state  presidents  participating  in  the  discussions 
and  members  of  the  AMA  staff  serving  as  guest 
speakers. 

iMr.  Hiram  Jones  brought  out  the  aims  and  accom- 
plishments of  the  A.lVI.E.kk  and  the  continuing  need 
for  professional  medical  workers  as  well  as  doctors, 
stressing  the  part  the  auxiliaries  can  play  in  bringing 
the  problem  to  community  and  county  levels.  Since 
it  is  our  tradition  to  finance  institutions  of  higher 
learning  with  private  funds,  we  must  not  allow 
medical  education  to  be  legislated  by  Congress. 
Connecticut  is  one  of  five  states  in  which  all  organ- 
ized counties  have  contributed  to  the  Foundation 
this  year. 

Mr.  Joseph  Stetler  of  the  Legislation  panel  told 
us  that  of  the  989  bills  in  the  first  session  of  Con- 
gress, 260  pertained  to  medicine.  Doctors  appeared 
16  times  before  Congress. 

Mrs.  Dewey  Katz  participated  in  the  Civil  Defense 
panel.  When  Mr.  Stetler  spoke  he  commended  her 
highly  for  the  clear  and  concise  method  of  handling 
her  subject.  In  this  panel  the  need  for  workers  to 
assist  physicians,  courses  for  workers  and  registration 
with  C.D.  organizations  were  held  to  be  of  greatest 
importance. 

Among  the  suggestions  for  Nurse  Recruitment 
was  formation  of  future  nurses’  clubs.  There  was 
much  discussion  concerning  scholarships  versus 
loans. 

Dr.  Richard  J.  Plunkett  emphasized  the  import- 
ance of  the  classroom  in  mental  health  and  said 
that  since  it  is  recognized  that  education  is  failing 
to  prepare  children  for  happy  adult  life,  several 
projects  have  been  introduced  into  the  schools  such 
as  the  Bulks,  Force,  Oajmen  and  Forest  Hills  Village 
plans.  Their  value  has  not  yet  been  determined. 

Mr.  Robert  A.  Enlow  brought  forth  the  fact  that 
Today's  Health  is  the  only  authoritative  medical 
publication  for  the  lay  public.  Auxiliaries  were  urged 
to  introduce  a more  widespread  distribution  of  it. 

The  panel  on  Rural  Health  discussed  the  need  in 
rural  areas  for  doctors,  preschool  clinics,  promotion 
of  voluntary  health  plans  and  nutritional  programs. 
Assistance  to  allied  groups  engaged  in  health  service 
is  of  great  importance.  Mr.  Aubrey  Gates  said  that 


there  is  in  the  L^nited  States  a tremendous  struggle 
to  capture  the  support  of  farm  groups.  They  backed 
doctors  against  socialized  medicine  and  we  should 
give  them  all  possible  assistance. 

The  Organization  panel  dealt  with  general  sug- 
gestions for  organizing  auxiliaries,  getting  and  keep- 
ing new  members. 

An  account  of  the  World  Medical  Association 
and  its  aims  was  given.  A voluntary  non  government 
association  of  700,000  physicians,  it  is  of  tremendous 
worth  in  raising  health  standards,  disseminating 
information,  presenting  the  opinion  of  its  group  to 
the  World  Health  Organization  and  UNESCO,  and 
in  keeping  the  practice  of  medicine  free  by  cooper- 
ating with  other  countries. 

The  history,  activities  and  progress  of  the  AMA 
were  presented  at  the  close  of  the  panel  discussions. 
This  prepared  us  for  our  visit  to  its  headquarters  the 
following  day  at  which  time  we  toured  the  building 
and  saw  four  AMA  movies  available  for  auxiliary 
meetings. 

Dr.  Franklin  D.  Murphy,  chancellor  of  the  Uni- 
versity of  Kansas,  was  guest  speaker  at  Wednesday’s 
luncheon.  He  discussed  How  to  Build  Health  and 
Win  Friends.  On  Thursday  Dr.  Edward  J.  Mc- 
Cormick, president  of  the  AMA,  spoke  on  Auxil- 
iary Activities  in  the  Preservation  of  Democracy. 

It  was  an  enjoyable  e.xperience  and  a rewarding 
one  to  be  able  to  meet  with  women  from  auxiliaries 
in  other  parts  of  the  United  States,  to  exchange 
ideas  and  to  learn  how  others  are  accomplishing 
their  aims.  I wish  to  thank  the  members  of  our 
Auxiliary  for  giving  me  this  opportunity. 

Emma  V.  Giles,  President-Elect 

County  Nevi/s 

FAIRFIELD 

We  contributed  $350  to  the  A.M.E.F.  at  our  fall 
meeting.  We  decided  to  give  one  rather  than  two 
nurses’  scholarships  this  year.  We  will  give  a piano 
to  Laurel  Heights  Sanatorium,  the  second  such  gift 
we  have  made  to  them.  The  Mariner  Girl  Scouts  of 
New  Canaan,  under  Mrs.  Bucciarelli’s  direction, 
made  24  game  boards  for  bed  patients  of  Laurel 
Heights. 

The  October  10  dance  netted  us  I406. 

At  the  December  board  meeting,  we  decided  to 
investigate  a scholarship  for  a Registered  Aledical 
Record  Librarian.  Letters  explaining  what  the  Fair- 
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field  County  Auxiliary  had  accomplished  in  1953 
^\’ere  sent  to  all  doctors’  M’ives. 

HARTFORD 

Airs.  Irving  Ivrall,  chairman  of  the  State’s  Aledical 
and  Surgical  Relief  Committee,  secured  the  free 
use  of  a Red  Crosss  station  wagon  to  transport  the 
material  to  New’  York  City.  A Hartford  Auxiliary 
memher  is  a Red  Cross  driver. 

(Covtimied  011  next  page) 

Auxiliary  Praised  for  CD  Work 

Woman’s  Auxiliary 
to  the  American  Adedical  Association 
1953-1954  Committee  on  Civil  Defense 

November  24,  1953 

Airs.  E.  Roland  Hill 

Civil  Defense  Chairman 

Woman’s  Auxiliary  to  Connecticut  State 

Aledical  Society 
43  East  Alain  Street 
Alystic,  Connecticut 
Dear  Airs.  Hill: 

Connecticut  can  be  proud  of  itself  for  its  fine 
showing  in  civil  defense. 

The  Regional  Conference  held  at  Simsbury  was 
very  successful,  and  your  wMi'k  in  civil  defense  was 
mentioned  by  the  Connecticut  staff. 

The  five  auxiliary  members  from  the  vicinity  of 
Hartford  were  most  hospitable  as  w ell  as  being  fine 
representatives  of  our  Aledical  Auxiliary. 

Sincerely, 

Alarie  L.  Gale  (Airs.  Julius  P.) 

Eastern  Regional  Chairman 

Alembers  of  the  Woman’s  Auxiliary  to  the  Hart- 
ford County  Aledical  Association  recently  for- 
warded 58  cartons  of  medical  samples  to  the  Aledical 
and  Surgical  Relief  Committee  in  New  York  for 
shipment  to  hospitals  and  clinics  in  foreign  countries. 

Airs.  Irving  Krall,  Hartford,  state  chairman  for 
the  Auxiliary  project,  reports  that  similar  programs 
are  now’  being  organized  in  other  counties.  Com- 
mittee chairmen  have  been  appointed  as  follows: 
Airs.  Joseph  Petrelli,  New  Haven,  for  New  Haven 
County;  Airs.  James  T.  Smith,  Winsted,  Litchfield 
County;  and  Airs.  Ward  AlcEarland,  New^  London, 
New  Lonon  County. 


«5 

The  Woman’s  Auxiliary  Needs  Your  Wife 

Sometime  in  your  life  there  has  been  someone 
w’ho  has  approached  you  and  your  friends  with  an 
appeal  to  do  something  (probably  when  you  w^ere 
a youth)  and  w’hen  you  hesitated  after  a stirring- 
speech  on  the  merits  of  the  proposed  action,  the 
proposer  ended  up  with  an,  “Aw  c’mon  fellers,  it 
w on  t hurt.”  1 rue  then,  it’s  true  now— it  w’on’t  hurt 
wlien  you  ask  your  W’ife  to  join  the  Woman’s  Aux- 
iliary to  the  Hartford  County  Aledical  Association. 

Probably  the  most  outstanding  single  reason  for 
their  existence  is  service  to  you.  Everything  they  do 
redounds  to  the  benefit  of  the  medical  profession  in 
the  county  area,  directly  or  indirectly. 

If  they  established  a memorial  scholarship  to  help 
young  men  and  women  pay  for  medical  or  nursing- 
education,  or  if  they  send  your  unused  pharmaceu- 
ticals abroad  to  needy  countries,  or  if  they  sit  by  the 
hour  stuffing  envelopes  or  picking  up  urine  speci- 
mens for  the  diabetes  campaign,  they  are  helping 
you. 

To  do  a better  job,  to  develop  a better  program, 
and  to  become  an  even  more  successful  adjunct  of 
HCAIA,  they  need  more  members.  There  are  876 
n-iembers  in  our  organization,  wl-iereas  the  Woman’s 
Auxiliary  has  only  395  (State  membership  1,117). 
They  need  large  numbers  to  meet  their  many  tasks— 
for  the  members  are  luothers  and  w ives  first  and  must 
parcel  out  their  time. 

ATu  can  help  the  Woman’s  Auxiliary  by  telling 
yoLir  w ife  how  much  she  is  needed.  You  can  show^ 
your  wife  this  editorial  and  urge  her  to  become  a 
member.  If  she  asks  the  advantages  of  membership, 
tell  her  that  besides  helping  you  and  the  profession, 
she  will  be  associating  with  women  who  have  the 
same  social  and  economic  backgrounds  and  the  same 
individual  problems.  Tell  her  also  that  the  Auxiliary 
is  not  all  hard  work,  that  there  is  entertainment  also, 
and  interest  in  social  or  economic  problems,  that  if 
she  wants  to,  she  can  participate  in  civil  defense 
plans  or  take  part  in  state  or  national  legislation 
committees,  or  music  and  art  committees  or  pub- 
licity, if  she  feels  she  has  a flair  for  any  of  these.  Tell 
her  she  can  be  a leader  or  a follower.  Eor  w hatever 
she  wants  to  be,  the  Auxiliary  needs  her. 

Reprinted  froin  editorial  page  of  Hartford  Comity  Medical 
Association  Bulletin.  It  is  applicable  to  all  n/embers  of  the 
State  Society  and  to  the  seven  Comity  Auxiliaries. 
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COUNTY  NEWS  (Concluded) 

UTCHFIELD 

At  the  semi-annual  meeting  in  November,  Dr. 
Edward  H.  Kirschbaum  of  Waterbmy  spoke  on 
“Community  Health  Activities.”  As  a patient  welfare 
Christmas  project  for  Fairfield  State  Hospital  we 
are  raising  funds  for  television  sets  for  the  hospital. 

MIDDLESEX 

Mrs.  Louis  LaBella,  Civilian  Defense  chairman, 
attended  the  Eastern  Regional  Conference  on  C.D. 
in  Simsbury  on  November  5. 

Mrs.  F.  Erwin  Tracy  is  a member  of  the  Eastern 
District  Committee  of  the  AMA  Auxiliary  Organi- 
zation Committee. 

Mrs.  Louis  Soreff,  secretary  of  our  auxiliary,  was 
honored  by  the  Congregation  Adath  Israel  for  her 
years  of  service  as  teacher  and  principal  of  its 
Sunday  School. 

Mrs.  Henry  SherwMod,  chairman  of  Today's 
Health,  reports  that  Middlesex  County  has  already 
topped  its  quota.  Mrs.  Benjamin  Roccapriore  is  assist- 
ing in  the  subscription  drive. 

NEW  HAVEN 

Mental  Health  was  the  subject  of  the  speaker  and 
slides  at  our  semi-annual  meeting.  A food  sale  was 
held  in  conjunction  with  this  meeting  to  raise  funds 
for  the  auxiliary.  Mrs.  Bensche  provided  a Civilian 
Defense  display. 

WINDHAM 

Airs.  Morton  Arnold,  chairman  of  the  State  Publi- 
cations Committee,  has  been  appointed  State  chair- 
man of  Today's  Health.  She  replaces  Mrs.  Martin 
O’Neil  who  resigned. 


Orchids  to  Our  Volunteers 

There  are  many  facets  of  the  Connecticut  Region- 
al Blood  Program  wdiich  are  not  known  to  even  its 
most  ardent  supporters.  This  Blood  Program  is  one 
of  the  very  few,  and  the  only  statewide  program 
caring  for  the  total  blood  needs  of  its  residents. 
This  Blood  Program  also  provides  blood  plasma, 
frozen  plasma  and  blood  fractions  for  use  at  no  cost 
for  patients  in  its  hospitals. 

There  is,  however,  one  facet  which  is  all  too  often 
ignored  in  people’s  thinking  in  this  Program,  namely, 


the  tremendous  volume  of  work  performed  by  the 
volunteers.  In  any  liloodmobile  operation,  the  volun- 
teers outnumber  the  staff  by  four  to  one.  In  the 
Center  itself  approximately  5,000  man  hours  of 
work  are  done  gladly  by  volunteers  mainly  from 
the  Hartford  Chapter  and  its  branches.  Only  those 
wiro  have  been  in  close  touch  wdth  the  Blood  Pro- 
gram can  realize  the  time  w'hich  is  consumed  in 
recruiting  prospective  donors  for  a single  bloodmo- 
bile  operation.  If  we  add  to  all  these  hours  of  work 
performed  the  time  consumed  by  volunteers  who 
send  in  w'alk-in  donors  to  hospitals  in  emergencies, 
we  come  to  a staggering  total. 

It  can  be  truthfully  stated  that  this  Program  can- 
not be  carried  on  without  volunteers  to  wTom  the 
residents  of  this  State  owe  a laroe  debt  of  Q-ratitude. 

New  Council  AMA  Associate  Secretary 

Dr.  Walter  S.  Wiggins,  who  has  been  assistant 
dean  for  graduate  and  postgraduate  medical  educa- 
tion at  the  State  University  of  New  York,  Syracuse, 
since  1951,  will  join  the  AMA  headquarters  staff  on 
January  i. 

He  is  taking  over  the  position  of  Associate  Secre- 
tary of  the  AiVIA  Council  on  Medical  Education 
and  Hospitals,  replacing  Dr.  Francis  R.  Alanlove, 
who  left  a short  time  ago  to  become  director  of  the 
medical  center  and  dean  of  the  department  of  medi- 
cine, University  of  Colorado  School  of  Aledicine, 
Denver. 
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Vermont 

Officials  of  the  Red  Cross  Blood  Program  in  Ver- 
mont and  New  Hampshire  recently  stated  that  their 
request  for  physicians  to  provide  voluntary  medical 
coverage  at  local  blood  drawings  has  met  with  a 100 
per  cent  response.  Throughout  the  two  States,  busy 
general  practitioners  and  specialists  alike  have  co- 
operated  in  this  endeavor,  which  will  result  in  a j 
saving  of  approximately  $12,000  in  the  current  year’s  j 
Blood  Program  budget.  Excellent  progress  has  also  | 
been  achieved  in  reducing  the  returns  of  outdated  ■ 
blood  from  the  former  figure  of  20  per  cent  toward  i 
the  objective  of  10  per  cent.  ' 
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Hospital  Room  Charges 

Room  charges  in  Connecticut’s  general  hospitals 
have  increased  ten  per  cent  during  the  past  year, 
according  to  figures  released  by  the  Connecticut 
Blue  Cross  hospital  plan. 

The  t\vice-a-year  Blue  Cross  survey,  based  on  data 
furnished  by  32  community  hospitals  throughout  the 
State,  places  the  average  hospital  room  charge  at 
$15.16  per  day  at  the  present  time.  This  compares 
with  $13.78  per  day  a year  ago. 

The  figures  cover  room,  meals  and  general  nursing 
care  only.  Blue  Cross  explained.  Charges  for  special 
services  such  as  operating  room,  x-ray,  drugs  and 
laboratory  are  not  included  in  the  study. 

By  type  of  accommodation,  room  charges  aver- 
aged out  this  way:  private  room— up  9.1  per  cent 
over  a year  ago  to  $19.77  now;  semi-private— up  10 
per  cent  to  $15.70;  private  ward— up  6.5  per  cent  to 
$12.15;  staff  ward— up  12.3  per  cent  to  $13.56. 

While  averages  are  necessary  to  give  the  statewide 
picture,  they  don’t  indicate  the  actual  price  struc- 
ture in  any  one  institution,  the  hospital  plan  pointed 
out.  Regional  differences  and  variations  in  the  type 
of  room  provided  account  for  a price  range  that 
goes  all  the  way  from  $7.50  per  day,  the  lowest  staff 
ward  rate  reported,  to  $29  per  day  for  the  highest 
priced  private  room. 

Overall,  the  10  per  cent  increase  during  the  past 
twelve  months  follows  a general  pattern  of  steadily 
rising  hospital  charges  in  postwar  years.  Blue  Cross 
said.  Since  the  1947-49  base  period,  room  charges  in 
Connecticut  hospitals  have  shown  a total  increase  of 
about  fifty-seven  per  cent. 

The  Yale  Psychiatric  Institute 

Several  important  changes  have  occurred  in  the 
Yale  Psychiatric  Institute,  notably  the  appointments 
of  Miss  Elizabeth  Royce  as  administrator.  Dr. 
Stephen  Fleck,  associate  professor  of  psychiatry  at 
Yale,  as  psychiatrist  in  charge.  Dr.  Roy  Schafer, 
formerly  with  the  Austen  Riggs  Center  and  the 
Menninger  Foundation,  as  chief  clinical  psychologist 
and  associate  professor  of  psychology  in  the  Depart- 
ment of  Psychiatry,  and  Dr.  Norman  Cameron  as 
professor  of  psychiatry. 

The  supervision  of  the  resident  staff  in  the  inten- 
sive treatment  of  patients  will  be  carried  this  vear 


by  Drs.  Helen  Gilmore,  Richard  Newman,  Henry 
Wexler,  Samuel  Hunt  and  Alfredo  Namnum,  all  of 
whom  not  only  have  extensive  experience  in  indi- 
vidual psychotherapy  but  also  are  familiar  with  the 
activities  and  policies  of  the  Institute. 

In  addition  to  the  changes  in  personnel,  some 
striking  changes  are  occurring  in  the  Institute  itself. 
The  first  floor  has  been  completely  redecorated  and 
refurnished.  The  rooms  have  been  painted  and 
decorated  in  a semi-modern,  bed-sitting  room  style. 
Redecorating  and  refurbishing  is  beginning  on  the 
second  floor  and  we  expect  to  have  a completely 
modernized  and  redecorated  hospital  by  the  early 
part  of  next  year. 

The  Institute  accepts  all  types  of  psychiatric 
patients  for  diagnostic  evaluation  and  treatment. 
There  is  a particular  interest  on  the  part  of  the  staff, 
however,  in  making  the  Institute  a suitable  place  for 
the  treatment  of  young  schizophrenic  patients. 

Hartford  Hospital  Breaks  Record 

During  the  year  ending  October  3 1 the  Hartford 
Hospital  admitted  33,221  patients,  the  largest  num- 
ber in  its  99  years  of  operation.  To  carry  on  the 
hospital  during  this  same  year  cost  $6,682,923.84.  In 
spite  of  this  the  hospital  showed  a surplus  of  almost 
$106,000  against  a deficit  of  $72,000  the  previous 
year.  The  average  patient’s  bill  increased  9.5  per 
cent,  due  to  increase  in  salaries,  greater  use  of 
special  services  and  techniques,  and  the  choice  of 
better  accommodations  by  patients. 

Two  new  operating  rooms,  an  out-patient  depart- 
ment with  x-ray  equipment,  a new  cardio-respiratory 
diagnostic  clinic,  and  a gift  for  the  purchase  and 
installation  of  a modern,  high  power  x-ray  machine 
for  deep  seated  cancer  cases  have  been  acquired  by 
the  hospital  in  the  past  year. 

Dr.  Marvin  Addresses  Western  New 
York  Meeting 

Dr.  H.  M.  Alarvin,  president-elect  of  the  Societv, 
recently  addressed  a joint  meeting  of  the  Western 
New  York  Heart  Association  and  the  Buffalo  Acad- 
emy of  Adedicine  in  Buffalo.  “Aortic  Stenosis— Its 
Recognition  and  Peculiar  Hazards,”  was  the  topic 
of  his  address. 
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Vincent  J.  Grillo,  M.D. 
1909  - 1953 


The  sudden  death  of  Vincent  J.  Grillo  on  July 
24,  1953  takes  from  our  midst  an  energetic,  dynamic, 
congenial  and  inspiring  personality.  Throughout  his 
professional  career  his  efforts  and  his  devotion  to 
medical  practice  were  dedicated  to  the  advancement 
of  medical  standards  and  to  scientific  progress. 

His  patients  will  miss  him  for  his  conscientious 
approach  to  their  numerous  medical  problems.  This 
he  always  maintained  o«r  a high  medical  plane  while 
never  lacking  in  personal  and  friendly  concern  for 
their  welfare.  He  had  a knack  of  always  placing  his 
patients  completely  at  ease,  promoting  assurance  and 
confidence. 

His  colleagues  will  miss  him  as  an  outstanding 
scholar  and  for  his  counsel  and  judgment  of  medical 
problems. 

Dr.  Grillo  was  born  in  Hamden,  Connecticut  on 
January  24,  1909.  He  attended  Yale  Sheffield  Scien- 
tific School,  holding  the  Sterling  Scholarship  for 
four  years,  and  was  graduated  in  1929.  He  entered 
Yale  Medical  School  in  1929,  held  the  Verdi  Scholar- 
ship for  two  years,  and  was  graduated  in  1933.  His 


ability  and  eagerness  to  learn  made  itself  evident  at 
an  early  age,  for  he  was  only  sixteen  when  he  was 
licensed  a junior  pharmacist.  He  worked  as  a part 
time  pharmacist  for  six  years  during  his  school  days 
which  helped  to  lessen  the  financial  burden  upon  his 
family. 

He  interned  at  St.  Francis  Hospital  in  Hartford, 
Connecticut,  and  following  his  internship  he  entered 
the  general  practice  of  medicine  in  Hamden,  Con- 
necticut. He  was  in  general  practice  for  ten  years, 
during  which  time  he  devoted  his  efforts  and  energy 
unselfishly  to  the  cause  of  medicine.  His  tireless 
drive  and  the  will  to  acquire  further  knowledge  plus 
his  love  of  orthopedics  presented  him  with  a prob- 
lem. Considerable  thought  and  patient  analysis  of 
this  problem,  before  making  definite  plans  as  to 
the  future,  were  in  order.  It  was  not  an  easy  decision 
for  one  with  such  an  extremely  active  practice  to 
make.  On  the  one  hand  there  existed  a love  and  un- 
ceasing desire  to  enter  a specialty  which  he  carried 
in  his  heart  through  his  latter  years  as  a medical 
student,  and  then  while  in  general  practice;  on  the 
other  hand,  a desire  not  to  desert  his  patients. 

A definite  decision  had  to  be  made,  and  though  his 
services  were  to  be  sorely  missed  by  his  patients, 
he  decided  to  give  up  his  practice  and  entered  the 
New  York  Orthopedic  Hospital  in  1945  as  a resi- 
dent. He  remained  in  this  capacity  until  1947. 
During  the  years  1947  and  1948  he  held  the  Annie 
C.  Kane  Fellowship  at  Presbyterian  Hospital  in  New 
York  City. 

Following  his  return  to  New  Haven  he  limited 
his  practice  to  orthopedic  surgery.  His  ability  in 
this  new  field  was  quickly  recognized  by  his  col- 
leagues and  also  by  his  former  patients.  In  a few 
short  years  he  developed  one  of  the  largest  ortho- 
pedic practices  in  the  State.  He  was  appointed  to 
the  staff  of  the  Grace-New  Haven  Hospital,  the 
Hospital  of  St.  Raphael,  and  to  the  Newington 
Home  for  Crippled  Children.  He  built  up  one  of 
the  finest  libraries  in  orthopedic  surgery  to  be  found 
in  this  area. 

He  is  survived  by  his  wife,  Mary  A.  Devlin,  and 
five  children,  Afary  Ann  14,  Vincent  Jr.  13,  Jean  ii, 
Peter  9,  and  Patricia  3 months. 


OBITUARIES 


89 


Dr.  Grillo  will  be  greatly  missed  by  all  who  knew' 
him,  both  lay  and  professional.  His  ability  to  acquire 
knowledge  and  his  ec]ual  ability  to  impart  it  w ill  long 
be  remembered  by  his  colleagues.  He  was  a great 
champion  of  what  he  considered  right  and  proper, 
and  an  inspiring  force  in  the  advancement  of  medical 
knowledge  and  skills.  His  many  devoted  patients  will 
never  forger  his  genuine  interest  and  friendly  under- 
standing of  their  problems.  All  of  us  feel  a deep  sense 
of  humility  and  sorrow'  at  the  passing  of  so  great  a 
friend  and  counselor. 

Arthur  L.  Delgrego,  m.d. 


A.  G.  Boswell  James,  M.D. 
1896  - 1953 


Dr.  A.  G.  Boswell  James  died  suddenly  in  his 
office  on  August  24,  1953  as  a result  of  an  acute 
coronary  thrombosis.  He  w'as  57  years  old. 

He  was  born  in  Arouca,  Trinidad,  British  West 
Indies,  on  March  12,  1896  and  acquired  his  element- 
ary education  in  the  public  schools  in  Port  of  Spain, 
Trinidad.  During  the  early  part  of  World  War  I he 
did  special  telegraphic  war  service  for  the  Trinidad 
Government.  In  1918  he  matriculated  at  the  Liberal 
Arts  College  of  Toronto  University  and  graduated 
with  the  degree  of  b.s.  in  1923.  His  medical  career 
began  later  in  the  year  when  he  enrolled  in  the 
Medical  College  of  McGill  University  in  Montreal, 
Canada.  In  1927  he  graduated  wdth  the  degree  of 
M.D.  Following  graduation  from  iVIedical  School  he 


interned  at  the  iVIontreal  General  Hospital  and  at 
the  same  time  studied  Public  Health  and  Preventa- 
tive Medicine,  receiving  the  degree  of  Doctor  of 
Public  Health  from  McGill  University  in  1929.  He 
practiced  general  medicine  in  Montreal  for  a short 
time  and  moved  to  Bridgeport  in  the  early  part  of 
1930  to  resume  the  practice  of  general  medicine. 
Several  years  later  he  became  intensely  interested  in 
cardiology  and  internal  medicine  and  did  consider- 
able postgraduate  work  in  that  field  at  Montefiore 
Hospital  and  Mount  Sinai  Hospital  in  New  York 
City.  At  the  time  of  his  death  he  commanded  an 
extensive  practice  specializing  in  cardiac  diseases. 

Dr.  James  was  a member  of  the  Bridgeport  Hos- 
pital medical  staff,  the  American  Aledical  Associa- 
tion, Fairfield  County  Medical  Association,  Con- 
necticut State  Medical  Society,  Connecticut  Medi- 
cal and  Dental  Association  (Negro),  Board  of 
Directors  of  the  Catholic  Charitable  Bureau  of 
Bridgeport,  Board  of  Directors  of  the  American  Red 
Cross  (Bridgeport  Chapter),  United  Negro  College 
Fund,  Chief  of  the  Clinic  of  the  Bridgeport  Heart 
Association  (affiliate  of  the  American  Fleart  Asso- 
ciation ) . 

Dr.  James  was  endowed  wfith  a mind  of  great 
capacity  w hich  he  trained  and  developed  as  oppor- 
tunity afforded.  All  of  his  activities  w'ere  in  strict 
accord  w’ith  the  best  traditions  of  his  profession. 
Flis  relations  wfith  his  fellow/  members  of  the  medi- 
cal profession  were  most  friendly  and  to  many  of 
them  he  gave  freely  of  his  time  anei  counsel. 

He  had  an  abhorrence  of  the  slightest  violatioji  of 
professional  ethics  and  scorned  all  that  is  mean  and 
petty.  He  considered  his  calling  one  of  the  noblest 
that  society  affords  and  he  was  proud  to  be  enrolled 
in  the  ranks  of  those  w'ho  bear  its  torch.  His  life 
W'as  rich  in  friendships  and  unselfish  deeds.  He  had 
gained  for  himself  through  his  rectitude  of  living, 
the  esteem,  affection  and  high  regard  of  his  patients 
and  fellow^  menibers  of  his  profession.  He  was  pos- 
sessed of  a very  attractive  personality  and  his  un- 
failing courtesy  w as  but  the  reflection  of  the  innate 
kindliness  of  the  man.  Courtly  in  his  manners,  he 
W'as,  nevertheless,  affable,  approachable,  tactful,  con- 
siderate of  the  feelings  of  others,  uniformly  kind  to 
his  inferiors  and  dependents  and  gave  to  every  man 
his  just  need  of  appreciation  and  recognition. 

“His  life  was  gentle,  and  the  elements 
So  mixed  in  him,  that  Nature  might  stand  up 
And  say  to  all  the  world,— ‘This  was  a man’.” 
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The  community  has  suffered  an  irreparable  loss  in 
the  death  of  Dr.  James,  who  not  only  endeared 
himself  to  liis  patients  and  to  his  fellow  practitioners, 
but  to  all  those  who  had  the  pleasure  of  meeting  him 
or  dealing  \\  ith  him. 

He  is  survived  by  his  widow,  Alys  Distin  Follette 
James,  a daughter,  Carole,  and  a son,  Ronald. 

Albert  Levenson,  m.d. 


Edward  H.  Crosby,  M.D. 
1901  - 1953 


We  always  take  good  things  and  competent  people 
for  granted.  Only  after  losing  them  do  we  know 
how  great  their  services  w^ere  to  all  of  us.  The  death 
of  Dr.  E.  H.  Crosby  on  September  14  of  this  year 
brought  so  many  of  us,  his  friends  and  working 
colleagues,  his  patients  and  his  family,  to  that  realiza- 
tion of  personal  loss  which  one  can  seldom  fathom 
until  actually  faced  with  it. 

Such  a loss  sustained  by  us  all  is  compensated  in 
part  by  memories  of  Dr.  Crosby’s  attributes  and 
capacities.  He  never  refused  a patient  or  a friend 
any  service,  great  or  small.  As  one  of  his  close 
friends  has  expressed  it,  “He  always  cooperated  in 
every  detail  . . . and  did  so  promptly  and  to  his 

best  ability,  which  he  had  in  great  abundance.” 

Born  in  Hartford  in  1901,  raised  and  educated  in 
the  public  schools  of  this  line  New  England  com- 


munity, it  seemed  only  natural  that  he  should  pur- 
sue his  medical  education  at  Yale  where  he  gradu- 
ated in  1928.  After  an  extensive  general  and  ortho- 
pedic postgraduate  training  in  Chicago,  Albany  and 
the  Cleveland  Clinic  under  Dr.  James  Dickson,  Dr. 
Crosby  completed  his  training  at  the  New  Haven 
Hospital  in  1932.  Very  shortly  he  began  his  specialty 
practice  in  Hartford  and  his  long  association  on  the 
McCook  Hospital  staff.  He  was  invited  to  join  the 
orthopedic  department  at  that  hospital  by  Dr.  James 
Wilson,  one  of  Hartford’s  able  pioneer  orthopedic 
surgeons.  Dr.  Crosby  was  chief  of  orthopedics  at 
his  death.  Ear  too  many  younger  orthopedists  had 
resigned  from  the  staff,  but  Dr.  Crosby,  on  the 
other  hand,  continued  to  carry  the  load  which  be- 
came heavier  for  him  each  year.  His  devotion  to 
this  institution  was  remarkable. 

The  Newington  Home  and  Hospital  for  Crippled 
Children,  the  Anna  Hadley  Hakes  Memorial  Clinic 
in  Winsted,  and  the  Hartford  Dispensary  were 
actively  served  by  him  for  many  years.  He  was  a 
consultant  to  a number  of  hospitals  in  the  area, 
associate  orthopedic  surgeon  at  St.  Erancis  Hos- 
pital, chief  of  service  at  Rocky  Hill  Veterans  Hos- 
pital and  shortly  before  his  death  was  made  chief 
of  the  Norwich  Clinic  of  the  Division  of  Crippled 
Children,  State  Department  of  Health.  He  was  on 
the  poliomyelitis  team  of  the  Hartford  Chapter, 
National  Foundation  for  Infantile  Paralysis. 

Following  his  own  sense  of  duty  he  accepted  a 
commission  in  the  active  Medical  Corps  of  the  U.  S. 
Navy,  prior  to  Pearl  Harbor,  serving  throughout  the 
war  and  retaining  his  commission  as  a Captain  in  the 
Reserve  Corps  upon  returning  to  civilian  practice  in 
1946.  This  was  a long  period  to  be  absent  from 
active  practice.  Upon  returning  he  redoubled  his 
energies,  never  refused  anyone,  and  continued  to 
pursue  his  abiding  interest  in  fishing.  His  energy 
seemed  inexhaustible.  His  death  came  while  leaving 
a showing  of  his  favorite  fishing  motion  pictures 
before  a men’s  club.  He  must  have  died  with  the 
pleasant  memories  of  his  fishing  companions  and  the 
wild  streams  and  forests  where  he  had  gone  to  fish, 
so  fresh  in  his  mind.  This  is  as  it  should  be. 

We  shall  miss  him  every  day  and  for  a long  time 
to  come. 

Charles  W.  Goff,  m.d. 

E.  E.  Carniglia,  m.d. 

J.  W.  Larrabee,  m.d. 
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Edward  L.  Brennan,  M.D. 

1900  - 1953 

Edward  L.  Brennan  Yas  born  in  County  Carlow, 
Ireland,  May  21,  1900.  He  attended  Stimnierhill 
Colleqe  and  the  National  Univ^ersitv  in  Ireland.  He 
came  to  the  United  States  in  the  late  1920’s  and 
joined  the  staff  of  the  Vanderbilt  Clinic  in  New 
York  City  as  attending  psychiatrist.  He  was  also  an 
instructor  at  Columbia  University.  He  was  brought 
to  Hartford  in  1938  by  the  late  C.  Charles  Burlin- 
game, psychiatrist  in  chief  of  the  Institute  of  Living, 
and  made  a staff  psychiatrist  and  later  executive 
officer  of  the  Institute. 

In  1947  he  organized  the  outpatient  clinic  at  Saint 
Francis  Hospital  and  it  remained  under  his  direction 
until  his  untimely  death  on  September  27,  1953.  In 
addition  to  his  private  practice  and  the  work  men- 
tioned above,  he  was  also  attending  psychiatrist  at 
the  VYterans  Hospital,  Northampton,  Massachusetts. 
He  was  a member  of  the  American  Medical  Asso- 
ciation, the  American  Psychiatric  Association,  the 
New  England  Society  of  Psychiatry,  and  a diplomate 
of  the  American  Board  of  Psychiatry  and  Neurol- 
ogy. 

Dr.  Brennan  was  a hard  worker,  spending  long 
hours  in  his  office  and  his  clinic.  He  loved  his  work 
and  the  people  it  was  his  privilege  to  care  for  and 
this  \vas  second  only  to  the  love  he  had  for  his 
delightful,  compact  little  family.  He  lived  to  see  his 
two  children  well  into  medical  school. 

Dr.  Brennan  was  one  of  the  founders  of  the  Guild 
of  Catholic  Psychiatrists  and  at  the  time  of  his  death 
he  was  interested  in  the  movement  toward  the  reso- 
lution of  any  conflicts  between  scholastic  philosophy 
and  modern  scientific  psychiatry.  A few  days  before 
his  death  he  was  busy  with  the  program  for  the 
coming  annual  meeting  of  the  Guild. 

Externally,  although  he  appeared  taciturn,  he  had 
a lively  humor  and  he  read  widely.  Although  on  the 
conservative  side  in  things  scientific,  he  was  fully 
aware  of  all  new  things  that  were  going  on  in  his 
specialty.  There  were  many  people  quietly  depend- 
ent upon  him  and  it  was  said  that  he  had  a love  for 
the  little  people.  He  interested  himself  in  his  patients 
beyond  their  medical  and  psychiatric  problems  and 
treated  them  with  kindness  and  charity. 

In  the  death  of  Dr.  Brennan  medicine  and  psy- 
chiatry lost  a sincere,  hardworking  physician  who 


lived  up  to  all  of  the  ideals  of  his  profession.  He  is 
survived  by  his  wife.  Airs.  Adargaret  A.  Brennan,  a 
son,  Edward  N.  Brennan,  a junior  at  A ale  University 
School  of  Adedicine,  and  a daughter,  Adiss  Joan  Ad. 
Brennan,  a student  at  the  Women’s  Adedical  College, 
Philadelphia.  He  ahvays  had  in  mind  something 
Y’hich  a grateful  patient  Y'rote  of  him  after  his 
death: 

“By  medicine  life  may  be  prolonged, 
yet  death 

Will  seize  the  Doctor  too.” 

Francis  J.  Braceland,  m.d. 


Hartford  Hospital  Has  New  Director 

Wilmar  Ad.  Allen,  m.d.,  for  17  years  director  of 
the  Hartford  Hospital,  will  become  a consultant  to 
the  Hospital  and  will  be  succeeded  by  Thomas  S. 
Hamilton,  m.d.,  for  the  past  seven  years  director  of 
the  Newton-Wellesley  Hospital  in  Adassachusetts. 
Dr.  Allen  will  interest  himself  in  research  and  the 
overall  problems  of  hospitals  as  a whole. 

Dr.  Hamilton  was  born  in  Detroit  in  191 1,  attend- 
ed public  schools  in  that  city,  Phillips  Exeter  Acad- 
emy, Williams  College,  Harvard  Adedical  School 
and  Wayne  University  College  of  Adedicine,  receiv- 
ing his  medical  degree  from  the  latter  in  1939.  He 
interned  at  Harper  Hospital  in  Detroit.  After  a year 
of  general  practice  in  Wellfleet,  Adassachusetts,  he 
became  assistant  director  at  the  Adassachusetts  Gen- 
eral Hospital  in  Boston. 

His  work  there  was  interrupted  by  World  War 
II  in  which  he  served  for  three  and  a half  years  in 
the  European  theater  with  the  6th  General  Hospital 
in  the  U.  S.  Army  as  executive  officer.  During  the 
war  he  rose  from  the  rank  of  captain  to  lieutenant 
colonel.  After  further  service  at  the  Massachusetts 
General,  he  became  director  of  the  NeYTon-Welles- 
ley  Hospital  in  1946. 

Dr.  Hamilton  is  New  England  Regent  for  the 
American  College  of  Hospital  Administrators  and, 
among  other  offices,  has  served  as  president  and 
trustee  of  the  Adassachusetts  Hospital  Association. 
He  is  married  and  has  three  children.  His  fatlier.  Dr. 
Stewart  Hamilton,  was  director  of  the  Harper  Hos- 
pital in  Detroit  for  35  years,  and  Adrs.  Hamilton’s 
father.  Dr.  Frederic  Washburn,  Y as  director  of  the 
Adassachusetts  General  Hospital  for  33  years. 
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SPECIAL  NOTICES 


HARTFORD  HOSPITAL  PROGRAM  OF 
GUEST  SPEAKERS 
Saturday  Mornings,  11  o’clock 
January  9 to  April  3,  1954 

January  9 

James  C.  Fox,  Jr.,  m.d  , neurologist,  Hartford  Hospital 
Cerebral  Vascular  Disease  and  Its  Treatment 

January  16 

Gerald  Klatskin,  M.n.,  associate  professor  of  medicine, 
3'ale  University  School  of  Medicine 
Portal  Flypertension 

January  23 

John  McL.  iVIorris,  m.d.,  associate  professor  of  obstetrics 
and  gynecology,  Yale  University  School  of  Medicine 
Functioning  Disorders  of  the  Ovary 

January  30 

S.  J.  Thannhauser,  m.d.,  professor  emeritus  of  medicine. 
Tufts  College  Aledical  School 
Case  presentation 

February  6 

Donald  Matson,  m.d.,  associate  professor  of  neurosur- 
gery, Harvard  Aledical  School 
Hydrocephalus  in  Childhood 

February  13 

Jacob  Fine,  m.d.,  professor  of  surgery.  Harvard  Aledical 
School 

The  Role  of  Intestinal  Flora  in  Surgical  Disorders 
including  Traumatic  Shock 

February  20 

Air.  Leo  J.  Noonan,  State  of  Connecticut  Workmen’s 
Compensation  Commissioner 

The  Young  Doctor  Looks  at  Workmen’s  Compen- 
sation 

February  27 

Theodore  Lidz,  m.d.,  professor  of  psychiatry,  Yale 
University  School  of  Aledicine 

Psychotherapeutic  Aspects  of  Diabetes  Alellitus 

Alarch  6 

Gardner  Child  III,  m.d.,  professor  of  surgery.  Tufts 
College  Aledical  School 

Surgery  of  Portal  Hypertension 

Alarch  13 

Hattie  Alexander,  m.d.,  associate  professor  of  pediatrics, 
Columbia  College  of  Physicians  and  Surgeons 
The  Treatment  of  Meningitis 


Alarch  20 

E.  Hugh  Luckey,  m.d.,  director.  Second  (Cornell) 
Division,  Bellevue 

Alanagement  of  Refractory  Heart  Failure 
Alarch  27 

J.  Hartwell  Harrison,  m.d.,  associate  professor  of  uro- 
logical .surgery.  Harvard  Aledical  School 
Adrenal  Tumors 

April  3 

John  AIcK.  Alitchell,  m.d.,  dean.  University  of  Penn- 
sylvania School  of  Aledicine 

American  Aledicine  at  Alid  Century 

HARTFORD  MEDICAL  SOCIETY 

The  Program  Committee  of  the  Hartford  Aledical  Society 
announces  the  following  series  of  lectures  which  will  be  given 
during  the  spring  of  1954.  The  fall  series  of  lectures  will 
be  announced  later.  All  lectures  will  be  held  on  Alondays 
at  8:30  p.  M.,  in  the  Hunt  Alemorial  Building,  Hartford, 
Connecticut.  They  are  preceded  by  a clinical  conference  held 
at  one  of  the  local  hospitals  at  5:00  p.  m. 

January  18 

The  Practical  Approach  to  Treatment  of  Anxiety 
Joseph  F.  Hughes,  m.d  , Philadelphia,  Pa. 

February  i 

The  Surgical  Treatment  of  Pancreatic  Disease 

Richard  B.  Cattell,  m.d.,  Boston,  Alassachusetts 

February  15 

Some  Problems  Associated  AVith  Alajor  Catastrophies 
I.  S.  Ravdin,  m.d.,  Philadelphia,  Pa. 

Alarch  i 

The  Diagnosis  and  Alanagement  of  Diseases  of  the 
Aseptic  Aleningitis  Type 

Theodore  E.  Woodward,  m.d.,  Baltimore  i,  Alary- 
land 

Alarch  15 

Clinical  Disturbances  Produced  by  the  Over-function 
and  Under-function  of  the  Pituitary  Gland 

Edward  H.  Rynearson,  m.d.,  Rochester,  Alinnesota 

April  5 

Angiography 

Israel  Steinberg,  m.d..  New  York,  N.  Y. 

April  19 

Indications  for  Surgery  in  Valvular  Heart  Disease: 
With  Specific  Reference  to  Alitral  Stenosis 

Edward  F.  Bland,  m.d.,  Boston,  Alassachusetts 
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THE  HOSPITAL  OF  ST.  RAPHAEL,  NEW  HAVEN 
EDUCATION  PROGRAM  JANUARY  1954 

Date  Subject 

Surgical  Conference — Monday  8:00-9:00  a.  m. 

1 1  Case  Presentation 

18  Neurological  Case  Presentation 
25  Mortality  and  Morbidity 

Neurological  Conference — .Monday  4:00-5:00  p.  m. 

1 1 Spinal  Cord  Tumors — Ernest  Sachs,  m.d. 

25  Herniated  Intervertebral  Disc — Ernest  Sachs,  m.d. 

Pediatric  Conference — Tuesday  11:30-12:30  a.  m. 

5 Case  Presentation 

1 2 Case  Presentation 

19  Case  Presentation 

26  Case  Presentation 

Obstetric  and  Gynecology  Conference — MTdnesday  11:30- 
12:30  A.  M. 

6 Critical  Analysis  of  Primary  Cesarean  Sections  and 
Mid  Eorceps  Operations  in  September,  October,  and 
November 

13  Carcinoma  of  the  Cervix 

20  Statistics 

27  Pelvic  Tumors  in  Pregnancy 

Anesthesia  Seminar — Wednesday  3:30-5:00  p.  m. 

6 Journal  Club — L.  Josephs,  m.d. 

13  Pediatric  Anesthesia — L.  Trifari,  m.d. 

20  Neurological  Complications  following  Surgery  and 
Anesthesia — ^J.  Pierce,  m.d. 

27  Journal  Club — M.  Garofalo,  m.d. 

Urology  Conference — Thursday  11:30-12:30  a.  m. 

7 Urinary  Tract  Anomalies — H.  Levin,  m.d. 

14  Testicular  Tumors — H.  Newman,  m.d. 

21  Hydronephrosis — R.  Berneike,  m.d. 

28  X-ray  Conference  and  Case  Reports — P.  Cavallaro, 

M.D. 

Anesthesia  Conference — Thursday  2:30-4:00  p.  m. 

7 Inhalation  Anes. — Classification,  Principles  and 
Theories 

14  Inhalation  Anes. — Methods — CO2  Absorption,  Endo- 
tracheal 

21  Inhalation  Anes. — Stages  and  Signs  of  Anesthesia 

28  Inhalation  Anes. — Premedication — Pharmacology  of 
Narcotic  Drugs 

Medical  Conference — Eriday  11:30-12:30  a.  m. 

1 New  Year 

8 Case  Presentation 

15  Panel — Acquired  Heart  Disease  II — Drs.  L.  Joseph,  M. 
Carter,  and  R.  Shapiro 

22  Cardiac  Emergencies — Oscar  Roth,  m.d. 

29  Morbidity  and  Alortality 

Pathology  Conference — Saturday  11:00-12:00  a.  m. 

9 Clinicopathological  Conference 

16  Surgical  and  Post  Mortem  Gross  and  Micro  Pathology 
Demonstration 

23  Clinicopathological  Conference 

30  Surgical  and  Post  Mortem  Gross  and  Alicro  Pathology 
Demonstration 


CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

January  7 

Dr.  Robert  R.  Levin 

Diabetes — Its  Management  and  Complications 
January  14 

Dr.  A.  Erederick  Serbin 

Shoulder  and  Arm  Pain — Differential  Diagnosis 

January  21 

Dr.  Harold  Schwartz 
X-ray  Conference 

January  28 

Dr.  Stephen  H.  Sherman 

Psycho-physiological  Considerations  of  Gastro- 
intestinal Conditions 

Meetings  are  held  at  8:30  a.  m.  at  the  Veterans  Adminis- 
tration Regional  Office,  95  Pearl  Street,  Hartford  4,  Con- 
necticut (Main  Conference  Room). 


BRIDGEPORT  HOSPITAL  MEDICAL 
EDUCATION  PROGRAM  (1953-1954) 

Daily 

9:30  A.  m.  Pediatric  Ward  Rounds,  Children’s  Ward 
10:00  A.  m.  Medical  Ward  Rounds,  West  Wards 
1:00  p.  m.  Surgical  Ward  Rounds,  East  Ward  and  Perry 
“C” 

Weekly 

Monday  4:00  p.  m. 

Radiology  lecture  or  demon.stration,  staff  conference 
room 

Wednesday  11:00  A.  m. 

Pediatric  Staff  Rounds,  children’s  ward 
11:00  A. M. 

Clinico-pathological  and  Chest  Conferences,  alternately, 
staff  conference  room 

Thursday  11:00  a.  m. 

Medical  Staff  Rounds,  II  west  classroom 

Eriday  9:30  a.  m. 

Obstetric  Staff  Rounds,  II  west  classroom 
11:00  A.  M. 

T umor  Clinic,  Perry  roof 
4:15  P.  M. 

Surgical  Case  Study,  operating  suite  lounge 
Saturday  10:30  a.  m. 

Surgical  Staff  Rounds,  operating  suite  lounge 
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Monthly 

Third  Friday  8:30  p.  m. 

A'ledical  Audit  (death  review),  auditorium 

Last  Thursday  4:00  p.  m. 

Gross  Neuropathology  (brain  sectioning),  autopsy  room 

In  the  near  future  a series  of  lectures  will  be  given  on 
various  aspects  of  Human  Tuberculosis  by  staff  members 
of  the  Laurel  Heights  Sanatorium. 


POSTGRADUATE  COURSE  IN  DIABETES  AND 
BASIC  METABOLIC  PROBLEMS 
January  18,  19  and  20,  1954  at  Rochester,  Minnesota 

The  second  Postgraduate  Course  in  Diabetes  and  Basic 
Metabolic  Problems  to  be  conducted  by  the  American 
Diabetes  Association  will  be  offered  under  the  directorship 
of  Edward  H.  Rynearson,  m.d.,  and  Randall  G.  Sprague, 
M I).,  consulting  physicians,  Section  of  Medicine,  iMayo 
Clinic;  Professors  of  iMedicine,  Mayo  Foundation,  Graduate 
School,  University  of  Minnesota,  Rochester,  Minnesota. 
The  course  will  be  held  at  the  Mayo  Clinic  and  Mayo 
Foundation,  Rochester,  Minnesota.  There  will  be  a total  of 
over  thirty-five  lectures  and  round  table  discussions. 

Fhe  course  is  open  to  non  member  physicians  as  well  as 
members  of  the  American  Diabetes  Association,  but  the 
number  of  registrants  will  be  limited  to  125.  Fees  are  $40 
to  members,  $75  to  non  members.  Details  of  the  three-day 
program  and  registration  and  hotel  information  may  be 
obtained  from  J.  Richard  Connelly,  executive  director, 
American  Diabetes  Association,  ii  West  42nd  Street,  New 
York  36,  N.  Y. 


FIFTIETH  ANNUAL  CONGRESS  ON  MEDICAL 
EDUCATION  AND  LICENSURE 

Monday  and  Tuesday,  February  8-9,  1954,  Red  Lacquer 
Room,  Palmer  House,  Chicago. 

The  Annual  Congress  on  Medical  Education  and  Licen- 
sure is  conducted  under  the  auspices  of  the  Council  on 
iVIedical  Education  and  Hospitals  of  the  American  Medical 
Association  and  the  Eederation  of  State  Medical  Boards  of 
the  United  States. 

In  addition,  the  following  open  meeting  will  be  held  at 
the  Palmer  House  immediately  preceding  the  Annual  Con- 
gress on  Medical  Education  and  Licensure:  Sunday,  Eebru- 
ary  7,  9:00  a.  m.  - 12:30  p.  m.  Open  meeting  of  the  Advisory 
Board  for  Medical  Specialties. 


YALE  UNIVERSITY  DEPARTMENT  OF 
PUBLIC  HEALTH 
New  Haven,  Connecticut 

Medical  Jurisprudence  1953-1954  — Special  Sessions 

Arranged  by  Department  of  Public  Health  and  School  of 
Law,  Yale  University.  Especially  for  students  of  medicine, 
and  of  law,  and  for  house  officers.  Thursday  4:00  p.  m.,  Brady 
auditorium. 


December  10 

Sidney  Shindell,  m.d.,  ll.b. 

Introduction  to  the  Law 

December  17 

Sidney  Shindell,  .m  n , i.i.  b. 

The  Pliysician-Patient  Relationship 

January  7 

Richard  Ford,  m d. 

Special  AIcdical-Legal  Problems 

January  14 

Richard  Ford,  m d. 

Malpractice 

January  21 

Sidney  Sliindell,  m d , ix  b. 

The  Government  and  Medical  Practice 

January  28 

Louis  Sachs,  ll.b. 

Workmen’s  Compensation 

February  4 

An  Obstetrician  and  a Lawyer 

Legal  Aspects  of  Planned  Parenthood 

February  11 

Fowler  Harper,  ll.b. 

Introduction  to  the  Law  of  Torts 

February  18 

George  Dession,  ll.b. 

The  Physician  in  Court 

Questions  may  be  addressed  to  Ira  V.  Hiscock,  professor 
of  Public  Health,  310  Cedar  Street.  LOcust  2-1161,  E.xtensions 
435  and  478. 


ALCOHOLICS  ANONYMOUS  TO  MEET 

Fifth  Annual  International  Group  of  Doctors  in  Alcoholics 
Anonymous,  Mayflower  Hotel,  Akron,  Ohio,  May  14,  15  and 
16,  1954.  For  information  and  reservations  address:  Doctors, 
Mayflower  Hotel,  Akron,  Ohio. 

AMERICAN  COLLEGE  OF  SURGEONS 

The  sectional  meeting  of  the  American  College  of  Sur- 
geons will  be  held  in  Montreal,  Canada  at  the  Mount  Royal 
Hotel  from  iVIarch  31,  1954  to  April  2,  1954. 


YALE  PSYCHIATRIC  INSTITUTE 
333  Cedar  Street 
New  Haven  II,  Connecticut 

The  Psychiatric  Institute  of  Yale  University  is  a non  prolit 
organization  and  every  effort  has  been  made  to  keep  rates  at 
the  lowest  level  compatible  with  adequate  patient  care.  In 
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order  to  assist  the  person  responsible  for  the  patient’s  finan- 
cial obligations  a brief  outline  of  the  Institute’s  services  and 
charges  is  given  below.  This  summary  should  be  considered 
only  as  a general  guide;  each  case  is  discussed  individually 
at  the  time  of  the  patient’s  admission. 

.m.MISSION  AND  GENERAL  CARE 

The  basic  daily  rate  cov'ering  room,  board  and  general 
nursing  care  is  $20,  or  $140  per  week,  payable  in  advance. 
\Mien  it  is  necessary  to  permit  hospitalization  for  many 
months  some  adjustment  of  this  rate  may  be  made,  at  the 
discretion  of  the  Administrator.  At  the  time  of  admission  an 
added  I50  payment  covers  the  cost  of  routine  x-rays,  labora- 
tory and  psychological  tests  and  other  necessary  preliminary 
expenses  of  a similar  nature. 

PROFESSIONAL  SERVICES 

In  addition  to  the  basic  rate,  there  is  an  established  charge 
for  various  professional  services  of  $200  a month.  However, 
as  this  is  a University  institute,  the  professional  fee  may, 
under  special  circumstances,  be  adjustable. 

SPECIAL  SERVICES 

Regular  nursing  care  is  provided  under  the  basic  rate,  a 
special  nursing  charge  being  made  only  in  the  unusual  cir- 
cumstance that  the  patient  needs  a private  duty  nurse. 
Medical  consultation,  when  needed,  is  also  provided  without 
extra  charge;  but  dental  or  surgical  care,  transportation  by 
ambulance,  etc.,  are  covered  by  additional  charges. 

SPECIAL  DAY  OR  NIGHT  PLAN 

Recovering  patients  for  whom  full-time  employment  is 
considered  desirable  and  others  who  may  benefit  from  the 
Institute’s  day  program  but  who  can  manage  staying  at  home 
over  night  can  be  accommodated.  The  basic  fee  for  either 
of  these  programs  is  I13  a day. 

DOCUMENTS  REQUIRING  SIGNATURE 

When  the  admission  to  the  Institute  is  made  on  a volun- 
tary basis,  the  patient  is  asked  to  sign  a statement  of  volun- 
tary commitment.  At  the  time  of  admission  the  person 
assuming  financial  responsibility  is  asked  to  sign  a certificate 
acknowledging  agreement  to  pay  all  bills  which  may  become 
due  in  connection  with  the  care  and  treatment  of  the  patient. 

DISCHARGE  PROCEDURES 

All  outstanding  expenses  incurred  by  the  patient  must  be 
cleared  with  the  business  office  at  or  prior  to  the  time  of 
discharge. 


MARRIAGE  CONSULTATION  SERVICE 

A Marriage  Consultation  Service  has  recently  been  started 
as  a branch  of  the  Department  of  Psychiatry  Yale  Univer- 
sity, in  order  to  provide  counsel  for  persons  with  the 
specific  complaint  of  marital  problems.  This  service  offers 
diagnostic  consultation,  psychotherapy  and  appropriate  re- 
ferral for  further  treatment  where  indicated.  Fees  for  this 
service  are  set  in  accord  with  the  patient’s  ability  to  pay. 

The  Service  is  located  in  the  Institute  of  Human  Relations 
and  is  under  the  direction  of  Dr.  Stanley  A.  Leavy,  assistant 


True  copy  of  the  requisition  for  X-Ray 
Literatures  published  in  the  American 
X-Ray  Technician  dated  March,  1953 

Books  For  India 

A letter  has  been  received  from  a Doctor  in 
a Mission  Hospital  in  India,  requesting  good 
radiological  books.  Journals  et  cetera.  The  doc- 
tor states  that  very  few  books  are  available  at 
the  hospital.  The  few  books  that  are  for  sale 
are  very  expensive  and  the  hospital  is  unable 
to  pay  for  them.  This  institution  is  a charitable 
one  and  their  funds  are  very  limited. 

The  X-Ray  Technician  will  be  sent  to  the 
hospital  regularly  with  compliments  of  the 
ASXT. 

Members  of  the  ASXT  are  requested  to  send 
books  on  radiography  and  medicine,  that  are 
still  up  to  date,  but  are  not  being  used.  Old 
copies  of  medical  journals  will  be  acceptable. 

Address  all  material  to  Dr.  T.  K.  Thomas, 
Aledical  Superintendent,  St.  George’s  Alission 
Hospital,  Punalur  P.  O.,  Travancore,  South 
India. 


clinical  professor  of  psychiatry.  Associated  with  him  are 
members  of  the  resident  and  clinical  staffs  and  Airs.  Miriam 
C.  Harper,  psychiatric  social  worker. 

Calls  for  appointments  and  further  information  may  be 
made  to  Mrs.  Reidy,  secretary,  at  LOcust  2-1161,  Extension 
578. 


NEWS 

from  County  Associations 

Fairfield 

The  annual  meeting  of  the  Bridgeport  Medical 
Association  was  held  in  the  auditorium  of  St.  Vin- 
cent’s Hospital  on  December  i.  The  Nominating 
Committee  consisting  of  George  A.  Buckhout, 
Joseph  J.  Esposito  and  Michael  A.  Dean  presented 
a slate  of  officers  for  the  year  1954  as  follo^\•s: 
President,  John  F.  Nolan;  President-Elect,  Edward 
P.  Kemp;  Vice-President,  Edw  in  R.  Connors;  Secre- 
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tary,  Albert  Levenson;  Treasurer,  Joseph  G.  Hen- 
nessey. The  newly  elected  officers  will  be  installed 
at  the  annual  banquet  to  be  held  on  January  12.  The 
scientific  portion  of  the  meeting  consisted  of  a paper 
given  by  Paul  B.  Beeson,  Ensign  professor  of  medi- 
cine at  Yale  University  School  of  iVIedicine  and 
chief  of  the  medical  service.  University  Division  at 
the  G;race-New  Haven  Community  Hospital  on 
“Fever  of  Obscure  Origin.” 

Alexander  J.  Tutles,  medical  director  of  Hillside 
Hospital,  has  resigned  his  position  to  become  affili- 
ated with  the  Department  of  Health  for  the  State  of 
Connecticut.  Dr.  Tutles  will  assume  his  State  duties 
about  the  first  of  February. 

Hartford 

A four  page  folder  telling  patients  about  physical 
examinations  and  how  to  get  a family  doctor  has 
been  approved  by  the  Public  Relations  Committee 
of  the  Hartford  County  Medical  Association.  Listing 
the  numbers  of  times  a patient  should  see  a doctor, 
and  the  physical  examination  he  should  get,  this 
pamphlet  will  be  distributed  through  radio  and  TV 
stations. 

“Operation  Herbert,”  a new  30  minute  film  pre- 
pared especially  for  TV  by  the  AMA,  was  released 
last  month  by  HCAIA  over  WKNB-TV.  The  film 
explains  in  a humorous  fashion  that  it  costs  less  for 
medical  and  hospital  treatment  now  than  it  did  in 

1937- 

One  hundred  thirty-seven  members  of  HCMA 
attended  the  semi-annual  meeting  in  Newington. 
Seventeen  guests,  including  George  H.  Gildersleeve, 
president  of  the  State  Society,  and  H.  M.  iVIarvin, 
president-elect  of  the  State  Society,  were  also 
present.  Twelve  new  members  out  of  thirteen  were 
on  hand. 

J he  dean  of  East  Hartford’s  medical  men,  Harry 
J.  Onderdonk,  has  retired  from  medical  practice  at 
the  age  of  81  after  56  years  of  practice.  Dr.  Onder- 
donk, who  served  up  to  the  first  of  November  as  the 
East  Hartford  medical  examiner,  received  his  medi- 
cal degree  at  New  York  University  in  1897.  Born 
in  Albion,  New  York,  Dr.  Onderdonk  came  to 
Connecticut  in  1898. 

Amos  E.  Friend,  Stanley  B.  Weld,  and  Egbert  A. 
Andrews  and  the  excutive  secretary,  Joseph  L. 
Gordon,  attended  the  AMA’s  Committee  on  Fed- 


eral iVIedical  Services’  meeting  in  New  York  on 
November  13. 

In  October,  in  cooperation  with  the  City  of  Hart- 
ford Health  Department,  HCiVIA  exhibited  a series 
of  panels  describing  the  work  of  the  World  Health 
Organization.  This  was  part  of  a display  commemo- 
rating UN  Week. 

Joseph  F.  Jcnovese  of  Hartford  died  at  the  Hart- 
ford Hospital  on  November  24,  1953  after  a long 
illness.  Dr.  Jenovese  was  an  assistant  in  medicine 
on  the  staiT  of  the  Hartford  Hospital.  He  was  46 
years  old. 

The  newly  elected  officers  of  the  medical  and 
surgical  staiT  of  St.  Francis  Hospital,  Hartford, 
elected  at  the  annual  meeting  on  December  10  are: 
President,  Walter  L.  Hogan;  President-Elect,  Rich- 
ard C.  Buckley;  Secretary,  John  E.  Franco;  Treas- 
urer, Timothy  E.  Curran;  Assistant  Secretary,  James 
S.  Alissett.  Members  of  the  Executive  Committee  are 
James  J.  Hennessy,  Donald  J.  iVIcCrann,  Maurice 
F.  O’Connell,  the  president,  president-elect  and 
secretary. 

Middlesex 

On  October  22,  1953  the  new  pathology  labora- 
tory at  the  Middlesex  Memorial  Hospital  was  dedi- 
cated to  Jessie  W.  Fisher  at  an  elaborate  ceremony. 
Dr.  Fisher  was  the  founder  of  the  original  laboratory 
in  1916  and  was  the  pathologist  of  the  hospital  for 
over  20  years,  until  her  retirement. 

She  also  took  part  in  many  other  activities  both 
medical  and  non  medical.  She  was  in  France  on  a 
medico-military  assignment  during  World  War  I. 
She  established  the  city  health  department  labora- 
tory and  was  instrumental  in  starting  the  hospital 
tumor  clinic.  She  served  on  many  of  the  committees 
of  the  State  Society.  Oiy  the  non  medical  side  she 
was  a member  of  the  Portland  School  Board  and  a 
trustee  of  the  Connecticut  State  Hospital. 

Norman  Gardner  attended  the  interim  session  of 
the  AiVIA  at  St.  Louis  early  in  December. 

Julius  H.  Grower  was  recently  made  president- 
elect of  the  Connecticut  branch  of  the  American 
Academy  of  General  Practitioners. 

Christie  McLeod  attended  the  annual  meeting  of 
the  College  of  American  Pathologists  held  in  Chicago 
in  the  fall. 
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The  Problem  of  Nausea  and  Vomiting: 


ITS  TREATMENT  WITH  DRAMAMINE® 

lenever  nausea,  vomiting  and  vertigo 
are  disturbing  and  complicating  factors, 
Dramamine  may  be  used  with  confidence. 

Keatsi  outlines  the  wide  list  of  conditions 
in  which  Dramamine  (brand  of  dimenhydri- 
nate)  has  proved  valuable  as  follows : ”It  has 
been  well  established  in  the  control  of  motion 
sickness.  It  has  been  used  effectively  in  the 
prevention  and  treatment  of  seasickness,  air- 
sickness, [in  the  treatment  of]  the  nausea  of 
pregnancy,  Meniere’s  syndrome,  . . . radia- 
tion sickness  . . . and  postfenestration  reac- 
tions. . . . The  site  of  action  is  imperfectly 
understood,  but  there  is  indication  of  an 
action  of  depressing  labyrinthine  function  or 
its  neural  pathways,  a highly  selective  central 
action,  or  both.  Eew  side  reactions  of  this 
drug  have  been  noted.” 

The  usual  dose  for  motion  sickness  is  50 
mg.  (one  tablet)  taken  one-half  hour  before 
departure  and,  if  necessary,  before  meals  for 
the  duration  of  the  journey.  Control  of 
nausea  and  vomiting  of  other  conditions  and 
severe  motion  sickness  is  achieved,  with 
minimal  drowsiness,  by  a dosage  of  100  mg. 
every  four  hours. 

'’[Dramamine]  is  administered  orally  or 
rectally.  . . . The  same  doses  may  be  admin- 
istered rectally  by  insertion  of  the  tablet  or 
other  suitable  form.  . . .”2 

Dramamine  Liquid  is  particularly  useful 
for  children. 

Dramamine  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 

1.  Keats,  S.:  Ataxic  Cerebral  Palsy  with  Akinetic 
Seizures:  Dramatic  Response  to  Dramamine,  J.  M. 
Soc.  New  Jersey  50:53  (Feb.)  1953. 

2.  Council  on  Pharmacy  and  Chemistry:  New  and 
Nonofficial  Remedies,  1953,  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1953,  p.  471. 


THE  VOMITING  REFLEX:  Fagus^  nodose  gang- 
lion^ solitary  tract  ^spinal  cord-^  cervical,  thor- 
acic and  lumbar  nerves  to  diaphragm,  cardiac  sphinc- 
ter, stomach,  abdominal  and  pelvic  musculature. 
{After  Krieg,  W.  J.  S.:  Functional  Nenroanatomy, 
ed.  2,  New  York,  The  Blakiston  Company,  Inc., 
1953,  p.  104.) 
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New  London 

Members  of  New  London  County  Medical  Asso- 
ciation* were  guests  of  the  medical  officers  of  the 
U.  S.  Submarine  Base  at  the  regular  monthly  meet- 
ing which  was  held  on  Thursday,  December  3,  1953 
at  the  U.  S.  Submarine  Base.  The  speaker  was  Alex- 
ander Marble,  clinical  associate  in  medicine.  Har- 
vard Medical  School  and  physician  at  New  England 
Deaconess  Hospital,  Boston,  Massachusetts.  His  sub- 
ject was  “Diabetes.” 

The  last  dinner  lecture  meeting  of  the  Lawrence 
and  Memorial  Hospital  was  held  Thursday,  Novem- 
ber 19,  1953.  The  speaker  was  Harry  Miller,  surgeon. 
New  England  Center  Hospital,  and  assistant  profes- 
sor of  surgery.  Tufts  College  Medical  School.  His 
subject  was  “Tumors  of  the  Head  and  Neck.” 

The  William  W.  Backus  Hospital  has  received  a 
notification  from  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  that  it  is  now  fully  accredited. 

At  a staff  meeting  held  at  the  Backus  Hospital  on 


December  10,  1953,  Ethan  Allen  Brown  of  Boston, 
Massachusetts,  spoke  on  “Recognition  of  Phenomena 
in  the  Eield  of  Allergy.” 

The  Board  of  Trustees  of  the  Lawrence  and 
Memorial  Hospital  New  London  announced  the 
new  staff  appointment  of  the  following  doctors  to 
be  effective  January  i,  1954: 

Joseph  T.  Murray,  Gynecology  and  Obstetrics; 
William  J.  Murray,  Jr.,  Medicine;  Louis  P.  Saxe, 
Medicine  (neurology  and  psychiatry). 

New  London  Chapter  of  the  Connecticut  Heart 
Association  presented  a lecture  on  December  10, 
1953  at  the  Lawrence  and  Memorial  Hospital.  The 
speaker  was  Louis  Bishop.  His  subject:  “The  Com- 
plications of  Myocardial  Infarction.” 

Joseph  T.  Murray  was  discharged  from  the  U.  S. 
Navy  on  December  i,  1953  and  has  reopened  his 
office  at  342  Montauk  Avenue  in  association  with 
Eric  Blank  and  E.  W.  Goodrich,  Jr.  for  the  practice 
of  obstetrics  and  gynecology. 


NEW  BOOKS  IN  REVIEW 

THE  YEAR  BOOK  OF  MEDICINE  ( 1953-1954  Year  Book 
Series).  Edited  by  Paul  B.  Beeson,  m.d.,  Carl  Mushen- 
heim,  m.d.,  WilUavi  B.  Castle,  m.d.,  Tinsley  R.  Harrison, 
M.D.,  George  B.  Ejisterinan,  m.d.,  and  Robert  H.  Williams, 
M.D.  Chicago:  The  Year  Book  Publishers,  Inc.  1953.  736 

pp.  $6. 

Reviewed  by  William  G.  Leeds 

The  editors  have  divided  this  book  into  six  sections:  infec- 
tions, chest,  blood  and  blood  forming  organs,  cardiovascular- 
renal  disease,  the  digestive  system,  and  metabolism.  They 
present  brief  summaries,  with  valuable  comments,  of  the 
more  important  articles  in  the  world’s  medical  literature 
published  between  May,  1952,  and  May,  1953.  The  section 
on  infections  stresses  articles  concerned  with  bacterial  re- 
sistance, the  changing  nature  of  bacterial  infections,  and 
newer  antibiotics,  notably  erythromycin.  An  excellent  sum- 
mary of  current  knowledge  of  Coxsackie  virus  is  presented. 
One  especially  interesting  phase  of  this  section  is  concerned 
witlt  the  incidence  and  potential  significance  of  chronic 
biologic  false  positive  serologic  tests  for  syphilis.  The  im- 
portance of  this  finding  resulted  from  the  work  of  Nelson 
and  Mayer,  who  discovered  the  treponema  pallidum  im- 
mobilization test.  The  editorial  comments  and  opinions 
frequently  add  to  or  explain  the  material  summarized. 

Revealing  his  primary  interest.  Dr.  Carl  Muscheinheim 
devotes  more  than  a quarter  of  the  section  on  chest  disease 
to  tuberculosis.  The  chemotherapy  of  this  disease,  especially 


with  regard  to  isoniazid  in  miliary  and  meningeal  tubercu- 
losis, receives  particular  attention.  Many  long  explanatory 
notes  accompany  this  portion  of  the  work,  and  the  editor’s 
excellent  comments  greatly  enhance  the  value  of  the  articles. 
The  remainder  summarizes  current  knowledge  of  lung 
anatomy,  pulmonary  physiology,  the  pneumoconioses, 
tumors,  and  miscellaneous  chest  diseases.  Such  articles  have 
practical  value  for  the  clinician. 

Dr.  William  B.  Castle  edited  the  largest  subdivision 
which  deals  with  the  numerous  advances  in  the  field  of 
hematology.  Outstanding  are  the  works  concerned  with  the 
immunologic  etiology  of  many  blood  dyscrasias,  the  ever 
growing  chemotherapy  of  leukemia,  lymphoma,  and  poly- 
cythemia, together  with  several  papers  on  the  complex  prob- 
lem of  the  clotting  mechanism  and  its  defects.  The  careful 
editing  of  the  voluminous  literature  in  this  branch  of  internal 
medicine  plus  the  myriads  of  informative  notes  should  make 
this  subject  interesting  to  both  general  practitioner  and 
internist. 

Cardiovascular-renal  diseases  are  treated  in  one  group 
subdivided  into  the  multiple  facets  of  this  broad  clinical 
field.  These  include  hypertension,  congenital  heart  disease, 
cardiac  surgery,  electrocardiography,  peripheral  vascular 
disease,  and  renal  disease.  Of  interest  are  the  summaries 
covering  refractory  heart  failure,  the  use  of  carbonic  anhy- 
drase  inhibitor  as  a diuretic,  isopropyl  nor-epinephrine  in 
Stokes-Adams  syndrome,  and  the  clinical  indications  for 
commissurotomy  in  mitral  stenosis. 

A great  deal  of  basic  work  on  the  physiology  of  the 
gastrointestinal  tract,  especially  in  its  relation  to  peptic  ulcer 
and  diseases  of  the  esophagus  is  reported  in  the  gastroenter- 
ology literature.  Dr.  Eusterman  deals  extensively  with  the 
evaluation  of  the  numerous  anticholinergic  drugs  in  the 
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RAPID  ABSORPTION -MAX/MC/M  THERAPEUTIC  EFFECT 


The  clinical  effectiveness  of  different 
brands  of  mephenesin  tablets  depends  on 
their  rate  of  absorption,  A mephenesin 
tablet  that  disintegrates  slowly  is  ab- 
sorbed slowly.  The  resulting  low  blood 
levels  may  never  produce  a maximum  thera- 
peutic effect.  Results  with  such  a tablet 
are  usually  poor. 


Tolserol  Tablets  are  a result  of  extensive 
study  and  are  formulated  to  disintegrate 
rapidly  for  fast  absorption,  thus  main- 
taining optimum  blood  levels. 

Tolserol 

{.Squibb  Mephenesin) 


Complete  information  on  the  use  of  Tolserol  in  muscle  spasm 
of  rheumatic  disorders,  in  neurologic  disorders  and  in  acute 
alcoholism  is  available  from  the  Professional  Service  Department, 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y 


Squibs 
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treatment  of  ulcer.  Recent  developments  in  the  management 
of  chronic  liver  disease,  the  pathology  and  treatment  of 
the  sprue  syndrome  and  ulcerative  colitis  arc  adequately 
presented.  Malignant  tumors  receive  relatively  little  mention. 

The  metabolism  section  contains  papers  on  the  adreno- 
corticosteroids,  adrenocortical  hyperfunction  and  some  of 
the  newer  developments  in  the  pathophysiology  of  thyroid 
disorders  and  their  control.  In  regard  to  the  latter,  there  are 
good  references  to  radioactive  iodine,  methimazole  and 
potassium  perchlorate  in  hyperthyroidism  and  tri-iodothy- 
roxine’s  relationship  to  the  active  principle  of  dessicated 
thyroid  extract.  Emphasis  is  given  nor-epinephrine  in 
the  treatment  of  hypotensive  crises  of  various  causes. 
Diabetes  and  its  many  ramifications  including  insulin  mech- 
anisms of  action,  control  of  degenerative  changes,  and 
electrolyte  problems  in  diabetic  acidosis  receives  wide  cover- 
age with  some  controversial  views  discussed. 

The  Year  Book  has  both  a subject  and  author  index 
which  are  adequate.  The  former  contains  sufficient  cross 
indexing  to  make  it  useful  as  a starting  point  for  locating 
material  on  specific  topics.  Every  summary  in  the  volume 
is  referenced  by  foot-notes,  so  that  the  interested  reader  may 
consult  the  original  papers  where  indicated.  Since  each 
department  of  the  Year  Book  is  edited  by  an  expert  in  the 
field,  their  sound  comments  guide  the  reader’s  interpreta- 
tions and  place  in  proper  perspective  many  articles  on 
recent  discoveries.  The  editors  do  not  hesitate  to  express 
opinions  and  oifer  suggestions,  and  many  of  these  opinions 
are  documented  by  their  own  extensive  literature,  a product 
of  lifelong  experience  with  their  subject.  This  volume  should 
be  of  value  and  fill  a specific  need  of  the  busy  practitioner 
by  making  it  possible  for  him  to  keep  abreast  of  progress 
in  medicine  with  relative  ease. 

ANTIBIOTICS.  (Second  Edition.)  By  Robertson  Pratt, 

PH.D.,  and  ]ean  Dnfrenoy,  d.sc.  Philadelphia:  J.  B.  Lippin- 

cott  Co7iipany.  1953.  87  illustrations,  398  pp.  $7.50. 

Reviewed  by  Willem  E.  Von  Eck 

This  book  is  an  introduction  into  the  science  of  antibiotics. 
It  covers  virtually  all  its  aspects  in  a well  balanced  form.  It 
is  not  meant  to  be  a practical  guide  for  antibiotic  treatment, 
in  fact,  clinical  discussions  are  few  and  clinical  indications 
for  treatment  are  mostly  somewhat  cursory.  But  any  physi- 
cian who  wants  to  read  a fascinating  story  of  what  antibiotics 
are  and  what  their  great  significance  is  for  our  society  should 
read  this  book.  They  will  be  amused  to  see  that  the  growth 
curves  for  a green  alga  in  days  and  the  synthetic  dye  indus- 
try in  years  are  identical  but  at  the  same  time  appreciate  the 
similarities  between  a human  society  and  a society  of  micro- 
organisms. Or  they  will  be  dazed  at  the  view  of  the  nearly 
300  different  tabulated  antibiotics  and  ponder  over  the 
amount  of  research  work  hidden  beyond  these  simple  data. 
The  industrial  production  methods  and  screening  techniques 
are  briefly  and  clearly  discussed.  The  greater  part  of  the 
text  is  taken  in  by  the  applied  aspects.  These  include  first 
an  ample  discussion  of  the  clinically  used  antibiotics,  indi- 
vidually and  as  mixed  antibiotic  therapy,  then  in  separate 
chapters,  the  use  of  antibiotics  in  dentistry  and  oral  surgery. 
In  agriculture  antibiotics  are  also  important,  therapeutically 
in  animal  infections  and  as  growth  stimulants  for  animals 
under  certain  conditions. 


Ample  discussions  are  given  to  the  problem  of  the  emer- 
gence of  resistant  strains  of  micro-organisms  and  to  the 
biochemical  processes  which  are  now  known  to  be  influ- 
enced by  some  antibiotics  as  well  in  the  bacteria  as  in  tissue 
cells.  The  social  and  economic  aspects  are  also  discussed 
and  if  the  reader  needs  quantitative  figures  to  be  impressed 
he  certainly  should  be  so  on  learning  that  our  pharmaceutical 
industries  now  produce  annually  600  tons  of  the  well  known 
antibiotics. 

A few  minor  criticisms  may  follow.  In  mentioning  the 
groupwork  necessary  to  develop  antibiotics,  the  physicians 
are  left  out  (page  7);  they  were,  however,  in  my  opinion 
indispensible.  Also,  many  toxicities  of  different  antibiotics 
have  been  discovered  only  by  clinical  observation;  and  clini- 
cal experience  has  led  to  prevention  of  some  of  them 
(streptomycin).  Alost  physicians  will  disagree  with  the 
discussion  of  the  use  of  broad-spectrum  antibiotics  in 
“septicemia  of  undetermined  origin”  (p.  209).  Prophylactic 
use  of  oral  penicillin  in  rheumatism  might  have  alleviated  the 
statement  on  the  use  of  antibiotics  as  prophylactic  agents. 
Combination  of  penicillin  with  antihistamines  could  have 
been  mentioned  in  the  remarks  on  allergic  reactions.  The 
literature  is  quoted  rather  unsystematically,  either  in  the 
text  or  in  footnotes,  and,  although  it  is  obviously  impossible 
to  be  complete  in  quotations,  one  misses,  for  instance,  the 
literature  on  the  joint  use  of  cortisone  and  chloramphenical 
in  typhoid  fever  (p.  201). 

The  text  is  well  written  and  clear.  It  is  profusely  illus- 
trated with  graphs  and  diagrams  which  are  of  good  quality. 
Besides  the  literature  quoted  in  the  text,  suggested  articles 
up  to  and  including  the  first  half  of  1953  are  mentioned  at 
the  end  of  each  chapter  to  introduce  the  reader  to  the 
corresponding  literature. 

This  book  is  recommended  to  any  physician  who  wants 
to  look  behind  the  curtain  of  clinical  application  of  anti- 
biotics. 

AFFECTIVE  DISORDERS:  PSYCHOANALYTIC  CON- 
TRIBUTIONS TO  THEIR  STUDY.  Edited  by  Phyllis 

Greenacre,  m.d.  New  York:  International  Universities 

Press,  Inc.  1953.  212  pp.  $3. 

Reviewed  by  EIugh  J.  Caven 

This  is  a collection  of  papers  on  various  psychoanalytic 
aspects  of  depression  and  mania.  Only  one  of  the  five  deals 
with  mania  and  that  is  about  the  proper  odds  in  view  of 
what  is  known  about  these  conditions  respectively.  Dr. 
Phyllis  Greenacre,  the  editor,  in  a tidy  foreword  runs  lightly 
and  instructively  over  the  problem.  Toward  the  end  she 
even  gets  a touch  of  nobility  into  it.  I wish  she  had  written 
one  of  the  papers,  the  longest  one. 

In  the  first  one,  Edward  Bibring  presents  the  thesis  that 
depression  is  the  result  of  tensions  within  the  ego  and  not 
of  conflicts  among  ego,  id  impulses  and  superego.  The  feel- 
ing of  having  failed  to  reach  certain  personal  goals  com- 
bined with  the  retention  of  the  aspiration  toward  such  goals 
brings  about  a serious  fall  of  self  esteem,  feelings  of  inade- 
quacy and  unworthiness.  This  is  “neurotic”  depression.  In 
psychotic  depression  he  feels  that  the  basic  mechanism  con- 
sists of  aggressive  id  impulses  directed  against  an  orally  in- 
corporated (very  primitive)  object. 
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Edith  Jacobson  in  the  next  paper  considers  the  nuclear 
element  in  depression  to  be  feelings  in  the  ego  of  helpless- 
ness, weakness  and  loss.  Besides  all  this,  there's  a sort  of 
bonus — a tightly  packed  analytic  blueprint  of  the  psychotic 
process.  “Regressive  fragmentation”  she  calls  it. 

Elizabeth  Zetzel’s  contribution  is  primarily  a critique  of 
iMelanie  Klein’s  concept  of  the  “depressive  position.”  Accord- 
ing to  this  the  origins  of  depression  lie  in  the  ambivalent 
feelings  of  love  and  hate  the  infant  is  believed  to  have  for 
its  mother  or,  in  the  parlance,  the  love  object. 

There  is  another  paper  on  depression  that  shows  how 
anorexia  can  serve  as  a dcpresssive  equivalent.  For  the  most 
part  it  is  just  an  elaborate  case  history  heavily  laced  with 
analytic  comment. 

I lie  only  article  on  mania  opens  with  a discussion  of  the 
usual  explanations  of  the  inner  workings  of  this  condition 
and  finds  them  all  inadequate.  The  author  then  procedes  to 
an  explanation  of  his  own — also  inadequate,  as  he  points  out. 

Inadequately,  here  it  is.  Mania  is  considered  as  an  attempt 
at  restitution  by  the  ego.  This  the  ego  achieves  by  regressing 
from  the  reality  principle  to  the  pleasure  principle  tempor- 
arily. Insulated  by  a constant  supply  of  pleasure,  the  ego 
is  able  to  pull  itself  together.  Incidentally,  the  manic’s  flight 
of  ideas  is  very  ingeniously  explained  as  a urethral  displace- 
ment mechanism. 

All  of  these  concepts  arc  integral  parts  of  complex,  skill- 
fully woven  webs  of  ideas.  Jerked  out  of  context,  they  lose 
something — possibly  their  meaning.  So,  to  get  it  straight,  you 
will  just  have  to  read  the  book. 

LIVING  WITH  A DISABILITY  — AT  HOME  — AT 

IVORK  — AT  PLAY.  By  Howard  A.  Rjisk.,  m.d.,  and 

Eugene  /.  Taylor.  New  York:  The  Blakiston  Company , 

New  York.  1953.  330  pp.  $3.50. 

Reviewed  by  John  C.  Allen 

This  book  is  a very  real  contribution  to  the  field  of  Phys- 
ical Adedicine  and  Rehabilitation  and  to  medicine  generally 
because  of  the  extensive  presentation  of  concrete  methods 
of  approach  to  various  types  of  disabilities.  It  is  unique  in  its 
presentation  in  that  it  is  largely  a pictorial  description  of 
equipment  and  methods  used  to  handle  both  major  and 
minor  disabilities  in  all  activities  of  self  care  as  well  as 
ambulation  and  elevation.  It  includes  floor  plans  for  bath 
rooms  and  kitchens  with  adaptive  equipment  for  personal 
use  as  well  as  household  activities.  Further,  it  includes  names 
and  addresses  for  procurement  purposes  of  all  pictured 
equipment.  These  are  very  clearly  labeled  and  the  addresses 
are  in  a special  appendix  at  the  end  of  the  book.  This  has 
been  done  to  a limited  degree  by  the  same  authors  in  serial 
fashion  during  the  past  four  years  in  paper  covered  pamphlet 
form  to  the  great  advantage  of  people  in  physical  medicine 
and  in  rehabilitation  work  throughout  the  country.  This 
book,  however,  condenses  the  previous  presentations  and  puts 
it  in  permanent  form  to  the  very  great  convenience  of  any- 
one interested  and  is  a book  which  could  very  logically  be 
of  value  to  the  families  of  such  patients  since  the  presentation 
is  simple  and  not  technical  but  extremely  practical.  It  is 
highly  recommended  for  all  physicians  and  other  personnel 


working  with  this  type  of  patient  and  should  be  included  in 
all  medical  libraries. 

MAY'S  MANUAL  OF  DISEASES  OF  THE  EYE.  Revised 
and  edited  by  Charles  C.  Perera,  m.d..  Associate  Clinical 
Professor,  College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York;  Attending  Ophthalmologist,  Pres- 
byterian Hospital,  New  York.  Baltimore:  Williams  ek 
Wilkins  Company.  1953.  512  pp.  $6. 

Reviewed  by  Cle.ment  C.  Clarke 

This  hardy  perennial  has  proved  its  value  and  popularity 
in  twenty-one  American  editions,  twelve  Spanish  translations, 
eleven  British,  seven  Italian,  six  French  editions,  and  also 
in  Japanese,  Chinese,  German,  Portuguese,  Dutch  and  Urdu 
(India) . 

In  the  preface  to  the  first  edition,  dated  August  1900, 
Charles  FI.  Aday  expressed  his  intention  by  saying  “that  this 
book  is  not  recommended  as  a substitute  for  larger  works, 
but  as  a means  of  supplying  a foundation  to  which  further 
knowledge  may  be  added  by  reference  to  more  extensive 
and  comprehensive  text  books.”  He  makes  a point  of 
describing  in  relative  detail  the  common  conditions  which 
the  medical  student  and  general  practitioner  encounter  in 
their  daily  activities.  However,  he  does  not  ignore  the  more 
unusual  conditions,  but  he  reduces  their  description  to  a 
definition  which  provides  a basis  for  further  study.  There  is 
no  one  reason  for  the  continuing  popularity  of  such  a book 
as  this:  undoubtedly  the  convenient  size,  the  vivid  language, 
the  numerous  illustrations  all  play  a role. 

The  present  editor,  Charles  Perera,  has  been  associated 
with  Dr.  May  since  the  mid  30’s  in  preparing  all  editions 
since  the  fourteenth  edition  of  1934. 

This  present  twenty-first  edition  and  the  previous  twen- 
tieth have  been  Dr.  Perera’s  entire  responsibility  as  Dr.  Alay 
died  a few  years  ago.  Dr.  Perera  has  continued  the  same 
format;  his  corrections  and  omissions  in  editing  have  been 
by  way  of  modernizing  the  information,  rather  than  in 
changing  the  character  of  the  presentation.  He  has  improved 
the  illustrations  by  substituting  thirty-five  new  color  draw- 
ings in  this  edition.  He  has  retained  some  of  the  old  fash- 
ioned black  and  white  cuts,  which  have  been  in  the  book 
since  its  early  days.  This  is  a benefit  rather  than  a detraction 
since  it  adds  an  historical  flavor  to  the  book  without  sacri- 
ficing the  informative  content.  May’s  Manual  on  the  Diseases 
of  the  Eye  remains  as  it  has  always  been,  one  of  the  top 
student  texts. 

THE  NURSING  MOTHER.  By  Frank  Howard  Richard- 
son, M.D.,  F.A.C.P.,  F.A.A.P.,  Licentiate  American  Board  of 
Pediatrics.  New  York:  Prentice-Hall,  Inc.  1953.  204 

pp.  $2.95. 

Reviewed  by  Stanley  B.  Weld 

The  author  claims  that  this  is  the  first  book  written  in 
America  devoted  exclusively  to  breast  feeding.  Although  it 
is  written  primarily  for  the  antepartum  or  postpartum 
woman,  it  contains  much  which  will  bear  careful  reading  by 
obstetricians  and  pediatricians  alike.  Dr.  Richardson’s  thesis 
rests  on  the  belief  that  breast  feeding  gives  a baby  not  only 
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better  chances  for  physical  health  hut  contributes  certain 
undisputed  emotional  advantages  which  bottle  feeding  can- 
not supply.  In  addition,  a team  is  developed — father,  mother 
and  child — all  interested  in  creating  and  maintaining  the 
happy  home. 

The  author  quotes  Dr.  W.  P.  Nicholson,  Jr.  of  Atlanta, 
Georgia  who  states  that  experimental  and  clinical  evidence 
have  proven  that  failure  of  the  breasts  to  properly  perform 
their  normal  function  is  one  of  the  commonest  causes  of 
cancer  of  the  breast.  Statistics  from  Nassau  County,  Long 
Island,  are  referred  to  where  infants  breast  fed  for  nine 
months  showed  a lower  morbidity  rate  than  those  nursed  less 
than  nine  months.  This  argument  has  recently  been  refuted 
by  figures  from  England  where  the  incidence  of  disease  in 
bottle  fed  and  breast  fed  infants  showed  no  appreciable 
difference.  And  then,  too,  we  cannot  help  raising  the  ques- 
tion, “How  many  nursing  mothers  carry  on  breast  feeding 
for  nine  months?” 

Tltis  is  a very  complete  book.  The  author  has  presented 
all  the  arguments  for  breast  feeding  and  does  not  hesitate 
to  advise  against  it  if  the  mother  is  not  in  complete  sympathy 
with  the  program.  The  care  of  the  breasts  is  outlined  in 
detail  and  there  is  a discussion  of  the  anatomy  and  physiol- 
ogy of  the  breasts,  the  place  of  the  husband  in  the  care  of 
the  infant,  natural  childbirth,  rooming-in,  dietary  additions 
for  the  infant,  and  the  advised  method  of  weaning  when 
such  a procedure  becomes  necessary.  About  every  question 
a woman  could  ask  having  any  bearing  on  breast  feeding  is 
raised  by  the  author  and  answered  in  detail.  With  the 
returning  interest  in  breast  feeding  this  book  should  be 
welcomed  by  many. 


CLASSIFIED  ADVERTISING 

S4.00  for  50  words 
^4  each  additional 

2^4  extra  if  keyed  through  Jouknal 
Payable  in  advance 


FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tory. We  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  Aleridcn  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meriden,  Conn. 


FOR  SALE:  Practically  new  Spencer  binocular  microscope 
$350.00,  trades  considered — Instrument  cabinet  $40.00 — Ex- 
amining tables  $40.00  up — Physical  therapy  tables  $35.00 — 
Physicians  scales  $30.00 — Lilly  biological  refrigerator,  prac- 
tically new,  $110.00 — Sterilizers,  all  makes,  $40.00  up — EENT 
chairs  $35.00  up — Castle  examining  lamps  $50,00 — Baby  scales 
$15.00 — Heavy  duty  cautery,  complete,  $30.00 — White  treat- 
ment room  furniture  $375.00 — Panel  screen  $18.00 — Com- 
bination x-ray  and  fluroscope  $350.00 — Green  eye  test 
cabinet  $30.00 — Welch-Alien  otoscopes  and  ophthalmoscope 
sets  $20.00  up — Welch-Alien  illuminated  proctoscope  $25.00 — 
Kiddie  dry  ice  set  $25.00 — Tycos  aneroid  $25.00 — Rebuilt 
microscopes  $100.00  up — Hanovia  ultra-violet  lamp  $50.00 — I 
Jones  and  McKesson  basal  metabolism,  try  it  before  you 
buy  it,  $175.00 — Suction  and  presssure  outfits — Small  cautery 
$15.00 — Infra-red  lamps — Buck  x-ray  film  dryer  $50.00 — 
Walnut  desk  and  chair  $65.00 — Surgical  instruments  at  tre- 
mendous savings — Waiting  room  furniture — and  hundreds  of 
small  items.  We  have  no  overhead.  Our  warehouse  is 
opened  only  by  appointment.  Budget  terms  if  desired.  ; 
Phone  Aderiden  5-9675  or  write  Harry  Sacker,  P.  O.  Box  642, 
Meriden,  Conn. 


FOR  SALE:  One  x-ray  unit,  head  unit  type,  American 
Electric  Co.  manufactured,  designed  specially  for  sinus  and  |, 
skull  radiography.  Slightly  used.  Three  8x10  inches  cassettes,  ! 
6 hangers,  dark  room  light.  Price  $550.00.  Write  James  S.  [ 
Davis,  M.D.,  282  West  Avenue,  South  Norwalk,  Conn. 


ORTHOPAEDIC  APPLIANCES 
BUILT  TO 

PHYSICIANS’  PRESCRIPTIONS 
ONLY 


SHIRLEY  BROS. 

26  ASHLEY  STREET,  HARTFORD  j 

Phone  6-3748  j 

Braces  - Belts  - Etc. 

e:stabl,ishkd  1010 

I 

I 


NINETEEN  HUNDRED  AND  FIETY-EOUR 


F E R R U A R Y , 


ID-5 


Table  of  Contents 


February  1954 


Home  Accidents  Anne  Louise  Barlow,  m.b.,  d.c.h.,  m.p.h.,  Betty  Horne,  m.p.h., 

and  Ira  V.  Hiscock,  m.p.h.,  sc.d..  New  Haven  107 

Recent  Advances  in  Cancer  Research:  A REviEtv 

Mark  A.  Hayes,  m.d.,  New  Haven  1 1 3 


Some  Notes  On  Chronic  Prostatitis 


Walter  A.  Schloss,  m.d.,  Hartford  1 16 


Ergotamine  Tartrate  and  Caffeine  (EC  112)  in  Migraine  Headaches 

Alorgan  Y.  Swirsky,  m.d..  New  Haven  1 2 1 

Neurosyphilis  Precipitated  by  Trauma:  A Case  Report 

Sidney  Vernon,  m.d.,  Willimantic  and  William  H.  Davis,  m.d.,  Los  Angeles  124 


Our  Stake  in  World  Health 


Erank  G.  Boudreau,  m.d.,  New  York  City  125 


EDITORIALS 


Joseph  H.  Howard— Sameul  C.  Harvey 

134 

The  Yale  Diagnostic  Clinic 

138 

The  Great  Experiment 

134 

Justice 

138 

Let’s  Stop  and  Think 

L3  5 

DEPARTA/IENTS 

Progress  in  Clinical  Medicine 

News  From.  Washington 

162 

Immunization  Against  Poliomyelitis: 

Public  Relations 

168 

Its  Present  Status 

Military  Affairs 

170 

John  R.  Paul,  m.d..  New  Haven 

140 

From  Our  Exchanges 

173 

The  President’s  Page 

145 

Letters  to  the  Editor 

176 

The  Secretary’s  Office 

146 

Woman’s  Auxiliary 

178 

The  Historian’s  Note  Book 

Our  Neighbors 

185 

The  Hartford  Hospital,  1854-1954 

News  From  County  Associations 

185 

Lydia  B.  Hewes,  Hartford 

154 

New  Books  in  Review 

188 

MISCELLANEOUS 

Program  162ND  Annual  A4eeting 

Preliminary  Program  7TH  Annual 

State  Medical  Society 

131 

Connecticut  Cancer  Conference 

181 

The  Doctor’s  Office 

169 

Special  Notices 

182 

Obituary 

Oran  A.  Moser,  m.d. 


180 


io6 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


choice 

many- purpose  I 

antiseptic 


(Thimerosal,  Lilly) 


nonirritating,  relatively  nontoxic;  effective  in  the 
presence  of  body  fluids  or  soap 


MERTHIOLATE  IS  SUPPLIED  AS: 


Tincture,  1:1,000 

Ophthalmic  Ointment,  1:5,000 

Solution,  1:1,000 

Suppositories,  1:1,000 

Ointment,  1:1,000 

DESCRIPTIVE  LITERATURE  IS  AVAILABLE  ON  REQUEST 


Ell  tlLLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


W}€ 

CONNECTICUT  STATE  MEDICAL  JOURNAL 

NAlTxVIII  FEBRUARY,  1954  No.  2 


HOME  ACCIDENTS 

Anne  Louise  Barlow,  m.b.,  d.c.h.,  ai.p.h.,  Betty  Horne,  m.p.h.,  and 
Ira  V.  Hiscock,  m.p.h.,  sc.d.,  New  Haven 


Dr.  Barlow.  Assistant,  Department  of  Public  Health 
Dr.  Horne.  Lecturer  in  Public  Health 
Dr.  Hiscock.  Anna  M.  R.  Lauder  Professor  of 
Public  Health,  Yale  University 


SUMMARY 

' Accidents  in  the  home  and  the  immediate  surround- 
ings are  a major  cause  of  death  and  disability  in  the 
United  States.  Studies  of  hundreds  of  accidents  in  areas 
^of  New  Haven,  of  Kansas  and  of  Nassau  County,  New 
York,  reveal  that  falls,  fire  and  suffocation  or  strangu- 
lation are  leading  specific  causes,  and  that  children  and 
I the  aged  persons  suffer  most. 

I Poisonings  and  numerous  other  accidents  are  com- 
mon among  children  under  five  years  of  age.  Until 
j parents,  and  others  who  care  for  these  children,  under- 
stand and  carry  out  more  fully  the  elementary  pre- 
cautions to  be  taken  to  make  a home  safe  for  a small 
child,  the  number  of  accidents  in  this  age  group  will 
j continue  to  be  large. 

In  the  United  States  in  1952  there  were  two  million 
I persons  injured  while  at  work  and  15,000  more  killed. 

I In  comparison,  4,300,000  persons  were  injured  in  home 
accidents,  and  29,000  killed ! Accidents  of  all  types  are 
i the  leading  cause  of  death  among  persons  of  1 to  35 
years  of  age. 

Considerable  preventable  disability  resulting  from 
! home  accidents  can  be  brought  to  the  attention  of 
I medical  students  and  house  officers.  Besides  hospitals, 
medical  and  nursing  schools,  there  is  opportunity  for 
' health  departments,  schools,  medical  and  other  health 
organizations  and  safety  councils  to  assume  more  active 
roles  in  cooperative  community  programs  in  efforts  to 
I reduce  home  accidents  and  their  resulting  expenses, 
i unnecessary  incapacity,  and  unhappiness. 

I From  the  Department  of  Public  Health,  Yale  University 


A QUICK  VIEW 

When  primitive  man  moved  from  the  doubtful 
security  of  the  jungles  and  forests  into  a convenient 
cave,  he  added  a new  hazard  to  those  already  beset- 
ting him.  He  replaced  the  dangers  from  the  elements 
and  roaming  beasts  with  the  dangers  of  home  acci- 
dents. Now  that  the  modern  home  has  evolved  into 
an  elaborate  structure,  with  complicated  apparatus, 
fire  and  gas,  hard  floors,  steep  stairs  and  other  traps 
for  the  unwary,  the  dangers  of  the  primeval  jungle 
fade  while  the  cave-dweller’s  home  appears  as  a 
simple  haven,  safe  and  secure. 

Man  has  exchanged  tripping  over  a carelessly 
flung  sabre-toothed  tiger  skin,  landing  on  a soft 
grass-strewn  floor,  for  the  rigors  of  negotiating 
polished  floors  of  unyielding  material,  dotted  with 
strategically  placed  scatter  rugs;  a blessed  state  of 
unw'ashedness  for  the  trap  of  the  slippery  bathtub, 
and  the  skidding  piece  of  soap;  the  clay  pot  set  firmly 
in  the  firepit  for  the  gleaming  electric  range,  with 
a hot  burner  showing  no  indication  of  its  hidden 
danger.  Man,  and  his  children,  are  often  cooped  up 
in  boxes  of  tricks  ready  to  cause  death  and  destruc- 
tion to  those  without  care  and  knowledge.  The  child 
who  pulls  a pan  of  boiling  water  over  himself  when 
his  mother’s  back  is  turned,  and  the  old  woman  who 
falls  to  death  after  tripping  on  the  top  tread  of  a 
badly  lighted  or  slippery  staircase  are  both  victims 
of  man’s  civilization. 

Within  recent  years  we  have  seen  the  conquest  of 
those  scourges  of  mankind,  the  communicable 
diseases,  with  dramatic  reduction  of  deaths  at  all 
ages.  Even  tuberculosis,  the  White  Plague,  is  being 
slowly  brought  under  control.  Some  of  the  dangers 
of  the  home  are  being  reduced.  With  the  passing  of 
the  open  fire,  and  of  the  naked  candle  flame,  one 
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hears  fewer  stories  of  women  and  children  whose 
voluminous  dresses  of  highly  inflammable  material 
became  their  own  funeral  pyres.  With  the  slow  rise 
in  the  level  of  general  education,  there  is  more 
knowledge  of  safe  child  rearing  practices.  May  the 
future  see  less  of  such  an  incident  as  when  a young 
woman  came  into  the  emergency  department  of  a 
large  city  hospital,  placed  a bundle  on  the  desk,  and 
said  she  had  “boiled  her  baby!”  She  had  placed  the 
baby’s  bath,  full  of  water,  on  the  gas  stove,  lit  the 
flame  under  it,  placed  the  baby  in  the  bath,  and 
“just  popped  out  for  a moment.”  When  she  came 
back  the  baby  was  dead.  This  seems  to  be  an  extreme 
case;  but  almost  daily  one  can  hear  tales  of  mothers 
giving  children  sharp  instruments  to  play  with, 
leaving  pills,  cleaning  fluids,  acids,  weed  killer  and 
so  on,  in  places  easily  accessible  to  small  and  curious 
fingers,  and  who  seem  surprised  and  indignant  when 
the  child  is  hurt  or  poisoned. 

In  1952  some  96,000  deaths  in  the  United  States 
were  due  to  accidental  causes,  while  100  times  as 
many  persons  were  injured.^  Two  million  persons 
were  injured  while  at  work  and  15,000  more  were 
killed.  That  29,000  persons  were  killed  and  4,300,000 
injured  in  home  accidents  last  year  may  be  a sur- 
prise. They  were  once  alive  boys  and  girls,  men  and 
women,  infants  and  grandparents,  all  with  names  and 
faces,  families  and  friends.  All  accidents  are  expen- 
sive. Accidents  of  all  types,  furthermore,  are  the 
leading  cause  of  death  among  persons  of  i to  35 
years  of  age. 

GRIM  FACTS  AND  RELATIONSHIPS 

Results  from  two  localized  studies  of  nearly  a 
thousand  fatal  home  accidents  occurring  in  Nassau 
County,  New  York,  and  in  the  State  of  Kansas  re- 
vealed the  following:^ 

1.  Three  out  of  five  accidental  home  deaths  re- 
sulted from  falls;  one  in  seven  was  from  fire,  and  one 
in  ten  from  suffocation  or  strangulation. 

2.  Children  and  the  aged  suffered  most;  in  four  out 
of  five  cases  the  victim  was  under  five  or  over  sixty- 
five. 

3.  More  females  than  males  died,  in  a proportion 
of  three  to  two.  Seven  out  of  ten  female  deaths  were 

^Accident  Facts,  1953  Edition,  National  Safety  Council, 
Chicago. 

^National  Safety  Council,  Analysis  of  Fatal  Home  Acci- 
dents, (Chicago:  National  Safet)/  Council,  Statistical  Division, 
1948)  p.  29. 


due  to  falls  as  compared  with  four  out  of  ten  for 
males. 

4.  Three-quarters  of  these  home  deaths  occurred 
inside  the  house,  the  remainder  in  the  yard,  or  on  the 
porch,  or  nearby. 

5.  More  than  half  of  the  deaths  followed  fractures,  ■ 
especially  common  for  the  aged. 

i; 

INJURIES  ll 

Information  about  fatal  home  accidents  can  be  ■ 
obtained  by  following  up  death  certificates,  but 
studies  of  non  fatal  home  accidents  are  more  diffi- 
cult. What  little  is  available  comes  from  hospital  and  | 
nursing  records  and  through  local  efforts,  sometimes  i 
with  the  cooperation  of  local  schools.  Red  Cross  ' 
chapters  and  Safety  Councils.  There  is  lack  of 
uniformity  of  records;  figures  showing  classification,  j 
coverage,  and  methods  of  treatment  vary  from  place  f 
to  place  and  with  local  energy  and  enthusiasm.  Too 
often  missing  is  an  indication  of  the  severity  of 
injury  and  the  degree  of  disability. 

NEW  HAVEN  EXPERIENCE 

In  the  6 years  of  1946-1951  there  were  294  deaths 
from  accidents  in  the  New  Haven  area.  Information  I 
concerning  54  of  the  55  deaths  in  1951,  as  observed  | 
by  the  New  Haven  Safety  Council,  is  shown  in  1 
Table  i.  1 


Table  i j 

Home  Accident  Deaths  by  Month,  Greater  New  Haven,  j 

1951  ! 


NO.  DEATHS 
MONTH  IN  MONTH 

NO.  DEATHS  BY 
MONTH  OF  INJURY 

DEATHS  BY  MONTH 
PER  CENT  OF  INJURY 

January 

4 

I 

2.0 

F ebruary 

4 

6 

11.5 

March 

4 

3 

5.8 

April 

4 

4 

7,8 

May 

2 

2 

4.0 

June 

4 

4 

7.8 

July 

5 

6 

1 1.5 

August 

0 

I 

2.0 

September 

I 

0 

0.0 

October 

7 

I I 

195 

November 

8 

7 

13-5 

December 

I I 

7 

13-5 

54 

52* 

100.00 

*Two  injuries  occurred  the  previous  year 


Nearly  two-thirds  of  these  accidents  occurred 
during  the  period  of  October  through  March,  when 
there  was  greater  confinement  in  the  home.  Aden  and 
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w omen  suffered  equally.  There  w^as  a preponderance 
of  persons  over  65  years  of  age;  and  almost  two- 
thirds  of  the  deaths  w'ere  caused  by  falls  (on  stairs, 
from  w'indow^s,  tripping  over  rugs,  etc.).  The  burns 
(10.9  per  cent)  included  falling  against  a stove,  fire 
from  smoking  in  bed,  burning  leaves.  A small  scale, 
local  “pilot”  survey  w'as  made  of  non  fatal  home  ac- 
cidents, including  only  those  home  accidents  which 
wxre  seen  in  the  emergency  room  of  the  Grace-New 
Haven  Community  Hospital  throughout  the  month 
of  July  1952.^  The  total  number  of  home  accidents 
w’hich  passed  through  the  emergency  room  of  the 
New'  Haven  Division  of  the  Grace-New  Haven  Hos- 
pital from  midnight,  June  30,  1952,  to  midnight, 
July  31,  1952  w'as  238.  One  death  w'as  recorded 
(patient  was  brought  in  dead).  There  w'ere  seven 
admissions,  w'hile  106  other  accidents  were  con- 
sidered disabling  for  more  than  24  hours. 


Table  2 


Hoime  Accidents  in  the  Emergency  Room 
July  1952 


I 


NUMBER 


PERCENTAGE 


j Deaths i)  Total  0 4)  Total  per  cent 

j Admissions 7)  disabling  2.9)  disabling 

||  Disabled 106)  114  44.5)  47.9 

Not  disabled 124  52.1 

Total 238  100.0 


I The  total  number  of  home  accidents  treated  in  the 
i emergency  room  is  large,  considering  that  this  must 
! represent  only  a small  part  of  those  occurring  in  New 
' Haven.  Perhaps  three  thousand  home  accidents  in  a 
j year  pass  through  the  emergency  room  at  only  one 
I of  the  general  hospitals  in  the  area.  The  estimated 
j ratio  of  non  fatal  home  accidents  seems  to  vary 
according  to  source,  but  is  usually  estimated  at  150 
injuries  to  each  death. Apparently  New  Haven 
suffers  from  at  least  the  average  number  of  home 
; accidents.  Adore  than  half  the  home  accidents  treated 
j were  not  disabling.  It  is  doubtful  if  only  the  most 
; serious  injuries  find  their  way  to  emergency  treat- 
( ment  at  the  hospital,  yet  there  is  no  way  of  telling 
i how  many  trivial  accidents  were  not  hospital  treated. 

^Admissions  from  the  emergency  room  were  included  in 
' the  study,  but  admissions  from  outside,  other  than  directly 
from  the  emergency  room,  were  omitted.  This  was  done  in 
I the  belief  that  outside  admissions  should  be  included  only  if 
j home  accident  cases  seen  in  doctors’  offices  also  could  be 
i included  in  the  study. 

^Accident  Facts,  1950  edition  (Chicago:  National  Safety 
! Council),  p.  81. 


There  appears  to  be  a time  pattern  running 
through  each  week.  The  month  of  July  was  compli- 
cated by  the  holiday.  Fourth  of  July,  which  fell  on 
a Friday;  but  each  week  showed  an  increase  in 
accidents  treated  on  Friday  and  Saturday  (average 
of  9 to  10  as  compared  with  5 to  8)  which  was  only 
slightly  more  noticeable  over  the  weekend  of  the 
holiday.  The  school  children  were  on  holiday  during 
July  and  so  at  home  as  much  during  this  month  as 
any  other  month  during  the  year.  It  would  be  inter- 
esting to  discover  during  a school  month  if  there  is 
as  marked  midweek  drop.  A full  year  survey  is 
necessary  before  definite  conclusions  can  be  reached. 

In  all  but  tw'enty  cases  it  was  possible  to  obtain 
some  idea  of  the  time  of  day  at  which  the  accident 
happened.  Only  a few  accidents  occur  between 
twelve  midnight  and  8 a.  m.  The  only  one  which 
happened  between  3 a.  m.  and  8 a.  m.  was  the  case  of 
a small  girl  who  stepped  on  a pin  which  became 
buried  in  her  foot.  A steady  rise  through  the  morn- 
ing suggests  increased  activity  in  the  home,  while 
a noticeable  jump  between  1 1 a.  m.  and  noon  prob- 
ably represents  a shift  to  the  kitchen  to  prepare 
lunch  for  the  children.  A lull  sets  in  after  lunch, 
perhaps  because  the  small  children  are  resting.  A 
jump  between  4 and  5 p.  m.  is  more  difficult  to  ex- 
plain. Another  rise  may  represent  a last  play  in  the 
yard,  until  9 p.  m.,  when  probably  most  of  the  young 
children  are  in  bed.  Apparently  one  is  fairly  safe 
after  the  hazards  of  bedtime.  A variation  has  been 
found  in  industrial  accidents,  where  there  is  a rise 
to  a peak  between  lo-i  i a.  m.,  and  again  between  3-4 
p.  M.®  Are  the  similarities  between  home  and  indus- 
try due  to  common  factors  or  unrelated?  Adore 
females  than  males  are  the  victims  of  fatal  home 
accidents  in  the  United  States.  But  males  of  all  ages 
suffered  more  non  fatal  home  accidents  than  females, 
although  there  are  more  females  than  males  in  the 

O 

general  population.  This  is  surprising.  After  all,  if 
woman’s  place  is  in  the  home  one  would  expect  her 
to  run  a greater  hazard  there  than  the  male.  How- 
ever, the  death  toll  of  home  accidents  rises  with  age, 
and  women  may  be  outliving  men  only  to  become 
victims  of  home  accidents. 

Considering  the  total  patients  in  each  age  group, 
the  largest  group  are  under  five  years  of  age,  tvith 
the  next  largest  in  the  five  to  nine  group.  This  is  the 
reverse  of  the  trend  found  when  fatal  home  acci- 
dents were  studied.  There  the  overall  tendency  v'as 

^Accident  Facts,  1950  edition,  op.  cit.,  p.  31. 
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for  the  deaths  to  increase  with  age,  whereas  the  rela- 
tive number  of  injuries  reported  tends  to  decrease 
with  age.  The  results  are  grouped  below  to  repre- 
sent, roughly,  preschool,  school  age,  porductive  life, 
and  old  age. 

Table  3 

Home  Accidents  in  the  Emergency  Room 
July  1952 

Patients  Treated,  by  Age  Groups 


AGE 

NO. 

PER  CENT 

POPULATION 
NEW  HAVEN  CITY 
1951,  PER  CENT 

Under  5 

72 

30.3 

00 

bo 

5-14 

85 

35-7 

I 2.6 

15-64  

68 

28.6 

Os 

Over  65  

I 2 

5.0 

9-3 

Unknown  

1 

0.4 

00 

100.0 

100.0 

This  has  the  effect  of  bringing  school  years  into 
equal  prominence  with  preschool  years,  although 
representing  twice  the  time  interval.  However,  the 
number  of  accidents  occurring  in  five  preschool 
years  roughly  approximates  both  those  occurring  in 
the  ten  school  years  and  the  fifty  years  of  productive 
life.  Is  the  preschool  child  the  one  most  at  risk  of 
injury  from  accidents  in  the  home?  This  is  an  age 
of  adventure  and  exploration  into  a world  full  of 
unknown  dangers,  of  experimentation,  oral  and 
tactile,  which  can  lead  the  unsuspecting  toddler  to 
all  kinds  of  perils.  However,  many  of  these  injuries 
could  be  reduced  by  awareness  on  the  part  of  the 
parent  and  by  efforts  to  remove  some  of  the  sources 
of  danger  until  the  child  is  capable  of  avoiding  them 
himself. 

“Home”  for  the  purpose  of  this  survey  was  taken 
to  include  house,  porch,  yard,  garage  and  driveway, 
although  not  the  sidewalk  in  front  of  the  house— 
the  total  area  over  which  the  householder  has  juris- 
diction. Although  it  was  impracticable  to  get  details 
as  to  the  exact  location,  it  was  sometimes  possible  to 
determine  whether  the  accident  had  taken  place 
indoors,  or  out,  and  ocasionally  to  be  more  explicit. 
Of  153  cases  where  the  location  was  known,  83  were 
“outside”  accidents.  With  such  a large  number  of 
unknowns  it  is  impossible  to  draw  conclusions.  It 
would  be  expected  that  there  would  be  a large  num- 
ber of  outdoor  accidents  during  the  summer  owing 
to  longer  hours  of  outdoor  play,  and  it  would  be 
interesting  to  know  whether  these  are  replaced  in 


the  winter  by  falls  on  icy  steps  and  improperly 
swept  paths. 

In  52  cases  more  exact  location  was  given.  Eight 
accidents  occurring  in  the  garage  and  driveway  were 
all  connected  with  a car,  either  falling  out  of  one,  or 
fingers  jammed  in  a car  door.  In  one  case  the  trunk 
lid  fell  on  the  patient’s  shoulder.  Of  five  bathroom 
accidents,  three  were  accidental  poisonings,  and  one 
was  a child  who  was  cut  while  playing  with  a razor. 
Six  of  seven  basement  accidents  were  associated 
with  tools,  such  as  saws,  hammer  and  nails,  etc.,  and 
the  seventh  involved  the  washing  machine.  Those  in 
the  living  room  were  mostly  concerned  with  trip- 
ping over  or  banging  into  furniture.  Six  of  nine 
accidents  known  to  have  taken  place  in  the  kitchen 
were  cuts,  two  were  burns,  and  one  an  accidental 
poisoning  with  furniture  polish.  There  were  10 
accidents  due  to  falls  on  stairs. 

Although  chiefly  of  academic  interest,  a list  was 
made  of  the  various  types  of  accidents. 


Table  4 

Home  Accidents  Seen  in  the  Emergency  Room  by  Type 
July  1952 


TYPE  OF  ACCIDENT 

NO. 

TYPE  OF  INJURY 

NO. 

Fall  

,.  78 

Lacerations 

135 

Collision  with  object... 

..  50 

Sprains,  contusions 

40 

Treading  on  object 

,.  27 

Eractures  

23 

Cut  by  sharp  object... 

,.  16 

Foreign  bodies 

Burn  

• 9 

Burns  

9 

Poisoning  

,.  9 

Poisonings 

9 

Dog  bite  

..  6 

Concussions  

Miscellaneous 

,.  17 

. — 

Unknown  

,.  26 

Total  

..238 

Total  

238 

Falls  lead  easily,  including  falls  both  from  a height 
and  on  the  level.  Collision  with  objects,  plus  acci- 
dents caused  by  treading  on  objects,  which  was 
separated  because  of  its  size,  and  those  cut  by  sharp 
objects,  when  combined  as  they  are  all  of  this  same 
general  nature,  exceed  the  falls.  Many  objects  were 
included  in  the  collision  group  such  as  running  into 
furniture,  putting  hand  through  window,  fingers 
trapped,  objects  falling  on  victim.  The  grouping  here 
was  an  attempt  to  gather  together  those  accidents 
which  involve  other  objects,  not  of  themselves  dan- 
gerous or  presenting  an  obvious  hazard.  When 
grouped,  these  innocent  objects  seem  to  present  a 
greater  problem  than  those  with  more  apparent 
dangers,  such  as  knives,  burns,  and  poisons. 
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Accidents  caused  by  treading  on  objects  were 
separated.  There  is  probably  a large  seasonal  element 
accounting  for  the  size  of  the  group.  Nearly  all  of 
these  accidents  occurred  in  the  yard,  and  the  story 
usually  reads  “trod  on  nail”  or  “trod  on  glass.”  The 
back  yards  of  New  Haven  must  be  bristling  \\  ith  old 
rustv  nails  and  broken  glass!  Most  of  the  victims 
were  playing  in  the  yard  barefoot  or  inadequately 
shod.  The  wounds  so  caused  were  by  no  means 
trivial,  but  deep  and  dirty.  This  group  represents  a 
considerable  sum  of  preventable  pain  and  injury.  It 
is  not  a Herculean  task  for  a householder  to  keep  his 
yard  reasonably  free  of  old  pieces  of  board  with 
nails  sticking  up,  or  seeing  that  all  broken  bottles 
and  other  pieces  of  glass  are  removed.  Again,  should 
children  run  barefoot,  or  in  flimsy  shoes  over  ground 
of  doubtful  safety?  Apart  from  the  danger  of  serious 
injury,  the  feet  become  easily  scratched  and  thus 
present  open  wounds  for  soil  organisms  to  enter. 
Among  injuries  caused  by  sharp  objects  were 
wounds  due  to  objects  normally  intended  for  cut- 
ting and  valued  for  their  sharpness,  including  kitchen 
knives,  a saw,  lawnmower  blades,  a scythe,  a fish- 
hook, a razor,  and  an  axe.  All  of  these  are  potentially 
dangerous  objects  which  are  used  commonly,  and  it 
is  surprising  that  more  were  not  listed. 

Burns  and  poisonings  share  next  place.  All  the 
poisonings  occurred  in  children  under  five.  One  of 
the  burn  cases  was  due  to  flaming  gasoline.  The  next 
most  serious  was  a grease  burn  from  an  overturned 
frying  pan.  There  was  one  ammonia  burn  of  the 
eyes  and  one  scald  from  an  overturned  pan  of  boil- 
ing water.  One  burn  was  from  handling  an  incin- 
erator, and  the  rest  were  from  fireworks.  Consider- 
ing that  the  Fourth  of  July  was  included  in  the  time 
period  under  survey,  this  was  a small  crop. 

Six  dog  bites,  next  on  the  list,  were  minor  affairs. 
Fortunately,  New  Haven  is  free  of  rabies!  Mostly 
the  skin  was  hardly  broken,  and  the  fact  that  these 
cases  turn  up  at  the  hospital  is  probably  due  to  the 
peculiar  fear  of  dog  bites  held  by  the  general  popu- 
lation. There  were  swallowed  and  inhaled  foreign 
bodies,  and  obscure  wrenches,  twisted  ankles,  and 
others  not  included  in  the  above  groups.  Most  of 
the  meagre  information  which  was  obtained  for  the 
miscellaneous  was  taken  from  the  nurse’s  or  orderly’s 
notes.  Lacerations  are  the  commonest  type  of  in- 
juries. Some  are  the  results  of  falls,  as  also  are  the 
sprains  and  contusions,  and  fractures.  The  fractures 
and  concussions  represent  the  most  serious  injuties. 


many  of  the  laceration  injuries  are  much  less  serious. 
The  large  number  of  injuries  to  the  foot  include 
those  due  to  treading  on  objects,  as  previously  dis- 
cussed. The  hand  is  well  represented  in  third  place 
although  it  might  be  expected  to  be  higher.  Internal 
injuries  include  those  to  the  throat,  and  foreign 
bodies  in  the  lung  and  gastro-intestinal  tract.  The 
largest  age  group  in  the  series,  the  under-fives, 
deserves  special  consideration  in  the  table  following. 
A large  number  of  children  who  fell  and  cut  their 
heads  is  probably  correlated  with  the  hazards  of 
learning  to  walk  and  run.  When  the  cut  heads  and 
cut  faces  are  added  together,  they  total  nearly  half 
of  the  accidents  in  this  group.  However,  only  two 
children  suiTered  severe  head  injuries  with  definite 
signs  and  symptoms  of  concussion,  and  most  of  the 
injuries  WTre  fairly  trivial.  Too  many  probably 
involved  cuts  caused  by  corners  of  furniture  and 
other  sharp  objects;  but  information  on  this  group 
■was  extremely  poor.  Falls  involving  arms  and  legs 
totalled  only  seven,  or  one-tenth  of  the  whole,  the 
head  thus  appearing  to  bear  the  brunt  of  the  burden. 
This  may  be  related  to  the  lack  of  coordinative  skill 
at  this  age,  as  a child  under  five  usually  makes  little 
attempt  to  break  a fall  with  his  arms,  and  has  not 
fully  developed  his  ability  to  recover  his  balance 
wTen  it  is  disturbed  temporarily.  Probably  little  can 
be  done  at  this  age  to  eliminate  falls,  but  training  of 
parents  to  remove  or  minimize  dangers  from  falling 
against  sharp  objects  might  reduce  the  injuries.  The 
three  lacerations  by  glass  are  also  theoretically  pre- 
ventable, as  children  at  this  age  should  not  be 
allowed  to  play  with  glass  objects,  nor  should  there 
be  broken  glass  in  the  play  areas. 

Of  the  nine  cases  of  poisoning,  three  children 
swallowed  aspirin  tablets  when  “mother  was  not 
looking,”  one  being  admitted.  One  was  being  treated 
for  a sore  throat,  and  the  aspirin  bottle  was  left 
within  reach,  and  one  apparently  just  sampled  the 
tablets.  One  child  swallowed  demerol  tablets  when 
in  the  charge  of  its  grandmother.  One  child  tried  a 
bottle  of  lysol  which  had  been  left  on  the  bathroom 
floor,  and  another,  adult  cough  medicine,  apparently 
containing  codeine.  One  child  drank  furniture  polish 
taken  from  a kitchen  cupboard,  another  drank  some 
Flit,  and  another  sampled  cuticle  remover  left  in  the 
bathroom.  Fortunately  none  of  these  episodes  had 
very  serious  consequences,  but  point  up  the  dangers 
of  leaving  anything  wdaich  might  be  ingested  at  floor 
level,  or  within  reach  of  exploring  fingers.  With  a 
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Table  5 

Home  Accidents  Seen  in  the  Emergency  Room  of 
New  Haven  Hospital,  July  1952 
Accidents  to  the  Under-Fives 


type  of  accident  number 

Fell  and  cut  head 17 

Fell  and  cut  chin,  face  or  tongue 13 

Drank  poisonous  substance 9 

Fell  and  bruised  arm  or  leg 5 

Foreign  body  in  throat 4 

Hand  or  thumb  trapped  or  crushed 4 

Foreign  body  in  eye 3 

Cut  extremity  with  glass 3 

Swallowed  solid  foreign  body 3 

Fell  and  cut  arm  or  hand 2 

Dog  bite  on  face 2 

Subluxation  of  elbow 2 

Foreign  body  in  nose i 

Run  over  by  car  in  yard i 

Furniture  fell  on i 

Burnt  with  grease i 

Trod  on  nail i 
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little  care  and  foresight  all  of  these  accidents  could 
have  been  avoided. 

Of  the  four  foreign  bodies  in  the  throat,  one  was 
a fishbone  in  a child  of  three.  One  child  of  a year  had 
a hard  candy  stuck  in  his  throat.  One  child  inhaled 
into  his  trachea  some  sand  from  a sand  pit  and  an- 
other inhaled  a small  stone  into  a main  bronchus. 
These  last  two  were  probably  unavoidable  occur- 
rences, but  the  first  two  could  have  been  prevented. 
Three  of  the  four  crushed  hands  involved  car  doors, 
and  the  fourth  was  due  to  a window  pushed  down 
on  the  child’s  hand. 

The  only  two  accidents  which  were  reported  in 
children  under  one  year  old  were  the  one  case  where 
the  child  was  run  over  by  a car,  and  one  of  the 
lacerations  of  the  head.  Apparently  the  first  child 
had  been  put  out  in  its  play  pen.  The  mother  and 
aunt,  neither  of  whom  knew  how  to  drive,  got  into 
the  family  car  which  was  standing  in  the  driveway. 


and  reversed  the  car  into  the  playpen,  crushing  the 
child  in  the  debris.  Luckily  the  child  was  not  badly 
injured,  and  fortunately  such  examples  are  rare.  The 
other  child  mentioned  was  left  unattended  on  the 
parent’s  bed,  and  promptly  fell  off,  and  cut  its  head. 
Again  the  damage  was  not  very  serious,  but  this 
practice  is  asking  for  trouble. 

This  series  of  accidents  to  the  under-five  is  most 
noteworthy  in  that  the  parents,  or  others  looking 
after  the  child,  must  take  part,  if  not  all,  of  the 
responsibility  for  these  mishaps.  Until  more  parents 
understand  the  elementary  precautions  to  be  taken 
to  make  a home  safe  for  a small  child,  the  number 
of  accidents  in  this  age  group  will  continue  to  be 
large. 

CONCLUSIONS 

While  no  sweeping  conclusions  can  be  drawn  from 
these  limited  data,  general  trends  can  be  extracted. 

1.  The  deaths  in  New  Haven  follow  the  pattern 
of  the  home  accident  deaths  of  the  rest  of  the  United 
States.  As  elsewhere,  they  happen  mostly  to  the 
elderly,  and  then  to  the  very  young,  with  a marked 
preponderance  of  deaths  following  falls. 

2.  Many  non  fatal  home  accidents  occur  in  New 
Haven.  About  half  of  these  cause  disability  for  more 
than  twenty-four  hours. 

3.  A large  number  of  children  under  five  are  in- 
volved in  these  accidents. 

4.  An  opportunity  is  apparent  for  parent  educa- 
tion. 

5.  In  an  emergency  room,  much  can  be  learned 
about  people  and  measures  to  prevent  disability  and 
illness. 

6.  Considerable  preventable  disability  resulting 
from  home  accidents  can  be  brought  to  the  atten- 
tion of  medical  students  and  house  officers.  Besides 
hospitals  and  medical  and  nursing  schools,  there  is 
opportunity  also  for  health  departments,  schools, 
and  safety  councils  to  assume  more  active  roles  in 
efforts  to  reduce  home  accidents  and  their  resulting 
expenses,  unnecessary  incapacity  and  unhappiness. 
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I SUMMARY 

i A new  era  of  biological  philosophy  has  been  entered 
iwith  the  use  of  radio-isotopes  in  research  work  on 
i carcinogenesis  and  tumor  metabolism.  By  such  use  of 
radio-isotopes  our  knowledge  of  hydrocarbon  carcino- 
genesis is  being  increased,  although  as  yet  the  exact 
mode  of  action  of  these  carcinogenic  carbons  is  not 
understood.  Isotope  tracer  studies  have  been  started  in 
the  field  of  tumors,  studying  the  problems  of  metabo- 
lism and  endeavoring  to  increase  the  knowledge  avail- 
able of  the  mode  of  action  of  hormones  in  cancer. 


therapeutic  aids  now  available  in  the  treatment 
of  cancer  indicate  the  great  progress  made  in  the 
struggle  against  this  disease  through  combined  re- 
search efforts.  They  include  multimillion  volt  irradi- 
ation therapy,  cobalt  6o  irradiation  beams,  new  and 
more  extensive  use  of  radioisotopes,  improved  sur- 
gical techniques  and  antimetabolite  drugs  and  hor- 
mones. Because  of  their  effectiveness  in  combatting 
cancer,  these  agents  have  received  much  well  de- 
served publicity.  Their  skillful  application  has 
returned  many  patients  already  to  useful,  productive 
lives.  The  purpose  of  this  paper  is  to  review  some 
of  the  developments  in  the  application  of  radio- 
isotopes to  the  problem  of  carcinogensis  and  tumor 
metabolism. 

Cancer  is  primarily  a problem  in  growth.  Cancer- 
ous growth  capacity  is  apparently  independent  of 
I the  organism  and,  hence,  the  growth  capacity  of 
the  tumor  is  a nearly  unique  property  of  the  tumor 
itself.  This  property  of  autonomous  growth  is  the 
most  striking  characteristic  of  tumors  as  a class,  and 
within  the  factors  responsible  for  this  property  lies 
I the  secret  of  the  control  of  this  growth. 


The  pioneer  experiments  of  more  than  a quarter 
of  a century  ago  resulted  in  a series  of  investigations 
using  stable  isotopes,  and  subsequently  radio-isotopes, 
and  resulted  in  one  of  the  most  important  concepts 
of  modern  biochemistry,  “the  dynamic  state  of  body 
constituents”  and  the  concept  of  the  metabolic  pool. 
Up  to  this  time  there  had  been  a rigorous  separation 
of  exogenous  and  endogenous  metabolism.  Now  this 
latter  concept  was  no  longer  tenable  and  a new  era 
of  biochemical  philosophy  began. 

METABOLISM  OF  CARCINOGENIC  HYDROCARBONS 

The  contribution  of  chemical  carcinoo-enesis  to 
the  field  of  oncology  is  one  of  considerable  signifi- 
cance. It  is  a valuable  tool  for  the  production  at  will 
of  a variety  of  tumors  in  experimental  animals.  Of 
perhaps  greater  importance,  however,  is  the  use  of 
chemical  carcinogens  to  provide  a means  of  studying 
the  mechanism  or  mechanisms  of  tumor  production. 
It  is  a rather  unique  situation  when  a pure  chemical 
compound  induces  a profound  series  of  chemical 
and  biological  changes  that  result  in  cancer  and  thus 
it  provides  a challenging  opportunity  to  study  the 
phenomenon  in  biochemical  terms.  If  it  were  pos- 
sible to  discover  any  metabolic  sequence  of  reactions 
that  were  specifically  affected  by  the  carcinogens, 
then  progress  toward  the  prophylaxis  and  treatment 
of  endogenous  cancer  would  be  materially  advanced. 

An  extremely  important  discovery  was  made 
when  it  was  demonstrated  that  benzpyrene,  one  of 
the  chemical  carcinogens,  applied  to  the  skin  of  mice 
was  bound  to  protein.^  This  has  been  shown  to 
occur  with  several  of  the  hydrocarbons.  It  would 
seem  almost  axiomatic  that  a chemical  carcinogen 
should  produce  this  biological  effect  as  a result  of  a 
chemical  interaction  with  some  important  cellular 
component,  and  the  demonstration  that  such  an 
interaction  actually  does  take  place  provides  the 
impetus  for  a new  approach  to  the  problem.  Tech- 
niques have  been  developed  which  make  possible 
the  study  of  such  an  interaction  with  various  cell 
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fractions  and  nucleic  acids  derived  from  certain 
tissues  of  mice.  By  means  of  techniques  which  will 
fractionate  tissues  into  well  defined  nuclear,  large 
granule,  small  granule  and  supernatant  parts,  investi- 
gations are  now  underway  to  ascertain  the  exact 
components  of  the  cell  with  which  the  hydrocarbon 
reacts.  It  may  be  possible  by  experiments  of  this  sort 
to  determine  whether  the  hydrocarbons  are  reacting 
^vith  desoxyribose  nucleic  acids  and  causing  muta- 
tion, or  whether  their  action  is  primarily  on  the 
cytoplasm,  possibly  by  causing  the  deletion  of  some 
essential  enzyme.  In  any  event,  it  is  hoped  that 
studies  of  this  sort  will  make  possible  a clearer 
understanding  of  the  mode  of  action  of  the  carcino- 
genic carbons. 

In  summary,  the  use  of  radioactive  isotopes  is 
contributing  to  our  knowledge  of  hydrocarbon 
carcinogenesis  by:  (i)  providing  quantitative  in- 
formation on  the  distribution,  excretion  and  rates 
of  elimination  of  carcinogens;  (2)  identification  of 
metabolites  and  metabolic  sequences  of  carcinogens; 
(3)  determination  of  site  or  sites  of  interaction  of 
carcinogens  with  the  cells;  and  (4)  providing 
methods  for  study  of  the  effect  of  the  carcinogens 
on  metabolism  of  sensitive  and  resistant  tissue.  It  is 
to  be  hoped  that  this  rather  comprehensive  approach 
to  the  problem  may  provide  some  clues,  not  only  to 
the  mechanism  of  carcinogenesis  but  also  to  methods 
of  preventing  or  controlling  the  neoplastic  trans- 
formation. 

OXIDATIVE  METABOLISM  OF  TUMORS 

Among  the  most  important  experiments  of  the 
pioneers  in  the  field  of  cancer  biochemistry  were 
those  of  Warburg  during  the  1920’s.  Experiments 
undertaken  with  the  tissue  homogenate  technique 
showed  a diminished  level  in  tumors  of  cytochromes 
and  certain  enzymes  involved  in  Krebs  cycle  oxida- 
tions compared  with  the  more  metabolically  active 
normal  tissues.  Under  certain  circumstances,  the 
failure  to  observe  Krebs  cycle  oxidation  in  homo- 
genates suggested  the  possibility  that  one  or  more 
key  steps  in  the  Krebs  cycle  might  be  very  low  or 
absent  in  tumors.  A difference  as  fundamental  as 
this  between  tumors  and  normal  tissues  would  be  of 
great  importance  and  this  intriguing  possibility  has 
stimulated  further  investigation  along  these  lines. 

One  observation  that  was  unexplained  was  that 
tumor  slices  had  an  appreciable  oxygen  uptake 
\\  hich,  however,  could  not  be  stimulated  significant- 


ly by  the  addition  of  Krebs  cycle  substrates.  Thus, 
it  was  not  clear  whether  the  oxidation  was  taking 
place  by  other  pathways  altogether  or  whether  the 
oxygen  uptake  was  caused  by  such  a high  endogen- 
ous level  of  Krebs  cycle  intermediates  that  further 
addition  of  these  substrates  failed  to  cause  further 
stimulation.  An  obvious  way  to  test  these  alternatives 
was  to  add  labelled  Krebs  cycle  intermediate  to 
tumor  slices  and  measure  the  rate  of  their  conver- 
sion to  radioactive  carbon  dioxide.  Thus,  isotopic 
tracer  studies  were  initiated  into  this  field. 

The  oxidation  of  radioactive  carbon  acetate  to 
radioactive  carbon  dixoide  in  slices  in  homogenates 
of  a number  of  normal  tissues  w'as  studied.”  There 
w^as  a significant  conversion  of  acetate  to  carbon 
dioxide  in  slices  of  the  normal  tissue  studied  and  con- 
siderable evidence  was  obtained  to  indicate  that  the 
oxidation  took  place  by  the  Krebs  cycle.  In  slices 
of  transplantable  rat  tumor,  however,  less  than  %sth 
as  much  radioactive  carbon  dioxide  was  produced 
as  in  kidney,  an  amount  well  below  that  wdaich 
would  be  significant  in  oxygen  uptake  experiments. 
It  was  concluded  that  either  the  Krebs  condensation 
reaction  takes  place  to  only  a very  limited  extent  in 
tumors  or  that  tumors  are  less  able  to  activate  acetate 
than  several  normal  tissues. 

While  this  work  was  in  progress  it  was  announced 
that  pyruvate-2 -carbon  14  w as  oxidized  to  radioactive 
carbon  dioxide  to  about  an  equal  extent  by  slices  of 
normal  liver  and  primary  liver  tumor.^  These  find- 
ings were  confirmed  in  transplantable  tumors  and 
the  results  w^ere  consistent  wdth  the  idea  that  pyru- 
vate was  oxidized  by  the  Krebs  cycle,  although 
once  again  it  was  found  that  acetate  w^as  only  slightly 
oxidized  under  these  conditions.  It  seems  likely  that 
the  conditions  for  maximum  conversion  of  radio- 
active carbon  acetate  to  radioactive  carbon  dioxide 
are  not  the  same  as  for  the  conversion  of  radioactive 
carbon  pyruvate  to  radioactive  carbon  dioxide  in 
tumor  slices.  Further  studies  on  this  point  are  needed. 

Carbohydrate  metabolism  similarly  has  been 
studied  using  labelled  glucose  in  slices  of  liver  and 
hepatoma.  It  w^as  found  that  there  is  a greater  pro- 
duction of  radioactive  carbon  dioxide  in  glucose  by 
hepatoma  than  by  liver  slices.  It  must  be  emphasized 
that  rat  liver  slices  have  an  especially  low  activity 
for  this  conversion.  There  was  a less  noticeable 
difiFerence  between  tumor  and  liver  when  labelled 
fructose  was  the  substrate.  It  was  also  found  that 
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there  was  a greater  incorporation  of  radioactive 
carbon  into  protein  of  liver  neoplasm  than  into  liver 
protein  itself,  and  the  amino  acids  obtained  upon 
hydrolysis  were  essentially  those  of  normal  protein. 
It  appears  that  there  is  a quantitative  but  no  qualita- 
tive difference  in  the  oxidative  pathways  in  hepato- 
mas and  liver;  and  the  synthetic  processes  such  as 
those  of  protein  occur  more  rapidly  in  tumors.  On 
the  whole,  then,  most  of  the  evidence  indicates  that 
the  Krebs  cycle  proceeds  in  tumor  tissue  but  also 
indicates  that  it  is  of  a very  low  order  of  activity 
since  it  is  less  than  spleen,  one  of  the  normal  tissues 
of  relatively  low  oxidizing  capacity. 

Experiments  involving  vdiole  animals  poisoned 
with  a tissue  poison  such  as  fluoroacetate  showed 
that  citrate  does  not  accumulate  in  tumors  as  it  does 
in  most  normal  tissues,  and  suggest  that  some  addi- 
tional factors  operate  in  the  intact  animal  to  regulate 
either  the  Krebs  cycle  oxidation  or  closely  related 
processes.  Additional  information  is  available  con- 
cerning the  incorporation  of  labelled  amino  acid 
glycine  into  the  proteins  of  the  mouse  liver,  kidney, 
intestine  and  muscle.  It  has  been  demonstrated  that 
this  process  in  animals  treated  with  adrenocortical 
extract  or  cortisone  was  diminished.  These  hor- 
mones, however,  had  no  effect  upon  the  incorpora- 
tion of  the  isotope  into  the  protein  of  a transplantable 
mammary  adenocarcinoma.  This  type  of  research 
appears  to  be  a promising  approach  to  the  under- 
standing of  the  mode  of  action  of  hormones  in 
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CONCLUSION 

This  review  emphasizes  the  application  of  an  im- 
portant and  general  technique  which  has  been  used 
in  many  fields  and  covers  in  particular  several  areas 
of  oncology.  Isotopes  have  made  a substantial  con- 
tribution to  this  field.  The  isotopic  tracer  technique 
has  only  recently  become  available  as  a tool,  yet  it 
can  be  used  in  almost  any  laboratory  concerned  with 
problems  in  metabolism  in  applying  it  to  the  special 
metabolic  situation.  It  seems  likely  then  that  in  the 
not  too  distant  future  there  will  be  available  a 
description  of  the  metabolism  of  nearly  every  indi- 
vidual metabolite  in  terms  of  the  alternate  pathways 
that  it  pursues  in  different  organisms,  in  different 
tissues  and  under  a wide  variety  of  special  situations. 
With  this  knowledge  may  come  the  ability  to  influ- 
ence the  metabolism  along  specific  lines  by  means 
of  substitution  in  the  case  of  deficiencies  and  by  the 
use  of  antimetabolites  and  other  types  of  enzyme 
inhibitors  that  will  modify  enzyme  action.  It  is  this 
reviewer’s  firm  belief  that  intensive  and  productive 
research  along  the  lines  here  briefly  described  will 
eventually  supply  the  answer  to  many  of  the  enigmas 
that  are  collectively  known  as  cancer. 
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SUMMARY 

One  hundred  twenty-four  consecutive  cases  of 
chronic  prostatitis  were  reviewed  with  reference  to 
differential  diagnosis,  symptomatology,  age,  etiology, 
cultures,  therapy,  persistence  or  absence  of  organisms, 
and  recurrences. 

Elkosin  was  effective  for  most  cases  of  staphylo- 
coccus and  streptococcus  infections,  mixed  infections, 
E.  coli  and  B.  proteus,  but  was  ineffective  for  pseudo- 
monas, Eriedlander’s  and  trichomonas  prostatitis.  The 
trichomonas  responded  favorably  to  Aureomycin 
therapy.  The  pseudomonas  and  Eriedlander’s  have 
persisted  and  are  still  being  followed,  although  the 
patient’s  symptoms  have  been  relieved,  at  least  for  the 
present. 


/^HRONic  prostatitis  is  one  of  the  commonest 
diseases  which  the  physician  sees  as  part  of  his 
practice  of  “office  urology.”  It  is  also  sometimes  one 
of  the  stubbornest  to  treat  rapidly  and  effectively 
even  with  the  new  antibacterial  agents  now  available, 
in  contrast  with  gonorrheal  urethritis  and  other 
acute  venereal  afflictions. 

An  occasional  patient,  surprisingly  enough,  will 
express  disappointment  on  being  told  that  he  has 
chronic  prostatitis  and  not  gonorrhea.  I imagine  the 
reason  for  this  is  that  somehow  he  has  found  out  that 
gonorrhea  responds  quickly  and  miraculously  to 
penicillin  and  other  wonder  drugs,  whereas  prosta- 
titis usually  will  not. 


This  study  is  based  on  124  consecutive  cases  of 
prostatitis  seen  in  a 3 year  period.  All  patients  with  j| 
spontaneous  urethral  discharge  had  smears  and  cul-  j 
tures  to  rule  out  gonorrhea. 

The  experienced  physician  can  usually  tell,  by 
inspection  of  the  discharge  coming  from  the  external 
urethral  meatus,  whether  the  patient  has  gonorrhea 
or  not;  in  gonorrheal  urethritis,  the  discharge  is  thick 
and  yellow,  whereas  in  prostato-urethritis,  it  is  thin  j 
and  whitish  or  off-white.  In  all  suspicious  cases 
Gram  stain  of  the  discharge  will  demonstrate 
whether  the  gonococcus  is  present,  and,  if  so,  peni- 
cillin is  still  probably  the  treatment  of  choice. 

Any  patient  with  a spontaneous  urethral  discharge 
should  have  an  immediate  Gram  stain  in  order  to 
settle  the  question  of  gonorrhea  as  soon  as  possible 
as  well  as  to  act  as  a guide  in  therapy.  Many  patients 
with  a nongonorrheal  urethral  discharge  have  been 
treated  with  penicillin  to  no  avail,  as  the  nongonor- 
rheal discharges  usually  will  not  respond  to  peni- 
cillin. I never  massage  the  prostate  of  a patient  with 
acute  gonorrheal  urethritis.  It  is  not  necessary  and 
may  cause  complications  such  as  epididymo-orchitis, 
and  that  is  another  reason  for  having  the  Gram  stain 
done  as  soon  as  the  patient  is  seen  to  rule  gonorrhea 
in  or  out  in  suspicious  cases. 

Gonorrheal  smears  and  cultures  may  be  sent  to 
the  State  Health  Laboratory  in  Hartford,  in  the  G C 
and  N C containers,  respectively.*  This  may  be  done 
in  positive  cases  for  confirmation,  and  in  suspicious 
cases  when  you  are  not  satisfied  with  your  own 
Gram  stain.  While  awaiting  report  of  the  latter 
(suspicious  cases),  penicillin  therapy  is  indicated  and 
justifiable.  However,  it  is  most  unusual  to  make  a 
mistake  in  examining  fresh  Gram  stained  specimens. 
We  have  agreed  with  the  State  Health  Laboratory 

*The  State  Health  Laboratory  discontinued  gonorrheal 
cultures  July  i,  1953. 
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100  per  cent  in  ruling  gonorrhea  in  or  out  on  Gram 
stain. 

Inasmuch  as  we  are  not  here  concerned  with  acute 
gonorrheal  urethritis  except  to  rule  it  out,  we  shall 
turn  our  attention  to  chronic  prostatitis. 

SYMPTOMATOLOGY 

Urinary  tract  symptoms  (discharge,  burning,  frequency)  76 


Prostatitis  found  during  infertility  workup 14 

Referred  for  investigation  of  pyuria 9 

Hemospermia  (seminal  vesiculitis) 8 

Impotence  5 

Testicular  pain  and  discomfort 4 

Itching,  tickling  in  the  urethra  (all  had  trichomonas) 4 

Rectal  burning  (“like  a hot  potato  in  the  rectum”) 2 

Peyronie's  disease  i 

Urinary  frequency  thought  to  be  prostatism  (age  72) i 
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AGE 

The  age  range  was  from  16  to  72.  The  greatest 
number  of  cases  occurred  in  the  age  20  to  40  (third 
and  fourth  decades)  as  might  be  expected,  this  being 
the  period  of  greatest  sexual  activity  in  most  men. 

Eleven  of  the  patients  were  over  50  years  of  age, 
and  when  first  seen  were  thought  to  be  suffering 
from  symptoms  of  prostatism  presumably  due  to 
enlargement  of  the  prostate.  However,  all  had 
residual  urine  of  less  than  an  ounce;  on  cysto- 
urethroscopy,  none  had  trabeculation  of  the  bladder; 
the  prostate  did  not  appear  to  be  enlarged  intra- 
urethrally.  The  prostatic  fluid  was  full  of  pus  clumps 
and  the  prostate  was  tender  and  boggy  rather  than 
enlarged  on  rectal  examination. 

These  “elderly”  patients  were  relieved  of  their 
symptoms  by  treatment  directed  to  their  prostatitis- 
weekly  massage,  antibacterial  therapy  and  Sitz 
baths. 

An  interesting  sidelight,  which  should  not  be  a 
surprise  to  anyone,  is  that  the  older  the  patient,  the 
longer  it  usually  took  to  relieve  him  of  the  prosta- 
titis. 

ETIOLOGY 

It  is  generally  stated  that  “sexual  excitement  with- 
out gratification”  is  one  of  the  principal  causes  of 
bringing  on  prostatitis.  We  would  also  add  “pro- 
longed or  repeated  sexual  excitement.”  However,  we 
failed  to  elicit  such  cause  in  the  recent  past  in  ap- 
proximately one-third  of  the  patients. 

In  a review  of  the  past  history,  75  per  cent  of  the 
patients  denied  ever  having  had  gonorrhea,  and  25 


per  cent  admitted  that  they  had  had  the  disease.  The 
significance  of  this  is  unknown.  Gonococci  were 
found  in  the  prostatic  strippings  of  one  case  (inci- 
dence of  0.8  per  cent)  in  the  present  series. 

CULTURES 

Of  the  124  cases,  cultures  of  prostatic  fluid  were 
obtained  in  1 1 1 cases.  In  the  other  13,  the  amount  of 
prostatic  fluid  obtained  w'as  too  scant  to  permit  a 
culture,  although  enough  was  obtained  for  smear. 
A wet  smear,  unstained,  covered  with  a cover  slip, 
is  the  best  way  of  determining  the  amount  of  pus 
and  pus  clumps  in  the  prostatic  fluid. 

Prostatic  fluid  cultures  and  wet  smears  are  ob- 
tained as  follows:  The  meatus  and  glans  penis  are 
cleansed  with  an  antiseptic  solution  such  as  oxy- 
cyanide  of  mercury  1:1,000  or  Bactine  1:4.  The 
prostate  is  massaged  and  the  prostatic  fluid  allowed 
to  drip  into  a sterile  bottle  supplied  by  the  State 
Health  Laboratory  in  the  M I container."!  After  this, 
a few  drops  are  collected  on  a clean  slide  and  cov- 
ered with  a cover  slip,  for  low-dry  and  high-dry 
examination. 

One  of  the  interesting  findings  is  the  high  per- 
centage (37  per  cent)  of  sterile  specimens,  wherein 
the  Laboratory  found  no  bacteria  on  smear  or  cul- 
ture of  the  prostatic  fluid. 

RESULTS  OE  INITIAL  CULTURES  OF  PROSTATIC 
FLUID— III  CASES 

No  growth  (no  organisms  found  on  smear  or  cul- 
ture, although  all  had  pus  clumps  on  wet  smear)  41  (37%) 
Staphylococcus  non  hemolytic  (in  pure  culture) ....  35  (32%) 

Mixed  cultures  18  (16%) 

(10  of  these  were  a mixture  of  non  hemolytic 
Staphylococcus  and  non  hemolytic  Streptococ- 


cus) 

Streptococcus,  various  species 10  (9%) 

E.  coli  2 

Pseudomonas  aeruginosa  2 

Proteus  vulgaris  i 

Friedlander’s  bacillus  (Klebsiella) i 

N.  gonorrheae  found  in  prostatic  fluid r 

Total  Ill 


Role  of  Pleuropneumonia-Like  Organisnis- Be- 
cause of  the  fact  that  PPLO  have  been  implicated 
by  some  investigators  as  the  causative  agents  in 
chronic  prostatitis  and  nonspecific  urethritis,  six  of 
the  above  cases  of  chronic  prostatitis  seen  at  the 
Newington  Veterans  Administration  Hospital  v'ere 

fThe  State  Plealth  LaboraU)ry  discontinued  doing  iMI 
(miscellaneous  cultures)  on  July  i,  1953. 
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cultured  for  pleuropneumonia-like  organisms,  and 
all  of  these  were  negative  for  PPLO. 

Role  of  Trichomonas— Trichomonads  were  found 
in  the  wet  smear  of  the  prostatic  fluid  of  four  cases, 
an  incidence  of  3 per  cent.  Of  these  four,  two 
showed  no  growth  of  bacteria  on  routine  culture; 
of  the  other  two,  one  showed  non  hemolytic 
staphylococcus  and  the  other  non  hemolytic  strep- 
tococcus. 

Because  of  the  varied  nature  of  the  organisms 
found,  as  well  as  the  significantly  high  number  of 
negative  initial  cultures  (37  per  cent),  we  must  con- 
tinue to  call  this  condition  “nonspecific  urethritis 
and  prostatitis.”  Perhaps  the  word  “abacterial” 
should  be  substituted  for  nonspecific.  Wagner  et  aP 
\\ere  similarly  unable  to  demonstrate  an  agent  or 
agents  which  could  be  considered  etiologic  or 
specific. 

THERAPY 

It  is  difficult  to  run  a truly  controlled  series  of 
cases  in  evaluating  the  results  of  therapy  of  chronic 
prostatitis. 

In  the  beginning  of  this  series,  treatment  was  more 
or  less  indiscriminate,  depending  on  cultures  and 
whatever  drug  I thought  would  be  suitable  in  a 
particular  case,  as  well  as  a consideration  of  the  cost 
of  the  broad  spectrum  antibiotics  (Aureomycin, 
Chloromycetin  and  Terramycin)  and  their  side  ef- 
fects. It  seemed  to  me  later  in  going  over  the  cases 
that  the  results  with  these  relatively  expensive  drugs 
were  no  better  than  with  the  newer  sulfonamides— 
Gantrisin  and  Elkosin.  Furthermore,  chronic  prosta- 
titis is  a relative  innocuous  disease  requiring  no 
heroic  efforts— mortality  is  zero  and  morbidity  is 
relatively  slight— and  you  would  not  use  an  elephant 
gun  to  shoot  at  a rabbit.  Therefore  I am  in  favor 
of  using  the  expensive,  powerful,  somewhat  danger- 
ous broad  spectrum  antibiotics  where  they  are  more 
desperately  needed— virulent  infections,  etc. 

In  general,  the  broad  spectrum  antibiotics  were 
given  4 times  a day  in  100  mg.  doses  for  seven  days. 
The  Gantrisin  and  Elkosin  were  given  4 times  a 
day  for  7 days  in  i Gram  doses. 

At  first  Gantrisin  was  used  for  the  majority  of 
cases,  and  then,  when  Elkosin  became  available,  most 
cases  were  treated  with  this  new  sulfonamide.  The 
latter  proved  to  be  unusually  well  tolerated,  free  of 
side  effects,  and  efficacious,  so  that  at  present  I am 
using  it  almost  exclusively,  except  in  the  following 
cases. 


1.  It  is  ineffective  in  clearing  trichomonas  prosta- 
titis and  urethritis.  Aureomycin  proved  to  be  very 
effective  for  this  after  Elkosin  had  failed. 

2.  It  has  been  ineffective  against  pseudomonas 
aeruginosa  (B.  pyocyaneus)  even  after  being  given 
for  two  or  three  “courses”  of  treatment  of  one  week 
each  (two  cases). 

3.  It  was  ineffective  in  getting  rid  of  a persistent 
Friedlander’s  infection  of  the  prostate. 

4.  There  are  apparently  some  few  strains  of 
staphylococci  that  appear  to  be  resistant  to  Elkosin. 
It  is  possible  that  erythromycin  would  be  efficacious 
in  these  cases  and  should  be  tried  if  the  symptoms 
and  signs  warrant. 

A tabulation  of  “Bacteriologic  Success”  (prostatic 
fluid  cultures  from  positive  to  negative  promptly 
after  treatment)  shows  the  following: 


Elkosin  therapy  exclusively 58  cases 

Bacteriologic  clearance 32  (80%) 

Bacteriologic  “failure”  8 

40 

No  growth  on  initial  culture 15 

Insufficient  follow  up 3 

Total  58 

Gantrisin  therapy  exclusively 31  cases 

Bacteriologic  clearance  13  (68%) 

Bacteriologic  failure  6 

19 

No  growth  on  initial  culture 7 

Insufficient  follow  up 5 

Total  31 

Broad  spectrum  therapy 10  cases 

Bacteriologic  clearance  4 (66%) 

Bacteriologic  failure  2 


6 


No  growth  on  initial  culture i 

Insufficient  data  3 

Total  10 


Penicillin  Therapy— Penicillin  alone  was  used  for 
one  case  of  Gc  prostatitis  and  proved  to  be  efficaci- 
ous in  clearing  the  prostatic  fluid  of  gonococci;  the 
pus  clumps  in  the  fluid  disappeared  by  the  4th  pros- 
tatic massage,  and  the  culture  was  sterile.  This 
patient  did  not  have  a urethral  discharge.  He  had  had 
acute  gonorrheal  urethritis  treated  with  penicillin  six 
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months  previously,  and  apparently  now  had  a “spe- 
cific,” i.e.,  gonorrheal  prostatitis. 

Sulfadiazine  was  used  earl)'  in  rhis  scries  for  four  cases: 


Bacteriologic  clearance  3 (?5%) 

Bacteriologic  failure  i 


This  diTiQ-  was  then  abandoned  in  favor  of  the 
more  soluble,  safer  sulfonamides,  Gantrisin  and  then 
Elkosin.  As  mentioned  above,  after  all  prostatitis  is 
not  a very  serious  disease  and  one  should  not  take 
chances  with  a drug  that  is  more  apt  to  cause 
crystalluria  and  other  side  reactions.  In  point  of 
fact,  Elkosin  was  developed  precisely  to  be  less  toxic 
and  safer  to  use  than  early  sulfonamides.- 

Mandelamine  was  used  for  three  of  the  four  cases 
of  trichomonas  prostatitis.  It  proved  to  be  efficaci- 
ous in  one  case,  but  not  in  the  other  two.  Elkosin 
was  also  used  for  these  two  and  was  also  ineffective, 
but  one  course  of  Aureomycin,  100  mg.  four  times  a 
day  for  seven  days,  was  effective  in  eradicating  the 
trichomonads  in  one  week. 

Cases  which  received  no  antibacterial  therapy 10 

Showed  no  organisms  on  initial  culture 8 

Cultures  not  done  due  to  scant  amount  of  fluid 5 

Treated  without  drugs,  failed  to  clear 3 

Treated  without  drugs,  and  did  clear i 

Insufficient  data 3 

It  would  seem,  therefore,  in  comparing  this  small 
series  that  antibacterial  therapy  is  valuable  in  most 
cases  of  chronic  prostatitis— of  the  patients  not  given 
antibacterial  drugs,  three  out  of  four  failed  to 
achieve  bacteriologic  clearance,  whereas  of  the 
patients  treated  wfth  drugs  of  various  kinds,  72  per 
cent  promptly  cleared  bacteriologically,  and  inci- 
dentally were  symptom  free  in  a much  shorter  time. 

PERSISTENCE  OF  BACTERIA 

Certain  cases  showed  a persistence  of  the  same 
organism  week  after  week,  indicating  that,  in  these 
cases  at  least,  it  was  undoubtedly  the  infecting 
organism. 

S.  R.  Age  47.  Impotence  and  chronic  prostatitis.  Non 
hemolytic  staphylococcus  was  cultured  on  six  consecutive 
cultures  of  prostatic  fluid.  This  failed  to  clear  with  Gantrisin. 
Finally  obtained  sterile  culture  after  two  weeks  of  Elkosin, 
0.5  Gm.  four  times  a day.  Rather  close  correlation  here 
between  amount  of  pus  cells  in  prostatic  fluid,  symptoms 
and  cultures,  although  this  does  not  always  obtain. 

H.  V.  Age  60.  Referred  for  pyuria.  E.  coli  found  on  two 
consecutive  cultures  of  prostatic  fluid;  this  cleared  on  Elko- 
sin. Then  suffered  a recurrence,  or  relapse,  with  E.  coli  in 
prostatic  fluid  and  in  urine  on  four  consecutive  cultures. 
Complete  GU  survey  showed  only  chronic  prostatitis  with 


II9 

a mild  benign  prostatic  hypertrophy.  Cleared  again  on 
Elkosin  therapy. 

B.  S.  Age  62.  Referred  for  frequency  and  pyuria.  Pseudo- 
monas aeruginosa  found  on  seven  consecutive  cultures  of 
prostatic  fluid  and  urine.  Unable  to  clear  this  on  Gantrisin, 
or  Afandelamine,  or  two  courses  of  Elkosin.  Complete  GU 
survey  showed  only  citronic  prostatitis.  Still  under  observa- 
tion— no  treatment  at  present  as  symptoms  have  been 
relieved  and  pyuria  markedly  diminished. 

C.  E.  Age  42.  Peyronie’s  disease  and  chronic  prostatitis. 
Non  hemolytic  staphylococcus  found  on  five  consecutive 
cultures  of  prostatic  fluid.  Given  only  Eprolin  (R)  (alpha 
tocopherol)  100  mg.  three  times  a day  for  the  Peyronie’s 
disease,  and  no  antibacterial  therapy  for  the  prostatitis, 
although  he  did  receive  weekly  massages  and  took  nightly 
Sitz  baths.  The  non  hemolytic  staphylococcus  in  the 
prostatic  fluid  persisted,  week  after  week.  Then  he  was  given 
Elkosin  0.5  Gm.  four  times  a day  for  two  weeks  and  the 
next  culture  of  prostatic  fluid  showed  no  organisms  on  smear 
or  culture.  This  case  is  one  wherein  the  antibacterial  therapy 
with  Elkosin  would  appear  to  have  been  efficacious  in 
clearing  the  prostatic  fluid  of  a persistent  organism.  The 
prostatitis  has  subsided,  but  the  Peyronie’s  disease  persists, 
although  it  has  not  progressed. 

S.  H.  Age  50.  Referred  for  pyuria  and  frequency.  Pound 
to  have  multiple  prostatic  calculi  and  chronic  prostatitis  on 
complete  urological  study.  Pseudomonas  aeruginosa  found 
in  the  prostatic  fluid  on  four  consecutive  cultures,  although 
the  urine  was  sterile.  This  organism  persisted  in  the  prostatic 
fluid  despite  Elkosin  therapy.  Given  Aureomycin  250  mg. 
three  times  a day  for  seven  days  and  the  prostatic  fluid 
culture  was  sterile  the  next  three  times.  Then  the  pseudo- 
monas recurred  in  the  prostatic  fluid  culture  five  weeks 
later.  The  patient  now  has  clear  urine,  which  is  negative 
microscopically,  and  is  asymptomatic,  despite  findings  of  pus 
and  bacteria  in  the  prostatic  fluid.  I feel  that  this  patient 
should  be  left  alone  unless  and  until  the  symptoms  recur. 

S.  V.  Age  29.  Referred  for  infertility  workup,  and  found 
to  have  chronic  prostatitis.  Six  consecutive  prostatic  fluid 
cultures  were  positive  for  non  hemolytic  staphylococcus. 
This  did  not  clear  until  the  patient  had  had  three  courses  of 
Elkosin  (i  Gm.  four  times  a day  for  seven  days  each  time), 
and  then  the  prostatic  fluid  culture  was  sterile — no  organisms 
found  on  smear  or  culture.  The  prostatic  fluid  meanwhile 
had  gradually  returned  to  near  normal. 

P.  M.  Age  47.  Urethral  discharge,  urinary  frequency  and 
burning.  Prostatic  fluid  culture  persistently  positive  for  non 
hemolytic  staphylococcus  for  three  consecutive  weeks.  Peni- 
cillin therapy  given  for  suspicion  of  Gc  (not  proven)  failed 
to  clear  the  staphylococci  and  had  no  effect  on  tlic  dis- 
charge. Culture  of  prostatic  fluid  became  sterile  after  10 
days  of  Elkosin  therapy.  Discharge  disappeared  after  third 
prostatic  massage. 

E.  R.  Age  60.  Urethral  discharge,  frequency.  Prostatic  fluid 
persistently  positive  for  Friedlander’s  bacillus  on  four  con- 
secutive cultures.  Failed  to  clear  on  Mandelamine  or  Elkosin. 
Still  being  followed.  Symptomatically  relieved  by  massages. 
The  drug  therapy  seemed  to  have  no  effect  on  the  morning 
drip. 
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(1.  I.  A^c  45.  Ilca\  \’  yellow  ish-\\  lute  urethral  ilischarge, 
ne<4'ati\e  for  (I'e  Inii  positive  for  non  heniolvtic  sraphvlo- 
eoccus  anil  alpha  heinolvrie  streprococeus.  I reateil  with 
penicillin  at  first  oiitanisins  persisteil  in  the  [vrostatic  riuul. 

I hen  niven  l lkdsin,  1 (ini.  four  tunes  a day.  I he  next  three 
prostatic  fluid  cultures  were  all  negative  for  hacteria  on 
smear  and  culture,  although  the  heav  \’  urethral  ilischarge 
and  |)urulint  prostatic  fluid  persisted  for  one  month.  It  took 
only  one  week  to  achieve  “hacteriologic  clearance  with 
I'lkosm,  hut  It  took  four  weeks  of  massages  and  Sit/,  haths 
hefore  the  clinical  sviuptoms  and  signs  cleared. 

Al.  S.  A<4c  40.  Referred  for  infertility  and  chronic  prosta- 
titis. I his  case  re|uescnts  persistent  ahscncc  of  hacteria  — 
although  the  prostatic  fluid  and  seminal  fluid  were  loaded 
with  pus  cells  and  pus  clumps,  five  cultures  of  prostatic  fluiil 
anil  a urine  culture  were  all  free  of  organisms  on  smear 
and  culture.  I he  prostatic  fluid  finallv  cleared  of  pus 
cluni|)s  hy  the  fifth  massage,  although  there  were  still  25-30 
[)us  cells  per  hit>h  power  held  in  the  wet  smear.  I his  patients 
wife  ultimatelv  was  delivered  of  a normal  child,  two  years 
after  the  treatment  for  chronic  prostatitis  was  hegun,  anti 
one  and  one-half  \'ears  after  it  hatl  heen  stopped. 

Kl  (,l  KKt  Ncrs 

Rcinfccrions  or  recurrences  or  relapses  (call  them 
w liar  you  \\  ill)  were  nor  uncoinnion.  I wenry-six  of 
rhe  1:4  [larienrs  (21  per  cenr)  renirnecl  wirli  a re- 
currence of  rheir  coniplainrs  anel  w irii  rhe  prosraric 
fluid  full  of  pus  clumps  again.  Ir  is  a (]uesrion 
w herlier  a parienr  w irh  chronic  prosrariris  is  acrually 
cured;  as  lono  as  he  has  his  prosrate  he  can  cerrainly 
ger  prosrariris  again.  } lowe\er,  1 am  nor  advocaring 
remo\al  of  rhe  prosrare  ro  cure  or  prevenr  prosra- 
tiris.  1 he  condirion  of  chronic  prosrariris  may  he 
likened  ro  chronic  sinusiris— as  long  as  rhe  parienr 
has  sinuses  he  is  a porenrial  canditlare  for  sinusiris, 
and  rhose  who  have  had  prosrariris  or  sinusiris  arc 
apr  ro  ha\e  a recurrence  of  rheir  rrouhlc  from  rime 
ro  rime. 

Alosr  of  rhe  parienrs  w irh  recurrences  gave  a his- 
rory  of  sexual  and  alcoholic  indiscrerion.  Occasion- 


alK'  recurrence  followed  exposure  ro  rhe  elemenrs, 
a had  cold,  o\'eracri\  iry  in  work  or  play,  ere.  d hcre- 
fore,  rhose  are  rhe  faers  rhar  can  he  menrioned  to  the 
parienr  when  he  asks  the  tpiesrion  (as  most  do), 
“Doctor,  w ill  I get  curetl,  or  can  I ever  get  this 
condition  agaiiir” 

COXCI.LSIONS 

We  feel  rhar  chronic  prostatitis  is  best  rreated  by 
prostatic  massage,  preferabK’  once  weekly,  anti  for 
six  weeks  it  necessarw  followed  by  a six  weeks’ 
rest  period,  together  with  antibacterial  therapy, 
depending  on  the  prostatic  fluid  smear  and  culture, 
and  Sir/,  baths  e\er\-  night.  Alcohol  and  excessive 
sexual  exciremenr  are  contraindicated  timing  treat- 
ment. 

We  tlo  nor  feel  rhar  rhe  broatl  speerrum  anti- 
biotics are  intlicaretl  in  the  usual  case  of  chronic 
prostatitis.  They  are  relarivcK'  expensive,  but,  more 
important,  are  apt  to  be  more  dangerous  than  the 
tlisease  untler  treatment.''' 
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SUMMARY 

A series  of  28  patients  with  migraine  headaches  were 
given  a therapeutic  trial  with  EC  112,  a preparation 
containing  ergotamine  tartrate  and  caffeine.  The 
results  presented  show  that  the  rectal  route  of  admin- 
istration is  an  effective  one.  One  suppository  was  usual- 
ly sufificent  to  control  symptoms  in  an  hour.  This  type 
of  medication  was  found  to  be  effective  in  patients 
known  to  respond  well  to  ergot  by  other  methods  of 
administration  and  should  be  used  when  oral  or  par- 
enteral routes  of  therapy  are  either  not  tolerated  or  are 
not  feasible. 


T T EADACHE  is  oiic  of  the  commonest  symptoms 
encountered  in  medical  practice.  The  various 
types  of  cephalagia  and  the  diversity  of  treatments 
recommended  have  been  the  subjects  of  many  clini- 
cal and  experimental  studies  in  recent  years.  Migraine 
is  probably  the  most  important  of  the  severe  types 
of  headache. 

The  etiology  for  migraine  has  not  been  established, 
so  that  no  definite  cure  has  as  yet  been  developed. 
The  best  that  this  type  of  patient  can  hope  for  at 
the  present  time,  therefore,  is  some  effective  means 
of  terminating  the  attacks;  therefore,  the  average 
migraine  patient  is  extremely  grateful  for  any  type 
of  therapy  that  will  give  him  rapid  symptomatic 
relief.  The  literature  contains  many  reports  of  vari- 
ous types  of  medications  said  to  be  effective  in  term- 
inating migraine  attacks,  i.e.,  the  anticonvulsants, 
such  as  Mesantoin,  Dilantin;  histamine;  anti-hista- 
mines; Octin,  Amphetamine  and  its  derivatives; 
hormones,  vitamins,  especially  nicotinic  acid,  ribo- 
flavin and  thiamin;  caffeine;  oxygen,  etc.  On  the 
whole,  these  are  effective  in  only  a very  small  per- 
centage of  patients. 


In  general,  the  majority  of  investigators  have 
found  ergotamine  tartrate  (Gynergen),  and  such 
derivatives  as  DHE  45  to  be  the  most  effective 
weapons  in  our  present  armamentarium.  These 
preparations  are  usually  given  orally  or  parenterally. 
Although  these  agents  are  most  effective,  their  use 
nevertheless  presents  certain  disadvantages  which 
must  be  considered.  The  oral  form  of  therapy  is 
fairly  effective,  either  w hen  administered  by  itself 
as  ergotamine  tartrate  or  combined  with  caffeine 
(Cafergot).  Greater  effectiveness  is  obtained  when 
the  drug  is  taken  very  early  in  the  prodromal  phase; 
otherwise  the  patient  may  become  too  nauseated  to 
retain  the  medication.  Then  too,  the  oral  route  may 
be  ineffective  as  the  medication  itself  may  cause 
further  nausea  and  vomiting.  In  this  event,  additional 
doses  ( and  it  is  a well  known  fact  that  most  patients 
require  more  than  one  dose  to  abort  the  migraine 
attack)  by  the  oral  route  are  of  little  value. 

The  sublingual  route  has  been  used,  but  here  too, 
an  intensification  of  retching  and  vomiting  has  often 
been  reported.  The  hypodermic  use  of  either  Gyn- 
ergen or  dihydroergotamine  methanesulfate  (DHE 
45 ) is  very  effective  and  rapid  in  its  onset.  However, 
the  administration  of  these  drugs  requires  the  pres- 
ence of  a person  to  administer  them.  The  delay 
caused  by  the  fact  that  the  second  party  may  not 
always  be  immediately  available  is  certainly  a dis- 
advantage to  parenteral  medication.  Very  few 
migraine  patients  can  be  taught  to  inject  themselves 
with  these  drugs.  Often  the  dosage  they  may  thus 
inject  is  not  accurate  for  many  reasons  and  then,  too, 
occasionally  the  side  reactions  can  be  so  severe  that 
presence  of  another  person  is  most  desirable. 

GROUP  TREATED  AND  MATERIAL  USED 

The  present  report  deals  with  the  use  of  a rectal 
suppository,  EC  112,  Sandoz,  containing  2 mg.  of 
ergotamine  tartrate  and  100  mg.  of  caffeine  which 
we  employed  in  order  to  overcome  some  of  the 
above  mentioned  disadvantages  to  both  the  oral  and 
parenteral  routes  of  administration  of  ergotamine 
and  its  derivatives.  The  patients  were  instructed  to 
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use  one  su[)[)osiroi'\  inimet.liarel\’  upon  the  onset  of 
the  pi'oih'omal  s\  ni[)toius  aiul  to  rejieat  this  dose  in 
one  hour  il  no  rehel  was  ohtaineel.  1 he  usual  pre- 
cautions in  einploN  inp  rectal  inealications  w ere  lol- 
lowed  (e.^.,  refraining  Ironi  using  ret rigerated  sup- 
positories in  order  to  a\'oid  (.lelax’  in  melting  anil 
absorption,  retaining  the  su[tpositor\'  until  it  is  fully 
melted,  etc.).  It  is  readilv  seen  that  this  method  ot 
administration  oxercomes  the  objections  to  the  oral 
and  parenteral  preparations.  In  addition,  supposi- 
tories can  he  administered  x\  ithout  special  e(|uipment 
and  are  relatixeix'  inexpensixe  to  the  patient. 

1 he  usual  classical  migraine  attack  x\  as  described 
bx  all  of  these  patients.  I heir  headaches  occurred  at 
anx'  time  ol  the  dax'  or  night  and  lasted  anx'xx  here 
from  one  hour  to  as  long  as  tour  ilax's.  Patients 
ranged  from  txx  entx  x'ears  ol  age  to  fortx’-cight  x'ears 
of  age.  Some  had  had  headaches  tor  onix’  one  year 
while  one  [tatient  had  suffered  from  migraine  epi- 
sodes for  thirtx  -three  ) ears.  I'he  age  of  onset  in  this 
series  exteniled  from  fifteen  x'cars  of  age  to  forty 
years  ot  age. 

Ki  si  I,  I s 

The  aboxe  group  of  patients  xxere  given  IfC 
112.  All  of  them  had  previously  been  treated  xx  ith 
other  agents  x\  ith  only  tair  results:  e.g.,  Octin,  \hil- 
octin,  nicotinic  acid,  histamine,  antihistamines,  seda- 
tixes  and  analgesics.  Ciafergot  had  been  etfective  in 
onix'  a fexx  cases,  xx  hile  (ixmergen  and  1)1  fix  45  gave 
uniformix’  good  results  despite  the  fact  that  a few’ 
of  these  patients  had  sexere  gastrointestinal  upsets 
after  getting  the  medication  parenterallxx 

I he  results  xxith  fXi  1 12  are  summari/ed  in  Table 
I.  Xineteen  ot  the  2S  patients  reported  uniformly 
good  results  xxith  this  preparation  xxhile  7 noted 
some  improx'cmcnt  oxer  the  other.  lAx'o  did  not 
receix  e anx’  benefit  xx  ith  this  preparation.  It  is  inter- 
esting to  note  that  these  txvo  failures  had  previousix' 
obtained  excellent  relief  xxith  parenteral  therapxx 
Improxement  in  the  successful  cases  xx  as  noted  as 
earlx  as  txx  entx'  minutes  (one  patient  took  four 
hours)  xxith  the  greatest  number  of  cases  being  re- 
lieved in  about  1 hour.  A second  dose  xx  as  rarely 
reij'hred.  Side  effects  xxere  at  a minimum;  proctitis 
did  not  occur  and.  no  real  increase  in  nausea  or 
x'omiting  xx  as  reported.  Although  other  inx’estigators 
haxe  reported  the  occurrence  of  palpitation,  nerv- 
ousness, anxietx'  reactions,  iliuresis  and  diarrhea,  not 
one  of  our  patients  developed  such  a reaction. 
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In  trying  to  determine  a method  of  treatment  that 
xx'ould  provide  adequate  relief  for  these  28  patients, 
it  xxas  felt  necessary  after  employing  all  the  afore- 
mentioned drugs  to  rex'iexx'  the  patients’  case  histories 
to  discover  any  common  factors  inffuencing  medica- 
tion. A complete  phxxsical  examination  xx  as  perform- 
ed on  all  these  patients  and  failed  to  shoxx’  any  other 
condition  to  xx  hich  the  medication  failures  might 
be  ascribed.  Discussed  beloxx’  are  the  findings  obtain- 
ed from  the  study  of  migraine  attack  in  these  case 
histories. 

A.  ('.ontrihutiijiy^  CiWses—20  of  these  patients  devel- 
oped migraine  attacks  folloxxing  emotional  stress, 
fright  of  the  19  xvomen  developed  their  attacks  at 
the  time  of  their  menstrual  period  and  23  of  the  28 
patients  reported  that  physical  fatigue  precipitated 
their  attacks. 

(Comment— An  effort  xxas  made  to  discuss  the  en- 
vironmental stresses  to  xxhich  these  patients  xverc 
subjected  xxith  them  in  order  that  they  might  re- 
adjust their  activities  to  prevent  themselves  from 
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becoming  physically  fatigued.  The  emotional  aspects 
of  their  condition  were  discussed  with  all  migraine 
patients.  These  particular  individuals  apparently  re- 
quired a great  deal  of  extensive  explanation  of  the 
relationship  between  emotional  stress  and  headaches. 
After  reviewing  this  relationship  more  carefully  with 
them  it  appeared  that  the  frequency  of  some  attacks 
was  considerably  reduced. 

B.  Frodromata—ENtvy  one  of  these  patients  re- 
ported that  they  were  subject  to  one  or  more 
phenomena  prior  to  the  development  of  the  severe 
headache.  These  symptoms  varied.  Seven  visual 
symptoms  were  reported,  5 had  gastric  upsets,  9, 
various  psychologic  upsets,  4,  vasomotor  instability 
reactions,  18  were  hypersensitive  to  noise,  15  were 
hypersensitive  to  light,,  6 noted  stiff  neck  and  9 
experienced  frequency  of  urination. 

Comment— On  the  basis  of  these  various  pro- 
dromal symptoms  these  individuals  were  repeatedly 
instructed  as  to  the  importance  of  taking  medica- 
tion at  the  first  signs  of  an  attack.  Many  of  these 
migraine  patients,  because  of  their  peculiar  person- 
ality makeup,  frequently  feel  that  the  attack  that  has 
started  will  disappear  before  their  head  pain  be- 
comes too  severe  and  they  are  always  hoping  to  be 
“able  to  ride  this  one  out.”  They  dislike  admitting 
even  to  themselves  that  they  require  medication  and 
for  this  reason  often  wait  too  long  before  resorting 
to  the  prescribed  drugs.  It  takes  repeated  admonitions 
to  get  many  of  these  individuals  to  use  their  medica- 
tion in  large  enough  doses  early  enough. 


C.  Associated  symptoms  during  the  headache— 

Lacrimation  9 

Diplopia  1 1 

Photophobia  26 

Sweats  10 

Feeling  cold  16 

Anxiety  reactions  15 

Weakness  19 

Nausea  ,....  26 

Vomiting 25 

Frequency  of  urination 16 

Comment— It  was  obvious  from  these  findings  that 
the  nausea  and  vomiting  was  the  factor  leading  to 
poor  therapeutic  responses  to  various  types  of  all 
medication.  It  was  this  observation  and  the  difficul- 
ties encountered  at  times  with  the  use  of  parenteral 
medication  that  led  to  the  use  of  rectal  suppositories 
containing  2 mg.  of  ergotamine  and  100  mg.  of 
caffeine  alkaloid. 
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NEUROSYPHILIS  PRECIPITATED  BY  TRAUMA:  A CASE  REPORT 
Sidney  Vernon,  m.d.,  WilVwimitic  and  William  H.  Davis,  m.d.,  Los  Angeles 


SUMMARY 

A case  is  presented  of  mild  head  injury  acutely  pre- 
cipitating symptoms  of  central  nervous  system  syphilis 
of  a mixed  type.  The  resulting  severe  taboparetic  symp- 
toms disclosed  a silent  lesion  in  an  advanced  state. 


Ti  iLD  head  injury  may  produce  severe  neurologic 
symptoms  by  unmasking  latent  neurosyphilis 
which  flares  up  by  the  shock  of  injury.  Emphasis 
has  been  placed  on  an  extended  time  interval  between 
the  injury  and  onset  of  neurosyphilitic  symptoms. 
This  case  is  reported  because  taboparetic  symptoms 
previously  absent,  appeared  immediately  after  a 
moderate  head  injury. 

A.  K.,  a lumberjack,  age  46,  was  brought  to  the  hospital 
on  February  12,  1951  in  a dazed  condition,  after  a head  in- 
jury. Two  and  a half  hours  before,  while  piling  logs  with 
a tractor  and  chain,  a sapling  struck  him  on  the  left  side 
of  the  head.  He  was  knocked  down,  and  on  trying  to  get  up 
he  found  he  had  no  strength  in  his  arms  or  legs.  He  was 
helped  up  and  driven  75  miles  to  the  hospital.  There,  he 
was  ambulant  with  assistance.  His  skin  was  pale,  he  was 
stuporous  but  responsive.  Blood  pressure  was  130/60,  pulse 
88.  His  arms  dangled  weakly  and  his  feet  shuffled.  The 
pupils  were  moderately  contracted,  non  responsive  to  light, 
and  fairly  regular. 

A hematoma  over  the  left  frontal  bone  was  2/2  inches  in 
diameter,  with  a soft  center.  There  was  no  bleeding  from 
the  ear,  no  evidence  of  cranial  injury.  X-rays  of  the  skull 
and  neck  showed  no  fracture,  dislocation  or  other  abnor- 
mality. Arms  showed  no  evidence  of  injury. 

During  the  first  24  hours  pain  in  the  shoulders  and  hands 
was  his  only  complaint.  On  the  next  day  because  he  could 
not  void  he  was  catheterized  and  put  on  tidal  drainage. 
Re-examination  showed  no  skin  reflexes,  absence  of  knee 
jerks,  and  a foot  drop  on  the  right  side.  His  temperature, 
pulse  and  blood  pressure  remained  normal. 

Lumbar  puncture  showed  a pressure  of  260  mm.  of  water 
with  a cell  count  of  70  per  cubic  mm.,  mostly  lymphocytes 
and  a Pandy  of  four  plus.  The  blood  showed  a four  plus 
Wasserman  and  the  spinal  fluid  Wasserman  was  four  plus 
with  a paretic  type  of  gold  curve. 


The  patient  stated  that  he  was  single  and  denied  venereal 
disease.  He  had  had  no  sex  contact  for  many  months.  He 
stated  that  he  “is  a strong  man  and  has  never  been  sick.” 
He  has  worn  thick  glasses  for  lo  years,  and  remembers 
that  he  “hurt  his  eyes  in  early  childhood  when  he  fell  down- 
stairs.” He  gave  a clear  account  of  his  accident  which  was 
corroborated  by  his  employer  and  others. 

Examination  five  days  after  the  injury  revealed  no  pain, 
numbness  or  headache.  There  was  still  weakness  in  both 
hands,  he  could  not  feed  himself  or  get  out  of  bed  un- 
assisted, and  voiding  difficulty  was  still  present.  There  was 
bilateral  wrist  drop  and  right  foot  drop.  There  were  no 
visual  disturbances,  and  optic  discs  were  well  outlined. 
Pupils  were  fixed  to  light  but  did  react  to  accommodation. 
Fourth  and  fifth  nerves  were  intact.  Sixth  nerve  examina- 
tion showed  paresis  of  left  external  rectus  muscle,  the  other 
cranial  nerves  were  normal. 

Weakness  of  the  intrinsic  muscles  of  the  hands  and  of 
flexion  and  extension  at  the  wrists  and  of  flexion  at  the 

elbows  were  noted.  The  right  foot  showed  loss  of  flexion 

and  extension.  There  was  sensory  impairm.ent  bilaterally  on 
the  posterior  aspects  of  both  arms.  Reflexes  were  diminished 
in  upper  and  lower  extremities.  Abdominal  and  cremasteric 
reflexes  were  absent  bilaterally.  Vibratory  sense  was  dim- 
inished to  absent  from  the  knees  down.  Temperature  sense 
was  impaired  only  over  the  right  calf. 

On  February  16  the  patient  was  put  on  a 10  day  course 
of  penicillin,  2,000,000  units  a day.  On  February  25  terra- 
mycin,  i Gm.  a day,  was  started  and  continued  for  10 

days.  He  also  received  10  mg.  of  thiamin  chloride  tid. 

orally,  with  100  mg.  of  thiamin  chloride  t.i.d.  intramuscu- 
larly. Pain  gradually  disappeared  from  the  upper  extremities 
and  his  ability  to  walk  improved.  He  was  able  to  void 
spontaneously  and  discard  the  Foley  catheter  which  had 
been  carried  for  five  days  more  after  three  days  of  tidal 
drainage.  A second  course  of  penicillin  was  begun  on 
March  2,  1951.  Strength  in  his  hands  returned,  he  was  able 
to  take  care  of  himself,  but  unilateral  steppage  gait  remained. 

On  April  26,  1951,  he  was  inoculated  with  malaria,  and 
fever  first  appeared  on  May  7.  He  was  permitted  to  have  15 
paroxysms  with  temperatures  up  to  105°,  the  last  occurring 
on  May  30.  The  malaria  was  promptly  controlled  with 
chloroquine.  Some  foot  drop  and  steppage  gait  were  still 
present  after  the  malaria  therapy. 

The  patient  displayed  a healthy  attitude  and  expressed 
a desire  to  go  back  to  work.  He  was  examined  by  a neuro- 
surgeon and  was  declared  fit  to  return  to  his  occupation. 
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DISCUSSION 

1 Iiis  case  is  reported  because  it  is  uncommon.  A 
vigorous,  healthy,  middle-aged  adult  engaged  in  a 
heavy  occupation  was  struck  on  the  left  forehead 
while  at  work  leaving  him  dazed  and  unable  to  use 
his  limbs.  Fixed  pupils  were  noted  on  admission.  It 
became  clear  that  his  severe  symptoms  were  due  not 
to  injury  alone  but  to  neurosyphilis,  aggravated  by 
trauma.  The  bladder  paralysis  and  severe  pain  in  the 
shoulders  shootino'  down  the  arm  were  suecestive 
of  tabes,  and  the  euphoria  v as  considered  typical  of 
paresis.  The  extreme  weakness  of  the  hands  sug- 
gestive of  spinal  atrophy  involving  the  anterior 
motor  horn  cells  may  be  classified  as  “syphilitic 
polio.” 

Trumpeer-  states  “it  is  fair  to  conclude  that  a given 
injury  to  the  head  in  a non  paretic  syphilitic  is 
responsible  for  the  paretic  signs  which  follow  and 


disable  the  patient  soon  thereafter.”  Relationship 
between  trauma  and  syphilis  was  noted  by  Cazenave 
in  1843.  In  1877  Tarnowsky  proposed  a cutaneous 
test  for  syphilis  by  “provocative  cauterization;” 
indolence  of  healing  was  taken  to  indicate  lues.  In 
1918,  Lacapere  and  Laurent  commented  on  the  fre- 
quency of  gumma  of  the  forehead  in  Adohammedans, 
from  striking  the  head  on  the  ground  in  prayer. 
iVIedicolegal  reports  published  in  the  Journal  of  the 
American  Medical  Association  in  1928,  1931,  1933 
and  1937  show^  compensation  awards  for  activation 
of  syphilis  by  industrial  trauma. 
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SUMMARY 

Comparisons  are  drawn  between  the  one-fifth  of 
the  world’s  population  living  in  developed  areas 
and  the  two-thirds  who  live  in  the  undeveloped  coun- 
tries. The  mass  diseases  of  the  backward  countries  are 
enumerated  and  the  basis  for  eradicating  them  estab- 
lished. The  methods  of  rendering  aid  to  backward 
countries  are  outlined  with  the  objective  in  mind  of 
freeing  these  countries  from  such  diseases  as  are 
preventable.  World  Health  Organization  is  the  only 
international  health  authority  and  as  such  is  peculiarly 
fitted  to  spearhead  this  movement. 

Presented  at  the  18th  New  England  Health  Institute, 


Touring  the  last  fifty  years  there  has  been  greater 
progress  in  science  and  technology  than  in  the 
preceding  two  thousand  years.  A Rip  Van  Winkle 
who  had  gone  to  sleep  in  1900  would  find  it  hard  to 
believe  that  he  was  in  the  same  world  today.  In 
particular,  the  advances  in  transport  and  communi- 
cation have  made  all  the  peoples  of  the  world  our 
near  neighbors.  We  are  now  as  close  to  Africa  and 
Asia  as  New  Yorkers  were  to  Boston  and  Washing- 
ton at  the  time  of  the  Revolution.  Our  nearness  to 
countries  Avhich  were  formerly  remote  has  made  us 
deeply  conscious  of  the  dilemma  of  our  times,  the 
widening  gap  between  the  advanced  and  the  back- 
ward peoples.  All  the  benefits  v'hich  science  can 
bestow  have  been  showered  on  the  peoples  of  the 
western  w'orld,  so  that  they  enjoy  rising  standards 
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of  living,  freedom  from  most  epidemic  and  mass 
diseases,  and  an  expectancy  of  life  at  birth  of  over 
sixty  years.  The  only  benefits  enjoyed  by  the  back- 
ward peoples  are  the  radio  and  the  airplane  which 
bring  them  news  of  the  luxuries  enjoyed  by  the 
West  while  they  themselves  still  live  in  a world  of 
disease,  hunger,  and  premature  death. 

The  changes  which  came  slowly  to  our  ancestors 
after  the  industrial  revolution  are  coming  suddenly 
to  the  backward  countries,  giving  their  peoples  little 
opportunity  to  adapt  themselves  to  the  new  condi- 
tions. The  twentieth  century  has  suddenly  over- 
taken men  and  women  still  living  in  the  dark  ages. 
Modern  communications  are  so  advanced  that  the 
human  voice  travels  around  the  world  with  the  speed 
of  light.  No  aspect  of  western  living  is  hidden 
from  the  native  in  Africa,  the  peasant  in  China,  the 
shepherd  in  the  hills  of  the  Near  East  or  the  nomad 
in  the  desert.  It  is  no  wonder  that  the  peoples  of 
the  world’s  underdeveloped  countries  are  on  the 
move,  working  out  their  bill  of  complaints  and  ready 
to  fight  for  their  share  of  the  benefits  which  science 
has  brought  to  the  West.  The  tragedy  is  that  the 
conditions  for  which  they  long  cannot  be  brought 
about  quickly.  Our  own  progress  was  based  upon  a 
foundation  of  education  and  of  the  gradual  develop- 
ment of  our  human  and  natural  resources.  Once  that 
foundation  was  laid,  social  and  economic  progress 
became  rapid.  Practically  no  such  foundation  exists 
in  the  backward  countries,  so  that  now  when  we 
have  come  to  understand  that  the  world  cannot  exist 
two-thirds  in  the  middle  ages,  one-third  in  the 
twentieth  century,  the  western  world  is  advancing 
rapidly  and  the  backward  world  is  virtually  standing 
still. 

In  the  days  of  the  League  of  Nations  and  during 
World  War  II  the  community  of  nations  and  indi- 
vidual governments  made  a small  beginning  to  assist 
the  backward  countries.  These  efforts  have  steadily 
increased  until  now  they  represent  major  policies  of 
the  United  Nations,  the  specialized  agencies  and  a 
number  of  governments.  In  spite  of  these  efforts 
the  disparity  in  living  conditions  between  the  ad- 
vanced and  the  backward  countries  has  increased. 
In  Alice  in  Wonderland  the  White  Queen  takes  Alice 
by  the  hand  and  runs  with  her  as  fast  as  possible, 
explaining  that  this  is  the  only  way  to  stay  in  the 
same  place.  In  the  matter  of  assisting  the  under- 
developed countries  we  have  not  yet  run  fast 
enough  to  maintain  our  position. 
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In  this  emergency,  while  long  range  plans  are  ' 
being  made  for  social  and  economic  development,  ; 
we  can  bring  immediate  comfort  and  relief  to  these 
peoples  by  helping  them  to  free  themselves  of  the  ! 
mass  diseases  which  prey  upon  their  health  and  life,  I 
causing  underproduction,  unemployment  and  pov-  | 
erty.  We  talk  glibly  about  industrialization,  mechan-  l| 
ization  of  agriculture,  education,  road  building, 
drainage,  and  soil  conservation,  but  these  cannot  be  ]! 
carried  out  by  a sick  people  so  that  the  prevention  of 
mass  diseases  is  a precondition  of  social  economic 
progress. 

One-fifth  of  the  world’s  population,  about  240 
million  people,  live  in  the  developed  areas,  com- 
prising Australia,  Canada,  New  Zealand,  the  U.  S.  A. 
and  Western  Europe.  Two-thirds  or  more  than  a 
billion  and  a half  people  live  in  the  underdeveloped 
countries,  comprising  large  parts  of  Central  and 
South  America,  nearly  all  Africa  and  all  Southern 
Asia.  For  the  mathematically  minded  let  me  add  that 
I propose  to  disregard  for  tonight  the  one-sixth  of 
the  world’s  population  living  in  areas  which  are  in  a 
state  of  transition.  The  annual  per  capita  income  is 
estimated  at  $461  in  the  developed  areas  and  $41  in 
the  underdeveloped.  In  many  of  the  less  developed 
countries  the  extremes  of  wealth  and  poverty  are 
particularly  striking,  whereas  in  the  more  highly 
developed  countries  there  is  a tendency  towards 
greater  equality  of  income. 

Food  supplies  in  the  developed  countries  repre- 
sent an  average  of  three  thousand  calories  per  day 
per  person,  whereas  in  backward  countries  they 
average  only  a little  over  two  thousand  calories. 
There  is  an  average  of  one  physician  or  more  per 
thousand  persons  in  the  developed  areas  and  less  than 
one  per  five  thousand  persons  in  the  backward  coun- 
tries. In  the  developed  countries  life  expectancy  at 
birth  is  63  years  or  more,  while  in  the  underdevel- 
oped regions  it  is  only  30  years.  The  terrific  wastage 
of  life  in  such  countries  as  China,  Egypt,  and  India 
is  revealed  by  the  fact  that  only  54  of  every  100 
babies  born  reach  the  age  of  15  years  and  of  these 
54  only  15  have  any  chance  of  living  to  60  years. 

In  marked  contrast,  92  of  every  100  born  in  the 
developed  areas  reach  the  age  of  1 5 years  and  70  live 
and  produce  until  they  are  sixty. 

These  large  differences  in  the  chances  of  living  to 
a productive  age  are  due  mainly  to  the  prevalence 
in  the  backward  countries  of  mass  diseases  which 
have  been  conquered  or  controlled  in  the  West. 
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The  mass  diseases  include  malaria,  yaws,  bilharziasis, 
syphilis,  tuberculosis,  hook^\’orm,  and  other  intesti- 
nal parasites,  nutritional  deficiencies  and  gastro- 
intestinal infections.  In  addition,  trachoma,  smallpox, 
bubonic  plague,  cholera,  typhus,  typhoid  and  yellow 
fevers  may  become  mass  diseases  when  circumstances 
favor  their  spread. 

Malaria  is  the  most  prevalent  and  deadly  of  all  the 
mass  diseases,  affecting  at  least  300  million  persons 
and  killing  three  million  a year.  These  figures  fall 
short  of  revealing  the  full  extent  of  the  damage 
caused  by  malaria,  for  by  its  drain  on  human  strength 
it  causes  disability,  unemployment,  reduces  food  and 
industrial  production,  and  leads  to  poverty  and  back- 
^\ardness.  When  refugees  from  Asia  Minor  were 
settled  in  Greek  Macedonia  after  the  Greco-Turkish 
War,  they  were  given  land,  houses,  tools,  farm 
animals,  and  seeds.  Everything  y ent  well  until  it 
was  time  to  harvest  the  crops.  I'hen  came  an  out- 
break of  malaria  which  was  so  malignant  and  wide- 
spread that  the  farmers  could  not  leave  their  beds, 
and  the  whole  effort  had  to  be  renewed  although  it 
apeared  likely  that  this  would  only  mean  a repetition 
of  the  tragedy.  Syphilis  is  world-wide  but  in  back- 
ward countries,  and  particularly  in  the  endemic 
form,  may  be  from  forty  to  seventy-five  times  as 
prevalent  as  in  North  West  Europe.  Trachoma  pre- 
vails w idely  in  the  dry  dusty  tropics,  where  it  is  a 
common  cause  of  blindness  and  defective  vision. 
Tuberculosis  is  universal  in  the  backward  countries 
with  high  death  rates  such  as  our  ancestors  expe- 
rienced at  the  beginning  of  the  industrial  revolution. 
Beriberi,  rickets,  scurvy,  osteomalacia  and  other 
nutritional  deficiency  diseases  are  major  causes  of 
mass  sickness  and  deaths,  of  starvation  and  poverty 
in  the  backward  countries.  Gastrointestinal  diseases 
of  various  kinds  are  responsible  for  much  of  the 
terribly  high  infant  mortality  in  the  backward  coun- 
tries. In  many  of  these  regions  intestinal  parasites 
are  almost  universal,  adding  an  extra  burden  to  a 
sickly  people  seeking  to  extract  a scanty  living  from 
the  reluctant  soil.  The  bright  spot  in  this  dark  pic- 
ture, which  I have  sketched  for  you  in  merest  out- 
line, is  that  we  now  have  wonderfully  effective 
means  of  preventing  or  controlling  many  of  these 
diseases.  Italy,  Ceylon  and  Brazil,  Sardinia,  Cyprus 
and  Greece  have  been  virtually  freed  of  malaria  by 
residual  spraying  with  DDT  at  a cost  of  a few  cents 
per  inhabitant.  This  is  indeed  a modern  miracle,  for 
in  some  of  these  countries  the  history  of  malaria 
goes  back  hundreds  of  years,  and  for  all  those  years 


it  has  sapped  the  health  and  strength  of  the  people, 
hindered  social  and  economic  progress  and  kept  large 
tracts  of  anopheles-infested  land  out  of  cultivation. 
Now  at  long  last  the  people  can  sow  their  crops  in 
the  assurance  that  they  will  be  able  to  bring  in  the 
harvest. 

In  some  countries  malaria  may  be  the  biggest  fac- 
tor accounting  for  the  wide  differences  between  the 
sickness  and  death  rates  of  East  and  West.  In  1947 
a program  of  residual  spraying  with  DDT  in  Ceylon 
practically  wiped  out  malaria.  The  general  death 
rate  which  had  fluctuated  between  20  and  25  per 
thousand  fell  quickly  to  between  12  and  15  and 
has  since  remained  at  that  level,  just  about  equal  to 
that  of  Ireland,  an  island  with  about  the  same  popu- 
lation in  the  western  world. 

That  nutritional  deficiency  diseases  can  be  pre- 
vented at  a relatively  low  cost  has  been  demon- 
strated again  and  again.  The  most  striking  example 
took  place  recently  in  the  Philippines  in  Bataan 
Province,  where  in  a carefully  controlled  experiment 
rice  enriched  with  thiamine  was  supplied  to  groups 
in  the  population.  Both  the  controls  and  the  expe- 
rimental groups  have  been  kept  under  observation 
for  long  periods.  The  results  prove  that  in  this 
ancient  stronghold  of  beriberi  the  disease  can  be 
prevented  at  a cost  of  thirty  to  forty  cents  per  per- 
son per  year. 

You  will  find  many  more  examples  of  the  disease 
preventing  potentialities  of  modern  medicine  in  Dr. 
C.-E.  A.  Winslow’s  monograph.  The  Cost  of  Sick- 
ness and  the  Price  of  Elealth.*  The  point  I wish  to 
emphasize  is  that  we  have  the  means  and  the  knowl- 
edge to  help  our  fellows  in  the  backward  countries 
to  clear  away  the  jungle  of  evil  represented  by  these 
mass  diseases.  This  we  can  do  now,  and  if  we  fail 
to  do  it,  we  may  not  succeed  in  persuading  back- 
ward peoples  that  they  should  join  with  us  in  pro- 
moting peace  and  world  unity.  Nor  shall  we  succeed 
in  assisting  them  to  reach  higher  levels  of  living 
which  would  help  to  bridge  the  widening  gap  be- 
tween the  two  worlds. 

When  action  of  this  kind  is  proposed,  many 
obstacles  and  difficulties  loom  on  the  horizon.  The 
spectre  of  over  population  is  particularly  horrifying 
to  many.  In  the  West  the  decline  in  mortality  began 
at  about  the  time  of  the  industrial  revolution  and 
resulted  in  a seven  fold  increase  in  the  population 
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of  Europe  and  Europe  overseas  within  the  space  of 
about  three  hundred  years.  In  recent  years  reduc- 
tions in  hirth  rates  began  to  balance  the  fall  in  death 
rates,  and  it  is  probable  that  the  increase  of  Western 
peoples  will  end  within  a few  decades.  Having  re- 
gard to  the  teeming  populations  of  India,  China, 
and  other  countries  of  Asia,  the  specter  of  a seven 
fold  increase  in  numbers  is  a horrifying  one.  We 
have  been  warned  on  many  occasions  that  our 
natural  resources  are  diminishing,  and  it  is  natural 
to  assume  that  v ere  such  great  increases  in  world 
population  to  take  place,  the  end  would  be  starvation 
and  misery.  This  argument  appeals  particularly  to 
the  timid  who  dislike  to  take  positive  action.  If  we 
look  ahead  one  hundred  or  two  hundred  years,  the 
prospects  are  indeed  dismal.  But  who  can  foretell 
what  conditions  will  be  like  at  that  time?  According 
to  the  highest  agricultural  authorities  enough  food 
can  be  produced  to  feed  all  the  people  of  the  world 
in  i960,  including  plenty  of  allowance  for  expected 
increases,  better  than  they  have  ever  been  fed 
before.  If  in  future  the  world  is  not  better  fed,  it 
will  not  be  because  of  a shortage  of  physical  re- 
sources hut  because  of  poverty  and  ignorance.  Those 
who  make  gloomy  predictions  balance  what  is 
known  about  natural  resources  against  population 
numbers.  But  natural  resources  are  not  fixed  quan- 
tities, nor  are  poeple  only  consumers.  Man  himself  is 
our  greatest  natural  resource,  for  he  alone  is  capable 
of  unlocking  new  storehouses  of  energy  and  other 
resources.  At  present  the  progress  of  science  is  based 
on  the  education  and  training  of  some  of  the  youth 
in  the  western  world.  When  opportunities  for  such 
training  are  more  widely  available,  in  the  now  back- 
ward countries  as  well  as  in  the  West,  science  may 
make  much  faster  progress  for  there  is  no  reason  to 
believe  that  western  man  alone  is  endowed  with 
the  capacity  to  wrest  from  nature  the  secrets  she 
has  been  holding  in  trust  for  mankind.  Let  me  also 
point  out  that  mass  disease  is  wasteful  and  uneco- 
nomic, causing  unemployment,  underproduction, 
and  adding  to  the  costs  of  food  and  goods.  This  is 
a tempting  side  road,  and  we  could  spend  several 
hours  exploring  it  without  changing  the  opinion  of 
the  pessimists  that  reducing  mortality  in  backward 
countries  will  lead  straight  to  destruction,  or  altering 
the  belief  of  the  optimists  that  it  would  carry  us 
directly  to  the  land  of  promise.  One  more  comment 
I must  make:  there  is  everything  to  be  gained  by 
securing  and  holding  the  friendship  of  backward 
peoples.  To  deny  our  help  to  them  in  the  prevention 


of  mass  diseases  because  of  our  fear  that  their  num-  ! 
bers  may  increase  too  greatly  is  no  way  to  make 
friends  and  influence  people.  And  we  do  not  need 
to  believe  that  the  lag  in  the  fall  of  birth  rates  after 
mortality  begins  to  decline  will  be  as  great  as  it  has  i 
been  in  the  past.  That  would  be  to  deny  the  ability  | 
of  mankind  to  learn  by  experience,  and  thus  to  ! 
doom  our  world  to  early  destruction.  j 

If  you  have  followed  me  so  far,  and  I fear  it  has  ; 
been  a tiring  journey,  you  will  be  ready  to  consider  ' 
ways  and  means.  How  shall  we  go  about  the  task  i 
of  helping  backward  countries  to  free  themselves 
from  the  misery  of  preventable  disease,  so  that  they 
may  begin  the  long  slow  journey  to  higher  living  j 
standards?  j 

Eortunately  the  world  has  acquired  sufficient 
experience  in  this  business  to  enable  it  to  tackle  the 
whole  gigantic  task  with  skill  and  confidence.  Last 
year  was  the  hundredth  anniversary  of  official  inter- 
national health  work.  The  present  World  Health 
Organization  with  a membership  of  over  eighty 
governments  has  inherited  all  the  experience  and 
other  assets  of  the  several  international  health  agen- 
cies which  preceded  it.  WHO  is  now  the  sole  inter- 
national health  authority,  working  closely  with  the 
United  Nations  and  the  specialized  agencies,  but 
independent  enough  to  spearhead  the  movement  for 
world-wide  economic  and  social  development  on  its 
own  initiative.  It  is  fortunate  indeed  that  the  almost 
miraculous  advances  in  preventive  medicine  should 
coincide  wfith  the  urgent  need  of  the  backward 
countries  to  be  relieved  of  the  heavy  burden  of 
disease  and  death  which  keeps  them  in  misery  and 
poverty,  and  with  the  development  of  a single  inter-  | 
national  health  authority.  } 

The  World  Health  Organization  is  peculiarly 
fitted  to  lead  the  way  in  a world  revolution  which 
will  have  as  its  aim  not  the  destruction  of  present  j 
civilization  but  the  organization  of  a peaceful  world,  j 
not  the  leveling  down  of  all  countries  to  lower 
standards  of  living  but  the  raising  of  the  poorer 
countries  to  the  standards  of  the  most  healthy  and 
prosperous.  WHO,  above  all  other  international 
agencies,  is  best  fitted  to  show  the  way,  for  its 
jurisdiction  is  in  one  of  the  few  areas  where  men  of 
all  races  and  creeds  can  w ork  easily  together. 

If  WHO  is  to  assume  this  great  responsibility,  it 
must  be  supported  much  more  generously  than  in  the 
past.  Leading  doctors  and  health  experts  must  be 
willing,  nay  eager,  to  w-ork  for  it,  governments 
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must  contribute  far  more  generously  than  at  present 
to  its  budget,  and  the  peoples  of  the  \\  orld  must 
express  their  a\  illingness  to  be  taxed  for  the  organi- 
zation of  peace  as  they  have  been  obliged  to  con- 
tribute for  the  prevention  of  potential  or  actual 
aggression.  Billions  have  been  expended  for  what 
corresponds  internationally  to  police  forces  and 
police  courts.  Police  action  is  useful  in  detecting 
and  punishing  the  criminal,  but  building  peace  in 
a community,  rooting  out  the  causes  of  crime  is  a 
task  for  other  forces. 

Everyone  \t  ho  reads  the  record  kno\\  s that  WHO 
and  FAO,  the  n\  o specialized  agencies  dealing  with 
health,  have  been  supported  on  a most  meager  scale, 
far  less  adequately  than  governments  support  city 
health  departments  or  state  departments  of  agricul- 
ture. Without  far  greater  resources  these  two  agen- 
cies can  never  accomplish  the  tasks  for  which  they 
were  created.  What  then  are  we  in  danger  of  losing 
if  our  support  continues  on  the  present  inadequate 
scale? 

We  may  lose  the  chance  to  win  the  friendship  of 
backward  peoples  and  far  greater  health  security  for 
ourselves  by  cooperating  with  all  other  governments 
in  a world-wide  campaign  against  the  mass  epidemic 
diseases  and  the  prevalent  nutritional  deficiencies. 

We  may  lose  the  chance  to  take  part  in  building 
up  a great  stockpile  of  knowledge  and  experience 
in  the  maintenance  of  health  and  the  prevention  and 
treatment  of  disease.  No  nation  has  a monopoly  of 
such  knowledge  and  experience.  Chemotherapy 
came  to  us  from  Germany,  penicillin  from  Britain, 
insulin  from  Canada,  DDT  from  Switzerland,  the 
electrocardiograph  from  The  Netherlands.  Public 
health  and  modern  medicine  have  been  built  up  by 
the  contributions  of  many  workers  in  many  lands. 
The  process  has  been  slow,  many  obstacles  have 
had  to  be  overcome,  many  unnecessary  delays  have 
occurred.  These  phrases  do  not  sound  dramatic  but 
they  may  mean  life  or  death  to  thousands.  With 
adequate  support  WHO  will  proceed  faster  with 
the  building  up  of  this  international  life  saving 
disease  preventing  stockpile.  It  will  become,  in  a 
very  real  sense,  the  public  health  and  medical  arsenal 
of  the  free  world. 

We  may  lose  the  opportunity  to  cooperate  in 
building  up  a world-wide  united  front  in  the  struggle 
for  good  health  and  disease  control;  an  army  of 
health  which  will  guard  every  sector,  making  the 
whole  world  safer  for  all  peoples,  for  no  people 


can  be  safe  while  pestilential  disease  is  loose  in  any 
country. 

We  may  lose  the  chance  to  build  peace  into  the 
minds  of  men.  Our  present  age  is  characterized  by 
aggressivness  and  competitiveness.  These  qualities 
may  have  been  necessary  for  survival  when  food 
production  could  not  keep  pace  with  population 
growth,  but  they  are  anomalies  in  the  industrial  and 
scientific  world  of  today.  Cooperation  with  other 
peoples  is  the  key  to  our  survival  but  aggressiveness 
and  competition  persist. 

Tbe  challenge  of  the  times  is  to  sublimate  man’s 
innate  aggressiveness  into  vigorous  cooperative 
action  toward  building  a world  society  in  which 
opportunities  for  health,  long  life,  rising  standards 
of  living  and  freedom  will  be  open  to  men,  women, 
and  children  of  every  race,  creed,  or  country. 
WHO’s  present  limited  poorly  supported  programs 
for  mental  health  need  to  be  developed  and  expanded 
until  they  cover  the  earth.  Coiubined  with  education 
and  other  social  measures,  they  may  prove  to  be 
keys  to  tbe  solution  of  our  most  pressing  problem: 
how  to  build  peace  into  the  minds  and  hearts  of 
men,  how  to  adapt  man’s  behavior  to  the  conditions 
and  complexities  of  the  new  world  in  which  he  lives. 

We  may  lose  the  chance  to  gain  experience  in 
working  together  for  purposes  in  which  all  men 
believe  and  in  which  there  is  no  need  for  compe- 
tition. For  the  supply  of  health  is  unlimited.  If  your 
neighbor’s  health  improves,  you  also  profit.  Better 
health  throughout  the  world  is  well  worth  working 
for  but  the  experience  gained  in  working  together 
may  prove  in  the  long  run  to  be  of  far  greater  value. 
For  world  society  in  this  age  cannot  exist  without 
some  form  of  world  government  to  facilitate  the 
cooperation  of  peoples  and  to  restrain  the  violence 
of  unruly  nations.  There  are  those  w ho  would  do 
aw-ay  with  the  United  Nations,  substituting  there- 
for a world  constitution, a W'Orld  parliament  and  a 
complete  apparatus  of  world  government  on  the 
model  of  federal  governments  in  Switzerland  or  in 
this  country.  Unfortunately  man  learns  by  slow^ 
experience,  by  trial  and  error.  The  pages  of  history 
are  full  of  noble  experiments  which  failed:  the 
Kellogg  Pact,  the  Focarno  Agreements,  the  \Tr- 
sailles  Treaties  and  the  Charter  of  the  Feaoue  of 

C' 

Nations.  World  government  is  essential,  but  it  must 
be  built  gradually,  brick  by  brick,  beginning  in 
areas  of  common  interest  where  cooperation  is  pos- 
sible and  the  results  are  of  benefit  to  all.  The  expe- 
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rience  men  gain  in  working  together  for  world 
health  will  serve  them  well  when  the  time  comes  to 
tackle  more  difficult  tasks;  it  will  fit  them  better  to 
be  useful  citzens  in  the  world  of  tomorrow. 

Much  of  the  criticism  levelled  at  the  United 
Nations  and  its  agencies,  much  of  the  United 
Nations’  weakness  and  a large  part  of  the  lack  of 
public  knov'ledge  and  interest  in  international  co- 
operation, particularly  in  technical  fields,  is  due  to 
the  fact  that  governments  and  not  peoples  rule  the 
United  Nations.  In  this  and  other  democratic  coun- 
tries, the  people  have  a voice  in  the  conduct  of  U.  N. 
agencies  through  their  elected  representatives.  But 
this  is  somewhat  remote.  I do  not  believe  it  will  be 
possible  for  some  years  to  come  for  the  people  to 
elect  representatives  to  sit  on  international  legislative 
assemblies.  But  some  ’way  must  be  found  to  give  the 
people  greater  interest  and  more  of  a voice  in  the 
several  international  agencies.  The  American  Asso- 
ciation for  the  United  Nations,  successor  to  the 
League  of  Nations  Association,  is  a most  useful 
citizen  agency  which  speaks  courageously  for  the 
principles  of  the  Charter.  This  Association  has  joined 
with  the  National  Health  Council  in  sponsoring  a 
National  Citizens  Committee  for  WHO,  a com- 
mittee which  will  give  all  private  citizens  who  care 
to  join  it,  an  opportunity  to  emphasize  the  import- 
ance of  international  health  and  other  constructive 
measures  at  a time  when  public  attention  is  concen- 
trated almost  exclusively  on  defense  against  aggres- 


sion. In  international  affairs  the  people  are  often 
ahead  of  their  political  leaders,  and  I am  sure  that 
greater  knowledge  of  the  work  of  such  agencies  as 
WHO  and  FAO  would  increase  people’s  faith  in 
the  possibility  of  building  solid  foundations  for 
peace  by  disease  prevention,  health  promotion,  im- 
proved nutrition  and  rising  standards  of  living. 

For  the  almost  incredible  progress  of  science  in 
recent  years  has  made  it  possible  at  long  last  to 
develop  all  human  and  natural  resources  and  to 
raise  the  standard  of  living  throughout  the  world  to 
new  high  levels.  Methods  are  being  perfected  with 
which  to  solve  the  social,  economic,  and  political 
problems  which  at  present  seem  to  loom  so  ominous- 
ly on  the  horizon  of  our  future.  And  scientists 
mainly  from  the  West,  are  fashioning  tools  with 
which  to  build  a new  world  of  peace,  abundance, 
and  progress.  When  opportunities  such  as  have  been 
available  to  the  West  are  opened  to  the  men  and 
women  of  the  backward  countries,  there  is  every 
reason  to  expect  more  rapid  progress  than  ever 
before  in  the  history  of  the  world.  For  in  the  distri- 
bution of  talent  and  genius  nature  has  paid  little 
attention  to  race,  color,  or  creed.  In  the  exciting 
days  ahead,  architects  and  builders  from  many  lands 
will  work  together  in  shaping  the  world  of  the 
future.  In  the  light  of  what  has  been  accomplished 
by  a few  workers  in  the  recent  past,  only  the 
gloomiest  of  pessimists  would  dare  to  declare  that 
man’s  upward  progress  is  slowing  to  a stop. 


FEBRUARY,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
162nd  ANNUAL  MEETING 

Bui.kfxky  High  School,  Hartford 


April  27,  28,  29,  1954 
April  27  — House  of  Delegates 
April  28,  29  — General  Scientific  Program  and  Section  Meetings 


PROGRAM 
Wednesday,  April  28 
General  Program 

Auditorium  of  thf  High  School 

9:00  Registration 

9: 1 5 Motion  Picture  Film 

9:  30  Call  to  Order— President  of  the  Society 

Address  of  Welcome— President  of  the  Hartford  County  Medical  Association 

10:00  iVIedical  Mangement  of  Hypertension 

Henry  A.  Schroeder,  St.  Louis,  Alissotm 

10:35  Diagnosis  of  Chest  Diseases 

Edward  J.  Welch,  Brooklhie,  Alassachusetts 

11:10  Intermission  to  visit  technical  exhibits 

11:45  Sudden  Death 

Lester  Adelson,  Cleveland,  Ohio 

12:20  Clinical  Application  of  Radioisotopes 

Lee  E.  Earr,  Brookhaven  National  Laboratory , Long  Island 

1:00  Luncheon,  Cafeteria  of  the  High  School 
2:00  Program  by  Hartford  Hospital 

Historical  and  Clinical  Meeting  Commemorative  of  the  Eoiinding  of  the  Hartford  Hospital- 
1853 


3:30 


Section  Meetings 
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PROGRAM 

Wednesday,  April  28 

Room  169 

10:00  Hemorrhage,  A Foremost  Problem  in  Obstetrics 

Duncan  E.  Reid,  Boston,  Massachusetts 

10:45  Transfusion  Reactions 

Alan  Richardson  Jones,  Boston,  Massachusetts 
Discussion  opened  by  Daphne  Richardson  Jones,  Boston,  Massachusetts 

11:30  Intermission  to  visit  exhibits 

12:00  Acute  Renal  Shutdown  and  the  Artieicial  Kidney 

Roy  C.  Swan,  New  York,  New  York 

1:00  Lunch  and  visit  to  exhibits 

3:30  Section  Meetings 


PROGRAM 
Thursday,  April  29 
General  Program 

Auditorium  of  the  High  School 

9:00  Registration 

9:15  Motion  Picture  Film 

10:00  Recurrent  Intestinal  Obstruction 

Victor  P.  Satinsky,  Philadelphia,  P ennsylvania 

10:35  Evaluation  of  the  Deep  Veins  Following  Thrombophlebitis 

Josephus  C.  Luke,  Montreal,  Canada 

1 1 : 1 o Intermission  to  visit  technical  exhibits 

11:45  Cardiac  Arrest 

Hugh  E.  Stpehenson,  Jr.,  Columbia,  Missouri 

12:20  Surgical  Treatment  of  Coronary  Insufficiency 

Arthur  M.  Vineberg,  Montreal,  Canada 

1:00  Luncheon,  Cafeteria  of  the  High  School 


2:00  Diseases  of  the  Biliary  Tract 

Program  arranged  by  Connecticut  Society  of  American  Board  Surgeons 

3:30  Section  iVIeetings 
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PROGRAM 
Thursday,  April  29 
Room  169 

10:00  Plastic  and  Reconstructive  Surgery 

Richard  H.  Walden,  m.D;,  d.d.s.  Hempstead,  New  York 

10:45  The  Contribution  oe  the  Oral  Surgeon 

Daniel  J.  Holland,  Jr.,  d.d.s.,  Boston,  Massachusetts 

11:30  Intermission  to  visit  exhibits 

12:00  The  Treatment  of  Speech  Defects  Following  Surgery 
G.  Paul  Moore,  ph.d.,  Evanston,  Illinois 

1:00  Lunch  and  visit  to  exhibits 


The  Journal  brings  you  important  news  of  national  and 
state  affairs.  Our  advertisers,  in  a large  measure,  make  this 
possible. 

Advertising  in  the  Journal  is  carefully  selected  in  keep- 
ing with  standards  of  the  various  AMA  councils. 

Advertisers  like  to  know  whether  the  publications  used 
are  producing  results. 

Take  a moment  to  drop  a penny  postal  to  one  of  the 
advertisers  in  this  issue.  Ask  for  samples  and  literature. 
Both  of  us  will  profit.  You  will  learn  more  about  an  AMA 
accepted  product,  and  v/e  will  demonstrate  to  our  adver- 
tiser that  use  of  the  Connecticut  State  Medical  Journal  is 
a valuable  advertising  contact. 
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EDITORIALS 


JOSEPH  H.  HOWARD  — SAMUEL  C.  HARVEY 

One  hundred  and  twenty  physicians  have  been  presidents  of  the  State  Medical  Society  through  its 
long  and  fruitful  life.  These  men,  selected  by  their  colleagues  to  be  briefly  the  titular  head  of  the  medical 
profession  in  Connecticut,  have  served  well  and  have  shaped  in  unknown  and  forgotten  ways  the  course 
of  our  destiny. 

Two  presidents  of  the  Society,  Joseph  H.  Howard,  1945-1946  and  Samuel  C.  Harvey,  1948-1949, 
have  lately  departed  from  our  midst  and  we  mourn  their  loss.  They  had  served  the  Society  in  the  finest 
tradition,  each  in  his  own  splendid  way.  Dr.  Howard  was  a superior  clinician  with  a broad  interest  in 
people,  their  social  thinking  and  their  welfare.  These  characteristics  made  him  especially  valuable  to  the 
Society  and  he  gave  it  generously  of  his  time. 

Dr.  Harvey  was  an  eminent  teacher  of  surgery  and  from  his  long  training  in  medical  science  he 
brought  to  the  Society  the  highest  ideals,  intelligence  and  judgment.  He  had  received  many  honors  but 
none  which  brought  him  more  satisfaction  than  the  presidency  of  this  Society. 

It  is  from  men  like  these  that  the  Society  gains  the  leadership  and  wisdom  that  has  made  it  strong  and 
as  they  pass  into  the  bright  regions  of  our  history  we  express  our  profound  respect  and  warm  esteem 
for  their  fellowship  with  us. 

A RESOLUTION  FROAi  THE  HOUSE  OF  DELEGATES  DECEAIBER  10,  1953  PREPARED  BY  A SPECIAL 
COAIAIITTEE,  EDWARD  J.  WHALEN,  CHAIRMAN,  FRANKLIN  S.  DUBOIS,  AND  CHARLES  T.  FLYNN,  SR. 


The  Great  Experiment 

Beginning  February  8 in  the  South  and  extending 
gradually  into  other  areas  the  National  Foundation 
for  Infantile  Paralysis  will  carry  out  a vast  $71/2 
million  program  of  inoculation  against  polio  with 
the  new  Salk  vaccine.  The  Foundation  is  now  in  the 
process  of  injecting  5 to  10,000  human  beings  in 
Allegheny  County  where  700  have  already  been 
vaccinated  without  any  untoward  effect.  Although 
this  project  constitutes  a great  experiment,  the 
Special  Advisory  Committee  on  Active  Immuniza- 
tion of  the  Foundation  has  satisfied  itself  that  the 


vaccine  is  safe  and  ready  for  field  trial.  It  is  planned 
to  terminate  this  project  by  June  i,  1954. 

The  new  vaccine  was  developed  by  Dr.  Jonas 
E.  Salk  of  Pittsburgh.  The  procedure  for  destroying 
virus  infectivity  has  satisfied  both  the  originator  of 
the  vaccine  and  the  special  committee.  The  final 
determination  of  the  destruction  of  infectivity  is 
further  tested  by  intracerebral  inoculation  of 
monkeys,  tissue  culture  with  blind  passage  of  sub- 
cultures, and  tests  for  sterility  as  recommended  by 
tine  Laboratory  of  Biologies  Control  of  the  National 
Institute  of  Health.  This  procedure  for  destruction 
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of  infecrivity  of  the  virus,  as  well  as  the  above  safety 
tests,  will  be  carried  out  on  each  lot  of  vaccine  pre- 
pared for  use  for  human  vaccination.  The  manufac- 
turer, Dr.  Salk’s  laboratory  and  the  Laboratory  of 
the  National  Institutes  of  Health  will  each  independ- 
ently test  each  lot  of  vaccine  for  safety  as  well  as 
for  sterility. 

The  experiment  is  to  be  carried  out  on  second 
grade  school  children  because  this  group  shows  the 
lowest  naturally  occurring  antibodies  and  a high 
specific  attack  rate.  Children  in  the  first  and  third 
grades  will  be  used  as  noninjected  vaccine  group 
controls.  All  the  vaccinations  will  be  carried  out  in 
the  schools  and  no  child  will  be  vaccinated  unless  a 
signed  request  is  received  from  a parent. 

The  entire  program  is  under  the  Medical  Depart- 
ment of  the  Foundation  and  w ill  be  elTected  through 
the  various  State  Departments  of  Health.  Licensed 
local  physicians  wfill  contribute  their  services  in 
administering  the  vaccine.  They  will  be  assisted  on 
a volunteer  basis  by  local  nurses,  local  health  direc- 
tors, teachers,  and  members  of  the  county  chapters 
of  the  Foundation.  The  Foundation  will  supply  the 
vaccine  wfithout  cost.  The  first  two  inoculations 
will  be  given  one  week  apart  and  the  third  or 
booster  inoculation  wall  be  given  at  least  four  weeks 
after  the  second.  The  follow-up  program  will  be 
conducted  by  local  physicians.  It  is  anticipated  that 
protection  wall  be  elTective  over  about  the  same 
length  of  time  as  in  the  case  of  smallpox  vaccine  and 
diphtheria  inoculations. 

Certain  areas  in  certain  states  wall  be  selected  for 
this  experiment.  As  yet  these  have  not  been  deter- 
mined, at  least  in  Connecticut.  The  total  deaths  and 
the  rate  per  100,000  population  for  polio  in  Con- 
necticut from  1948  through  November  30,  1953 
shows  some  interesting  facts.  Fairfield  County  had 
the  greatest  number  of  deaths,  about  one-third  more 
than  Hartford  County  and  more  than  three  times 
New  Haven  County.  For  the  paralytic  cases,  1951- 
1953  (November  30  inclusive),  Fairfield  County  had 
60  per  cent  in  1951,  64  per  cent  in  1952,  and  44  per 
cent  in  1953.  For  the  same  years  Hartford  County 
had  2 1 per  cent,  34  per  cent,  and  30  per  cent,  and 
New  Haven  County  53  per  cent,  62  per  cent,  and 
53  per  cent,  respectively. 

The  medical  profession  as  well  as  the  public  wdll 
watch  this  great  experiment  wfith  interest.  Connecti- 
cut will  be  entered  some  time  in  the  spring.  Those 
areas  selected  for  the  trial  may  consider  themselves 


fortunate  as  this  is  the  first  great  field  trial  of  a 
poliomyelitis  vaccine  and  is  expected  to  replace 
gamma  globulin  wdiich  is  not  a vaccine  and  afforded 
protection  for  only  a short  period  of  time. 

Let’s  Stop  and  Think 

It  is  probable  that  a broad  and  completely  satis- 
factory understanding  of  the  changing  pattern  of 
hospital-physician  relationships  may  never  be 
reached.  The  subject  has  been  a matter  of  debate  in 
each  successive  meeting  of  the  AMA  House  of 
Delegates  for  several  years  but  it  does  not  seem  much 
more  clear  than  when  it  started.  There  were  a num- 
ber of  resolutions  on  the  problem  introduced  at  the 
St.  Louis  meeting  and  with  finesse  the  Reference 
Committee  on  iVliscellaneous  Business  answered  them 
all  with  a resolution  that  the  “Guides  for  Conduct 
of  Physicians  in  Relationship  with  Institutions  be 
strictly  followed.”  These  “Guides  for  Conduct” 
gracefully  leave  many  important  things  unsaid  and 
only  help  a little  in  clarifying  the  issue. 

There  has  been  one  statement  on  the  subject  that 
impresses  us  as  being  logical  and  worthy  of  further 
contemplation.  We  refer  to  the  “President’s  Page” 
of  Dr.  Edwvu'd  T.  Wentwmrth,  then  president  of 
the  Medical  Society  of  the  State  of  New'  York  and 
published  in  the  New  York  State  Journal  of  Aledi- 
clne  for  October  1,  1952.  It  is  not  to  be  assumed 
that  Dr.  Wentworth’s  comments  reflect  the  general 
opinion  of  the  physicians  of  the  State  of  New  York 
but  they  are  thoughtful  and  reasonable.  We  shall 
quote  them  freely. 

Dr.  Wentworth  said  “The  physician  is  only  one 
part  of  the  medical-social  whole.  He  cannot  alone 
determine  his  destiny.  He  is  confronted  on  all  sides 
by  groups  intent  upon  some  objective,  usually  a 
w orthy  social  one,  which  involves  shifting  of  physi- 
cians from  individual  private  practice  to  a position 
of  being  retained  by  some  agency  rather  than  by 
individual  patients.” 

“One  such  agency,  and  certainly  the  last  one 
which  w ould  do  the  physician  any  harm,  is  the  hos- 
pital, particularly  the  hospital  wdiich  is  an  integral 
part  of  a medical  school.  Nevertheless,  there  are  a 
great  many  complaints  being  voiced  by  physicians 
that  these  agencies  are  ‘practicing  medicine’  and 
thereby  interfering  w ith  the  normal  economic  prog- 
ress of  those  physicians  who  practice  in  the  immdiate 
vicinity  of  such  institutions.” 
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“The  physician  who  is  really  dedicated  to  his  pro- 
fessional work  profits  economically  by  working  in 
the  vicinity  of  a medical  school  or  a hospital  because 
of  the  remarkable  opportunities  furnished  him  by 
those  institutions,  whether  he  is  officially  connected 
with  them  or  not,  constantly  to  improve  his  diagnos- 
tic and  therapeutic  technics  and  to  acquire  a sound 
philosophic  point  of  view  of  his  mission  in  life.  It 
would  be  a great  mistake  not  to  recognize  and  evalu- 
ate these  positive  values  in  any  consideration  of 
hospital  professional  relations.” 

“What  is  feared  is  the  power  inherent  in  the  law 
\\'hich  places  full  responsibility  for  hospital  policy 
and  management  in  the  hands  of  boards  of  directors 
which  see  to  it  that,  with  astonishingly  few  excep- 
tions, there  are  no  doctors  on  the  board.  It  is  not 
lay  control  of,  or  even  intervention  in  professional 
decisions  that  is  feared  but  replacement  of  private 
practice  with  its  individual  business  relationships 
betw  een  doctors  and  patients  by  hospital-controlled 
distribution  of  medical  care.  We  are  assured  by 
board  members  and  hospital  administrators  that  they 
have  no  thought  of  expanding  their  chartered  func- 
tion to  care  for  the  sick,  to  the  extent  of  control  of 
medical  practice.  It  seems  almost  ridiculous  to  think 
that  hospital  boards  v/ould  want  to  take  on  any  such 
responsibility,  but  is  it  not  equally  ridiculous  for  a 
lay  group  to  have  complete  control  of  a professional 
institution?  The  practitioner’s  fear  of  the  inherent 
tendency  on  the  part  of  any  agency  to  expand  its 
power,  a tendency  often  quite  unstudied  by  the 
individuals  concerned,  is  natural  and  excusable.” 
“The  practitioner  is  apt  to  look  upon  institutional 
specialists  as  the  beginnings  of  such  an  aggrandize- 
ment by  hospitals  which,  if  carried  through  to  its 
possible  end,  might  be  little  different  from  socialized 
medicine,  except  insofar  as  the  individuals  on  hos- 
pital boards  might  well  be  less  actuated  by  power 
motives  than  are  some  politicians.  The  experienced 
private  practitioner  more  than  the  neophyte  is  aware 
of  the  value  to  the  public  of  retention  of  individual 
private  practice.  At  present  he  is  so  sensitized  to  the 
evils  inherent  in  mass  control  of  practice  that  he  is 
somewhat  blind  to  the  advantages  inherent  in  full- 
time hospital  practice  by  laboratory  specialists.  He 
recognizes  that  such  practice  makes  for  efficiency 
and  better  medical  care  to  the  hospital  patient,  but 
he  fears  that  it  is  the  entering  wedge  of  a system  to 
include  clinical  care  both  inside  and  outside  of  the 
hospital.” 


“In  this  discussion  the  word  ‘exploitation’  will 
frequently  be  used.  It  will  be  used  in  its  economic 
sense  of  depriving  an  individual  of  something  he  has 
earned.  The  word  ‘profit’  will  be  used  in  the  meaning 
of  excess  of  income  over  expenses  involved  in  getting 
that  income.  Voluntary  hospitals  do  not  make  a 
profit.  If  ever  they  get  out  of  the  red  for  any  ex- 
tended period  they  must  reduce  charges.  They  are 
chartered  by  the  state  as  nonprofit  membership 
corporations  to  care  for  the  sick,  which  includes  the 
training  of  individuals  to  carry  out  that  function. 
The  hospital  has  to  look  at  all  of  its  work  as  a service 
to  humanity.  Some  parts  of  that  service  are  better 
than  self  supporting.  Some  parts  are  entirely  de- 
pendent upon  outside  support.  Some  enjoy  limited 
income  but  have  expenses  in  excess  of  receipts.  All 
of  these  services  are  inextricably  interwoven  to  make 
up  the  institution’s  humanitarian  service. 

“It  is  not  reasonable  to  conclude  that  to  prevent 
exploitation  of  hospital  specialists  each  department 
must  be  run  on  a balanced  budget.  There  are  other 
ways  to  prevent  exploitation.  In  industry  and  mer- 
chandising some  departments  are  run  at  a loss  and 
carried  along  by  other  profit-making  departments. 
We  do  not  think  of  those  working  in  the  profit- 
making departments  as  being  exploited.  Where  the 
end  product  is  humanitarian  service,  where  there  is 
no  such  thing  as  monetary  profit  to  any  individual, 
how  can  one  conclude  that,  if  one  department  which 
can  make  money  helps  out  another  department 
which  cannot  meet  expenses,  always  those  working 
in  financially  successful  departments  are  being  ex- 
ploited? 

“In  the  first  place  profit  alone  is  not  synonymous 
with  exploitation.  Industry  employs  salaried  physi- 
cians to  run  its  medical  bureaus  because  it  is  profit- 
able. The  profit  lies  in  time  spent  by  employees 
going  to  the  doctor,  profit  involved  in  hiring  doctors 
and  nurses  on  a salary  basis  for  less  than  it  costs  in 
fees  to  individual  practitioners,  profit  in  employee 
satisfaction  in  his  employment  because  of  the  many 
little  medical  advices  and  services  rendered  by  the 
company  doctors— services  which  do  not  come  under 
the  compensation  law,  services  for  which  the  em- 
ployee pays  nothing  in  time  or  money.  Such  services 
are  really  a part  of  the  employee’s  wages.  Hospital 
and  medical  care  has  been  held  by  the  courts  to  be 
part  of  wages,  properly  subjected  to  collective  bar- 
gaining by  unions  and  employers.  If  there  were  no 
profit  in  it  industry  would  not  be  hiring  doctors. 
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Medicine  has  accepted  such  hidden  profits  as  proper 
and  says  nothing  about  exploitation  of  doctors  who 
make  such  profits  possible.  It  is  hard  to  see  how 
profit  alone  constitutes  exploitation. 

“The  profit  to  industry  made  by  physicians  work- 
ing on  a salary  constitutes  a small  by-product  in  that 
health  service  is  not  the  real  business  of  industry, 
health  service  is  not  what  industry  sells.  Neverthe- 
less, profit  obtained  from  what  the  industry  does 
make  or  sell  is  dependent  to  a very  large  degree  upon 
the  efficiency  of  employed  personnel  whose  wages 
constitute  the  largest  factor  in  costs.  Health  of  the 
wage  earner  can  easily  be  considered  as  a very  im- 
portant part  of  the  real  business  of  any  industry. 

“If  one  attempts  to  eliminate  all  profit  to  the  hos- 
pital from  a successful  department  some  very  em- 
barrassing situations  arise.  If  the  head  of  a hospital 
department  receives  all  of  the  fees  from  patients,  he 
could  and  sometimes  does  underpay  his  staff  and 
keep  for  himself  an  income  entirely  out  of  propor- 
tion to  that  possible  to  any  fellow  specialist  who  does 
not  enjoy  his  noncompetitive  position.  It  is  an  in- 
escapable fact  that  the  hospital  specialist  enjoys  a 
pre-established  practice  which  is  conducted  on  a 
mass  basis.” 

“If,  to  eliminate  departmental  profit,  the  fees  to 
patients  are  reduced  to  a balanced  budget  level,  so 
much  of  the  work  of  a community  would  be  done  in 
the  hospital  that  the  private  practitioner  would  really 
be  in  economic  trouble.  Hospital  fees  and  outside 
fees  for  laboratory  services  have  to  be  about  the 
same.  We  all  need  the  services  of  these  hospital 
specialists  for  our  hospital  patients.  It  is  such  a con- 
venience to  be  able  to  go  over  with  the  specialist 
the  conditions  of  our  in-hospital  and  outside  patients 
at  one  place  and  time  that  attempts  to  show  the 
practitioner  the  wisdom  of  supporting  the  private 
practitioner  rather  than  the  hospital  specialist  have 
to  be  made  over  and  over  and  without  complete 
success.  If  the  fees  for  services  in  hospital  where 
work  is  done  on  a mass  basis  were  reduced  as  low 
as  they  could  be  without  financial  loss  in  the  depart- 
ment, no  progress  whatever  could  be  made  toward 
gaining  support  for  the  outside  practitioner. 

“To  limit  the  profit  which  is  possible  to  an  indi- 
vidual who  enjoys  a monopoly  provided  by  virtue 
of  his  working  in  a noncompetitive  position  on  a 
mass  production  basis  can  hardly  be  called  exploita- 


tion. In  fact,  to  give  him  all  of  that  profit  means  that 
he  isn’t  paying  anything  for  his  monopoly.  This  must 
not  be  construed  as  argument  against  investigation 
and  correction  of  conditions  where  hospitals  do 
exploit  institutional  specialists  for  financial  profit. 
Profit  alone,  however,  does  not  constitute  exploita- 
tion, a condition  which  can  hardly  be  defined  in 
general  terms.” 

“There  is  danger  that  the  specialist  limited  to 
hospital  \\’ork  may  lose  his  independence  to  the 
authority  of  governing  boards  and  administrators 
if  he  sells  his  services  to  them  rather  than  to  indi- 
viduals receiving  them.  It  is  necessary  for  the  profes- 
sion to  fight  that  tendency,  but  it  is  an  economic 
battle  rather  than  an  application  of  ethical  principle. 
It  is  a battle  to  be  fought  where  exploitation  exists 
rather  than  by  an  ethical  attack  upon  all  hospital 
specialists,  many  of  whom  are  entirely  happy  about 
their  working  arrangements,  and  some  of  whom  for 
a multipicity  of  minor  reasons,  chiefly  personality 
defects,  don’t  get  along  well  with  either  the  staff  or 
the  administration.” 

Finally  President  Wentworth  said  so  clearly  that 
we  could  all  agree  with  the  observation:  “Wherever 
a physician  working  for  a voluntary  hospital  thinks 
he  is  being  exploited,  let  us  go  to  work  with  the 
system  outlined  in  the  ‘Guides  for  Conduct  of 
Physicians  in  Relationships  with  Institutions,’  pub- 
lished by  the  AMA  in  December,  1951.  Let  us 
ascertain  if  he  is  being  exploited  and,  if  so,  do  our 
utmost  to  correct  that  situation.  But  let  us  not 
expect  governing  boards  or  the  public  to  see  any 
determining  force  in  a statement  that  ‘A  physician 
should  not  dispose  of  his  professional  attainments  or 
services  to  any  hospital  . . . under  terms  or 

conditions  which  permit  the  sale  of  the  services  of 
that  physician  by  such  an  agency  for  a fee’  ‘because 
it  is  unethical’  and  ‘beneath  professional  dignity.’ 
Let  us  attack  with  a reasonableness  which  enables 
us  to  discern  the  differences  inherent  in  individual 
practitioners  and  existing  in  different  communities 
rather  than  by  the  universality  of  the  closed  shop 
method  which  fails  to  recognize  the  only  finite 
source  of  social  progress— freedom  to  exercise  indi- 
vidual imagination  and  intelligence.  Let  us  not  deny 
every  hospital  specialist  an  ethical  standing  in  medi- 
cine just  because  he  works  for  a hospital  which  col- 
lects fees  for  his  services  rendered.” 
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The  Yale  Diagnostic  Clinic 

There  is  satisfaction  in  noting  the  renascence 
of  the  Yale  Diagnostic  Clinic  as  announced  by  the 
sprightly  folder  distributed  to  physicians  recently. 
This  Clinic  was  under  consideration  in  the  Council 
of  the  Society  and  the  Committee  on  Cooperation 
with  the  Yale  School  of  Medicine  for  a long  time. 
The  details  of  its  operation  were  carefully  planned 
so  that  it  \\  ould  be  a consultative  clinic  only,  would 
not  accept  patients  unless  referred  by  private 
physicians,  and  after  the  diagnostic  study  had  been 
completed  would  provide  the  referring  physician 
with  a full  report  of  the  findings  and  return  the 
patient  for  treatment. 

When  the  proposal  was  first  discussed  with  physi- 
cians there  was  some  citicism  from  a few  sources 
wdro  were  fearful  of  competition  with  private  prac- 
tice, but  in  general  there  was  agreement  that  such  a 
clinic  would  be  a valuable  addition  to  the  medical 
care  facilities  in  the  State.  After  more  planning  and 
joint  effort  by  the  Committee  on  Cooperation  with 
Yale,  the  Clinic  was  opened  in  1948. 

Use  and  popularity  of  the  Clinic  grew  slowly  at 
first,  but  fairly  steadily.  After  the  first  little  booklet 
announcement  no  means  of  promotion  were  used. 
Afany  physicians  never  learned  about  it  or  forgot  it 
and  it  never  became  a vigorous  and  vital  project.  A 
good  deal  of  the  investigation  was  done  by  residents 
and  the  lack  of  participation  of  staff  experts  was  felt. 
Comments  were  also  heard  that  reports  to  physi- 
cians were  delayed  and  sometimes  inadequate. 
Where  the  trouble  lay  was  not  apparent  to  an  out- 
side observer,  perhaps  there  was  no  trouble,  maybe 
it  slowed  up  because  it  did  not  have  business  enough 
to  give  it  momentum. 

Now  comes  the  bright,  new  announcement  which 
states  the  policy  of  the  Clinic  and  the  State  Society 
reaffirms  its  interest  in  it  and  its  hope  that  it  will 
open  a new  era  of  usefulness  to  the  physicians  and 
people  of  Connecticut. 

“The  facilities  of  the  Diagnostic  Clinic  are  avail- 
able to  any  licensed  physician  for  the  study  of 
diagnostic  problems  of  adults  and  children.  It  is  the 
policy  of  the  Clinic  to  make  it  possible  for  each 
physician  of  the  State  to  obtain  for  his  patient  the 
most  complete  diagnostic  service  that  can  be  made 
available  without  interfering  with  the  relationship 
between  the  patient  and  his  referring  physician.  No 
patient  is  seen  unless  referred  by  a physician.  The 


closest  possible  cooperation  between  referring  physi- 
cian and  Clinic  staff  is  encouraged.  All  correspond- 
ence is  with  the  referring  physician  and  subsequent 
visits  are  arranged  only  through  him.  The  referring 
physician  maintains,  at  all  times,  complete  control 
over  the  disposition  of  the  case.” 

Justice 

^'Justice,  sir,  is  the  great  interest  of  man  on  earth.’’’’ 

Daniel  Webster 

The  words  of  Daniel  Webster  quoted  above 
should  be  as  applicable  today  as  they  were  the  day 
that  great  champion  of  human  rights  uttered  them. 
A et  we  find  one  of  our  nonprofit  hospitals,  an  insti- 
tution which  was  organized  under  the  aegis  of  our 
State  Afedical  Society  and  for  the  realization  of 
which  our  Society  emptied  its  coffers  in  1820, 
gradually  being  taxed  dangerously  near  bankruptcy. 

The  annual  report  of  the  Institute  of  Living  for 
1952-1953  is  startling.  Would  that  it  might  startle 
the  city  fathers  who  have  been  extracting  from  its 
coffers  over  $100,000  annually  since  1943.  Examine 
these  figures! 

“Operations  for  the  current  year  resulted  in  a loss 
of  $83,837.55  before  application  of  income  of 
$57,026.67  from  investments  and  from  other  sources, 
and  of  $17,233.12  received  under  government  re- 
search contracts,”  a net  loss  of  $9,577.76. 

Table  i 
Year  1952-1953 

Gross  operating  loss $83,837.55 

Income  from  investments  and  other 
sources  $57,026.67 

Income  from  Federal  Government  for 

research  17,233.12 

7TU979 

Net  operating  loss $ 9,577.76 

“During  the  current  fiscal  year  the  hospital  pro- 
vided 127,738  patient  days,  of  which  approximately 
one-fourth  were  for  Connecticut  residents.  Sixty- 
nine  per  cent  of  the  total  patient  days  . . . were 

provided  on  a less  than  cost  basis.  Of  this  figure, 
1,619  patient  days  were  provided  at  no  charge  what- 
ever. 

“While  69  per  cent  of  all  patient  days  were  on  a 
less  than  cost  basis,  it  is  of  particular  interest  that  85 
per  cent  of  the  30,365  Connecticut  patient  days  were 
provided  on  a less  than  cost  basis.  Of  this  figure. 
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1,105  patient  days  ^vere  provided  to  Connecticut 
patients  at  no  charge.” 


Table  2 
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50,365  88,139 


1,619  25,810 


1,105 


And  in  the  present  year  the  Institute  is  experi- 
encing higher  costs  due  to  the  40  hour  week;  hos- 
pitalization, insurance  and  pension  plans;  and  a con- 
tinuation of  the  intensive  maintenance  program. 

The  Institute  has  been  able  to  accumulate  only  I3 
million  in  its  Foundation  Funds  since  it  was  estab- 
lished over  130  years  ago.  Much  of  its  construction 
is  old  and  must  be  replaced  sooner  or  later  if  it  is 
to  continue  to  carry  on  as  a first  class  psychiatric 
institution.  This  must  mean  but  one  thing,  viz.,  a 
fund  raising  campaign  to  which  the  public  will  be 
asked  to  contribute  in  return  for  the  annual  $100,000 
bite  now  taken  in  the  name  of  taxation. 

The  controversy  which  has  waged  for  10  years 
and  since  1946  has  become  increasingly  acute  seems 
to  be  based  on  two  things,  an  ignorance  of  the  true 
facts,  and  a widespread  reluctance  to  face  the  prob- 
lem of  mental  illness  and  its  treatment.  The  facts 
speak  for  themselves;  there  is  no  profit  being  realized. 
The  reluctance  to  properly  appraise  the  problem  of 
mental  illness  is  the  more  regrettable  in  this  day 
when  modern  psychiatry  has  so  much  more  to  offer 
than  it  did  a generation  ago. 

Connecticut  should  be  proud  it  its  first  mental 
hospital  and  Hartford  should  realize  that  it  too  has 
an  obligation. 


Foods,  Drugs  aod  Cosmetic  Committee 

This  committee  met  on  September  24,  1953. 

The  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Exper- 
iment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharma- 
ceutical Association,  Prof.  Nicholas  W.  Fenney;  Connect- 
icut State  Dental  Association,  Dr.  William  H.  Kirschner; 
Connecticut  State  Medical  Society,  Dr.  Hugh  Dwyer; 
Connecticut  Veterinary  Medical  Association,  Dr.  Joseph 
DeVita;  University  of  Connecticut,  Dr.  Stanley  E.  Wed- 
berg;  University  of  Connecticut  College  of  Pharmacy, 
Dean  H.  G.  Hewitt;  Yale  University  School  of  Medicine, 
Dr.  Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Dr.  Malcolm  K.  Buck- 


ley, patent  attorney  of  Buffalo,  N.  Y.;  Dr.  James  C.  Hart, 
representing  the  State  Department  of  Health;  Adr.  Herbert 
Plank,  representing  the  Food  and  Drug  Commission. 

ACTION  ON  ORTHO  FLY  KILLER 

At  its  meeting  on  September  24,  1953  the  Con- 
necticut Committee  on  Foods,  Drugs,  Cosmetics  and 
Devices  voted  to  recommend  to  the  State  Depart- 
ment of  Health  that  the  sale  of  “Ortho  Fly  Killer” 
be  either  terminated  or  carefully  regulated.  Dr. 
Bonnycastle,  reporting  for  a subcommittee  appoint- 
ed to  study  the  promiscuous  public  sale  of  this  sub- 
stance, stated  that  the  anticholinesterase  activity  of 
tetraethyl  pyrophosphate  was  300  times  that  of 
parathion,  but  the  compound  was  half  hydrolyzed 
in  8 hours  at  pH  7,  whereas  parathion  remained 
undecomposed  for  120  days.  He  said  that  the  LD  50 
was  2 mg.  per  kg.,  and  cited  an  article  in  the  Journal 
of  the  American  Medical  Association,  149,  1015  ' 
(July  12,  1952).  It  was  highly  dangerous  material 
to  be  allowed  to  be  used  promiscuously,  and  the 
warning  statement  on  the  label  of  “Ortho  Fly  Killer” 
was  very  inconspicuous.  The  subcommittee  recom- 
m.ended  that  the  Food  and  Drug  Commission  take 
action  to  restrict  the  sale  of  this  product. 

HELENA  RUBENSTEIn’s  SKIN  SERUM  A DRUG 

The  Committee  went  on  record  as  labelling 
Helena  Rubenstein’s  Skin  Serum  a drug,  since  it 
had  found  that  certain  claims  implied  in  the  adver- 
tising of  this  product  were  unsubstantiated  by  any 
evidence  available  to  the  Committee.  These  claims 
made  the  Skin  Serum  a drug. 

SEXTROL  CONDEMNED 

The  Committee  considered  a product  known  as 
Sextrol  produced  by  Labco  Pharmacal  Company, 
Beverly  Hills,  California. 

Sextrol  was  described  as  “a  remarkable  new  dis- 
covery in  the  field  of  sexology,”  and  its  composition 
and  uses  were  defined  as  follows:  “A  scientifically 
prepared  ointment,  which  when  applied  to  the  male 
sex  organ  will  effectively  prevent  premature  ejacula- 
tion, and  will  permit  its  user  to  maintain  an  erection 
for  one  to  two  hours  when  performing  the  sex  act.” 
Prof.  Fenney  said  that  Sextrol  had  been  circularized 
to  every  druggist  in  the  State,  a sample  tube  being- 
offered  for  I5. 

It  was  voted  that  it  be  the  opinion  of  the  Com- 
mittee that:  (i),  the  description  of  the  material  was 
such  as  to  make  it  a new  drug;  (2),  no  evidence  was 
given  to  substantiate  the  claims  for  it;  and  (3),  it 
should  not  therefore  be  sold  in  the  State. 
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PROGRESS  IN  CLINICAL  MEDICINE 

IMMUNIZATION  AGAINST  POLIOMYELITIS:  ITS  PRESENT  STATUS 

John  R.  Paul,  m.d.,  New  Haven 


The  Author.  Professor  of  Preventive  Medicine, 
Yale  University  School  of  Medicine 


Artificial  immunization  against  poliomyelitis  has 
been  the  target  towards  which  research  workers 
in  this  field  have  been  aiming  for  well  over  forty 
years.  I3uring  this  period  a number  of  attempts  at 
active  immunization  in  man  were  tried  in  this  coun- 
try, notably  in  1935,  when  two  groups  of  workers 
injected  several  thousands  of  children  during  the 
poliomyelitis  season,  with  suspensions  of  infected 
monkey  cord  in  which  the  virus  of  poliomyelitis  had 
been  inactivated  by  formalin,  or  other  chemicals. 
These  tests  were  made  at  a time  when  there  was 
limited  appreciation  of  the  fact  that  there  was  more 
than  one  immunological  type  of  poliomyelitis  virus. 
For  this  and  other  reasons  it  is  not  surprising  that 
this  “first  trial”  was  unsatisfactory,  although  several 
thousands  of  children  were  inoculated  before  the 
unsatisfactory  features  came  to  light.^  The  1935 
experiments  were  quickly  terminated  w hen  certain 
accidents,  which  to  this  day  have  not  been  adequate- 
ly explained,  occurred,  and  this  unfortunate  circum- 
stance seems  to  have  set  the  clock  back  for  at  least 
15  years  in  the  progress  of  immunization  against 
poliomyelitis. 

As  Sabin^  has  aptly  said:  the  goal  which  the  virolo- 
gist has  set  for  himself  today  in  this  disease  is  to  find 
a practical  and  safe  process  to  produce  artificially 
what  nature  does  for  99  or  99.9  per  cent  of  the 
population,  and  to  do  this  without  incurring  the 
1:100,  or  1 : 1 000  risk  of  paralysis,  which  is  the  price 
paid  for  acquiring  immunity  to  poliomyelitis  natur- 
ally. There  are  several  approaches  to  this  end,  but 
the  main  ones  are:  (i)  passive  immunization  by 
injecting  specific  antibodies;  and  (ii)  active  immuni- 
zation by  injecting  a substance  which  will  induce 
specific  antibodies  in  the  vaccinated  person. 

PASSIVE  IMMUNIZATION 

Improved  methods  have  taken  advantage  of  the 
fact  that  antibodies  against  all  three  of  the  known 


types  of  poliomyelitis  virus,  as  w'ell  as  against  many 
other  infectious  agents,  are  concentrated  in  the 
gamma  globulin  fraction  of  pooled  adult  human 
plasma.  Experiments  in  monkeys  had  already  shown 
that  if  this  gamma  globulin  was  given  before 
exposure  to  poliomyelitis,  paralysis  might  be  pre- 
vented. From  these  experiments  it  appeared  that 
a low  level  of  circulating  antibodies  might  be 
sufficient  to  confer  such  protection,  and  it  was 
on  this  basis,  together  with  regard  for  the  pro- 
tective effect  of  gamma  globulin  in  measles  and 
infectious  hepatitis,  that  Hammon  and  his  collabora- 
tors^ carried  out  in  1951  and  ’52,  a large  scale  trial 
of  gamma  globulin  as  a prophylactic  measure  against 
poliomyelitis  in  more  than  25,000  children  during 
the  epidemic  seasons  of  those  years.  The  results 
recorded  no  serious  accidents  and  very  few  bad  re- 
actions, and  indicated  that  gamma  globulin  appeared 
to  afford  protection  against  the  paralytic  disease  over 
a period  of  2 to  5 w^eeks.  Only  partial,  if  any,  pro- 
tection was  demonstrated  during  the  week  imme- 
diately following  the  inoculation;  and  no  protection 
6 weeks  or  later.  On  the  basis  of  this  experience  and 
with  the  full  realization  that  gamma  globulin  was 
not  a very  efficient  agent  for  the  wholesale  prophy- 
laxis of  poliomyelitis,  the  use  of  the  rationed  supply 
was  widespread  in  this  country  during  the  summer 
season  of  1953.  The  particular  indications  for  its  use 
in  the  prophylaxis  of  poliomyelitis  were  in  house- 
hold and  intimate  contacts  of  clinically  diagnosed 
cases;  patients  in  a hospital  ward,  or  children  in  a 
nursery  school,  or  in  institutions  or  camps,  following 
recognition  of  a case  of  poliomyelitis;  or  in  indi- 
viduals coming  from  uninfected  areas  into  infected 
homes  or  institutions;  and  finally  within  epidemic 
areas  where  the  risk  to  the  juvenile  population  was 
high.  The  results  of  this  1953  experience  in  this 
country  have  not  as  yet  been  completely  evaluated; 
nor  will  they  be  easy  to  evaluate.  Neverthless,  pre- 
liminary indications  are  that  the  course  of  epidemics 
was  not  altered  in  areas  where  mass  prophylaxis  with 
gamma  globulin  was  attempted.  All  of  the  available 
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data  will  be  considered  by  an  Advisory  Committee 
of  the  U.  S.  Public  Health  Service/"^  It  hardly  needs 
to  be  pointed  out  that  the  use  of  gamma  globulin  as 
a prophylactic  measure  in  poliomyelitis  is  still  in  its 
infancy,  and  only  after  several  more  years  of  expe- 
rience will  it  be  possible  to  estimate  its  value  and  its 
place  in  the  control  of  poliomyelitis  and  the  best 
methods  of  using  the  available  supplies. 

.\CTIVE  IMMUNIZATION 

Whereas  with  passive  immunization  the  suscep- 
tible child  can  only  expect  temporary  protection, 
considerable  expectations  for  a longer  period  of 
immunity  might  be  placed  on  active  immunization 
against  poliomyelitis  through  the  use  of  vaccines. 
The  trend  of  research  here  has  been  directed  towards 
the  preparation  of  two  different  types  of  vaccines, 
one  containing  inactivated  or  killed  material  ob- 
tained from  each  of  the  three  antigenic  types  of 
viruses,  either  with  or  without  adjuvants;  and  the 
other  containing  live  but  avirulent  strains  of  virus, 
again  of  the  three  antigenic  types.  With  the  latter 
it  might  be  possible  to  administer  a virus  wdaich 
would  produce  a harmless  though  immunizing  infec- 
tion, thus  duplicating  the  mechanism  of  natural 
infection  and  following  the  lead  established  long  ago 
by  Jenner  in  the  prevention  of  smallpox,  and  later 
by  Rockefeller  Foundation  workers  in  the  preven- 
tion of  yellow  fever  by  inoculating  a harmless  variant 
of  yellow  fever  virus.  The  situation  is  triply  com- 
plicated in  poliomyelitis,  how'ever,  because  there  are 
three  different  immunologic  types,  and  three  aviru- 
lent variants  would  be  required. 

As  for  the  killed  material,  to  date  the  experiments 
in  animals  and  a limited  but  significant  number  of 
tests  in  man  have  shown  that  such  material  derived 
from  all  three  types  of  poliomyelitis  viruses  have 
induced  the  formation  of  type  specific  antibodies  in 
both  monkey  and  man,  and,  at  least  in  the  monkey, 
a postvaccinal  resistance  to  infection  with  the  homol- 
ogous challenged  virus  is  regularly  produced.  This 
has  been  a great  step  forward,  carrying  wffth  it  at 
long  last  the  possibility  that  poliomyelitis  vaccines 
may  actually  become  available  to  the  health  officer 
and  to  practicing  physicians  in  the  not  too  distant 
future.  But  the  final  and  crucial  tests  on  the  safety 
and  efficacy  of  this  trivalent  immunizing  material 
are  yet  to  be  done.  They  obviously  cannot  rest  on 
experiments  made  on  mice  and  monkeys  alone  but 
must  be  carried  out  on  large  numbers,  in  fact  very 
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large  numbers,  of  children  before  a proper  evalua- 
tion can  be  made.  It  is  such  an  experiment  as  this  that 
is  proposed  to  be  carried  out  in  the  United  States 
undei  the  auspices  of  the  National  Foundation  for 
Infantile  Paralysis  during  the  first  half  of  1954. 

But  before  listing  the  possibilities  as  to  how  such 
an  experiment  could  be  carried  out,  it  is  equally 
impoitant  to  list  the  recent  developments  which 
have  come  step  by  step  in  the  long  up-hill  struggle 
to  produce  such  an  immunizing  agent  or  agents,^and 
have  thus  made  “a  vaccine  experiment”  possible. 
First  on  the  list  of  these  developments  stands  the 
demonstration  in  1949,  by  Enders,  Weller,  and  Rob- 
bins'^ that  poliomyelitis  viruses  not  only  multiply  in 
tissue  cultuies  but  also  produce  a characteristic 
cytopathogenic  change  by  which  the  presence  of 
virus  can  be  recognized.  This  has  eliminated  in  large 
measure  the  necessity  of  resorting  to  the  expensive 
and  complicated  procedures  involved  in  the  use  of 
monkeys,  and  has  served  as  an  invaluable  source  of 
virus  propagated  in  a medium  which  presumably  is 
not  as  dangerous  an  inoculum  as  is  nervous  tissue. 
Tw'o  additional  experimental  observations  have  also 
made  the  outlook  for  artificial  immunization  against 
poliomyelitis  in  man  more  hopeful:  one  is  the 
demonstration  by  Bodian'  that  the  amount  of  anti- 
body required  to  protect  cynomolgus  monkeys 
against  paralytic  infection  experimentally  acquired 
by  the  intramuscular  or  oral  routes  is  much  smaller 
than  that  needed  to  protect  against  infection  by  the 
direct  intracerebral  route.  The  other  is  based  on  the 
study  of  Freund,^  indicating  that  certain  adjuvants, 
made  from  oily  substances  or  from  mycobacteria, 
can  enhance  the  immune  response  of  a variety  of 
antigens  including  those  of  poliomyelitis  viruses. 

Salk  and  his  associates,  utilizing  a very  extensive 
experience  in  their  studies  of  formalinized  vaccines 
against  influenza,  have  turned  to  the  inactivation  of 
poliomyelitis  virus  by  formalin  and  hav^e  reported 
in  detail  the  results  of  their  first  tests  with  “killed” 
tissue  culture  virus  vaccines  in  human  beines.^  Aluch 
of  the  most  recent  work  has  not  yet  been  published, 
but  in  one  series  of  experiments  it  appears  that  anti- 
bodies to  all  three  immunologic  types  WTi*e  induced 
by  inoculation  of  small  quantities  of  a trivalent 
vaccine.  It  was  clear  that  the  post-inoculation  anti- 
body response  was  far  greater  in  those  children  who 
had  pre-existing  type  specific  antibody  to  one  or 
more  types  than  in  those  who  were  without  pre- 
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existing  antibody.  This  general  type  of  inoculum 
will  probably  be  the  material  used  on  a trial  basis 
in  1954. 

At  this  point,  however,  it  may  be  well  to  consider 
some  of  the  requirements  for  an  acceptable  “killed” 
poliomyelitis  virus  vaccine  and  what  the  potential 
dangers  might  be.  One  should  recall  that  the  task  is 
not  that  of  vaccinating  against  poliomyelitis  infec- 
tions in  general,  but  against  paralytic  poliomyelitis. 
The  chances  of  any  child  or  young  adult  in  the  U.  S. 
acquiring  paralytic  poliomyelitis  today  are  a good 
deal  less  than  1 in  100  or  i in  500,  but  there  is 
no  practical  way  of  determining  who  are  the  most 
susceptible  children  and  so,  as  with  smallpox,  the 
entire  juvenile  population  would  theoretically  re- 
(|uire  vaccination.  Obviously  it  is  essential,  there- 
fore, that  the  risk  of  serious  or  other  accidents  occur- 
ring as  a direct  or  indirect  effect  of  the  vaccination 
should  be  far  less  than  i in  a 1000.  Consequently  and 
primarily  a successful  poliomyelitis  vaccine  must 
first  of  all  be  safe,  and  secondly  it  must  be  capable 
of  producing  a good  degree  of  immunity  against 
Type  I poliomyelitis  virus,  which  is  by  far  the 
commonest  type,  and  immunity  against  the  other 
two  types  is  also  probably  essential.  To  meet  the 
first  criterion  the  vaccine  must  not  only  not  produce 
poliomyelitis  in  the  occasionally  injected  child,  but 
it  must  not  be  a potential  source  of  another  patho- 
genic agent,  which  is  more  difficult  to  inactivate 
than  poliomyelitis  virus,  such  as  for  instance, 
hepatitis  virus.  Furthermore,  as  the  “vaccine”  may 
contain  some  foreign  protein  and  as  multiple  and 
spaced  inoculations  will  undoubtedly  be  necessary, 
the  material  must  not  give  rise  to  anaphylactic  re- 
actions or  organ  damage.  This  latter  is  more  than  a 
theoretical  consideration,  for  one  of  the  methods  of 
propagating  poliomyelitis  virus  is  that  of  growing  it 
in  tissue  cultures  consisting  of  monkey  kidney  cells. 
It  is  obviously  highly  important  to  be  assured,  there- 
fore, that  the  injection  of  extracts  of  this  foreign 
protein  along  with  the  “killed”  virus  will  have  no 
nephrotoxic  action.  The  report  of  Freund  and  his 
associates,^*^  that  extracts  of  testicle  injected  with 
oily  adjuvants  and  mycobacteria  can  lead  to  degen- 
eration of  the  testicles  of  the  inoculated  animals, 
emphasizes  that  an  immense  amount  of  clinical  in- 
vestigation is  indicated  on  this  point.  Furthermore, 
an  important  question  still  to  be  answered  is,  whether 
or  not  the  postvaccinal  “immunity”  would  be  per- 
manent or  relatively  short  lived.  In  other  words,  the 
duration  of  artificial  immunity  induced  by  a “killed” 


virus  vaccine  might  conceivably  be  weak  and  short;  l ; 
it  might  be  enhanced  from  time  to  time  naturally,  | i 
by  “booster  infections”  if  the  vaccinee  was  exposed 
to  poliomyelitis  viruses  from  time  to  time,  but  as  yet 
no  one  knows  for  how  long  such  artificial  immunity  | : 
may  persist.  The  point  is  that  poliomyelitis  is  usually 
a more  severe  disease  when  acquired  by  adults  as  j 
compared  to  young  children,  and  one  would  like  to  | 
know,  as  soon  as  possible,  whether  a single  or  ' 
multiple  course  of  active  immunizations  with  a > 
“killed”  virus  would  merely  postpone  and  not  \ 
eliminate  infection.  If  the  infection  is  merely  post-  : 
poned,  then  immunization  might  even  have  to  be 
repeated  periodically  for  the  rest  of  a person’s  life! 
Another  important  feature  of  any  trial  of  such 
material  is  that  it  would  be  better  not  to  carry  it  out 
during  the  poliomyelitis  season,  and  particularly 
during  epidemics.  Observations  within  the  past  four 
years  have  indicated  that  the  inoculation  of  certain 
vaccines  during  poliomyelitis  epidemics  may  pre- 
cipitate paralysis  in  an  exposed  individual.  For  this 
reason  winter  and  early  spring  are  perhaps  optimal 
months  in  which  experimental  trials  can  be  conduct- 
ed as  far  as  the  State  of  Connecticut  is  concerned. 

It  is  clear  that  these  and  other  questions  will  be  con- 
sidered seriously  by  those  in  authority  of  any  forth- 
coming trials. 

As  to  another  possible  approach  to  the  task  of 
active  immunization,  and  one  which,  if  successful, 
would  simplify  the  problem  of  vaccination  and 
eliminate  some  of  the  above  mentioned  dangers,  is 
the  proposition  of  using  not  a killed  vaccine  but  a 
live  though  avirulent  virus,  such  as  is  used  in  vaccina- 
tion against  smallpox  or  in  yellow  fever.  Under  these 
circumstances,  strains  of  poliomyelitis  virus  of  all 
three  types  would  have  to  be  discovered  or  pro- 
duced, all  of  which  would  have  permanently  lost 
their  power  to  give  rise  to  paralysis,  and  yet  have 
retained  their  power  to  immunize.  The  observations 
of  Koprowski  and  his  associates'^  have  pointed  the 
way  here.  His  strain  of  Type  2 poliomyelitis  virus, 
which  after  passage  through  cotton  rats  lost  much 
of  its  virulence  on  intracerebral  injections  in  ! 
monkeys,  produced  antibodies  in  high  titer  after 
feeding  a single  dose  to  two  groups  of  children. 
Cabasso  and  his  associates'^  used  the  same  principle 
in  adapting  another  Type  2 poliomyelitis  strain  to  ' 
chick  embryos.  Another  group  of  workers,  Enders, 
Weller,  and  Robbins^^  have  reported  that  Type  i 
(Brunhilde)  strain  of  poliomyelitis  virus  after 
serial  passage  in  tissue  cultures  lost  most  but  not  all 
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of  its  capacity  to  produce  paralysis  in  intracerebral- 
ly  inoculated  monkeys.  Studies  carried  on  in  at  least 
two  other  laboratories  have  confirmed  the  latter  fact, 
namely,  that  this  tissue  culture  attenuation  has 
promise  in  giving  rise  to  variant  strains  which  ulti- 
mately might  be  used  for  human  vaccination.  It 
would  appear,  however,  that  no  series  of  completely 
avirulent  strains  of  poliomyelitis  virus  are  available 
for  any  large  scale  trial  in  humans  at  present. 

In  summary,  therefore,  it  wmuld  seem  that  there 
really  is  enough  information  and  experience  collect- 
ed on  this  problem  of  active  immunization  as  a 
method  of  controlling  poliomyelitis  to  warrant  fur- 
ther and  extensive  human  experiment.  The  experi- 
ment is  one  in  which  the  stakes  are  high  and  in  which 
one  is  justified  in  taking  a calculated  risk.  The  pre- 
vention of  poliomyelitis  on  a large  scale,  if  accom- 
plished, w ould  indeed  be  wmrth  a small  number  of 
untoward  side  effects.  An  important  thing,  however, 
is  that  all  concerned  wfith  recommending  the  experi- 
ment or  participating  in  it  or  carrying  it  out  should 
be  as  aw'are  as  possible  of  the  fact  that  it  is  an  experi- 
ment. In  other  wmrds,  in  spite  of  whatever  lay 
impressions  may  have  been  gained  from  radio  and 
new'spaper  publicity,  there  is  no  “vaccine”  against 
poliomyelitis  as  yet.  There  are  a number  of  sub- 
stances prepared  in  a number  of  laboratories,  one  of 
wTich  is  now  available  for  trial  to  see  whether  as  a 
result  of  these  trials  it  is  going  to  be  proven  worthy 
of  the  name  of  vaccine.  Before  any  of  these  sub- 
stances qualifies  as  a vaccine  there  are  at  least  two 
distinct  questions,  repeatedly  mentioned  above,  on 
which  answers  will  be  sought;  and  it  is  believed  that 
they  will  be  sought  sequentially.  The  first  is,  whether 
or  not  all  lots  of  the  given  material  are  reasonably 
safe;  the  second  is,  whether  all  lots  will  actually 
prevent  or  modify,  or  postpone  paralytic  poliomye- 
litis or  other  forms  of  poliomyelitis.  From  Salk’s 
published^  and  unpublished  results  based  on  observa- 
tions in  several  hundred  children  it  appears  that  the 
tested  lots  of  material  are  reasonably  safe;  and  from 
other  information  it  appears  that  multiple  safety 
tests  will  be  made  by  three  different  laboratories  on 
all  new  lots  of  the  material.  It  remains,  therefore, 
for  the  present  hundreds  of  injectees  to  be  expanded 
cautiously  to  several  thousand  for  purposes  of  safety 
alone.  The  final  answer  to  the  second  question 
should,  logically,  not  be  sought  until  such  time  as 
the  first  is  in  hand.  Actually  hundreds  of  thousands 
of  injected  children  will  be  required  to  determine 
statistically  over  the  years  whether  the  age  incidence 


of  clinical  or  paralytic  poliomyelitis  is  reduced  in 
the  vaccinees  as  compared  with  suitable  control 
groups;  and  if  reduced,  for  how  long. 

It  may  be  trite  to  add  that  in  any  large  scale  expe- 
riment of  this  type  in  which  a private  agency, 
national,  state,  and  local  public  health  officials  as  well 
as  practitioners  of  medicine  and  pediatricians  par- 
ticipate, the  shifting  of  responsibility  is  easy.  But  in 
spite  of  the  clamor  and  pressure  from  the  radio  and 
the  public  press  which  is  apt  to  claim  victory  before 
the  battle  is  engaged,  the  proposed  trial  should  and 
no  doubt  will  be  conducted  as  a scientific  experi- 
ment, albeit  a bold  one,  but  with  all  the  care  and 
judgment  that  physicians  and  medical  scientists 
worthy  of  the  name  are  expected  to  use. 
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Aled.  81 :525.  1952. 

13.  Enders,  J.  E.,  Weller,  T.  El.,  and  Robbins,  E.  C.:  Altera- 
tion in  pathogenicity  for  monkeys  of  Brunhilde  strain  of 
poliomyelitis  virus  following  cultivation  in  human  tissues. 
Eed.  Proc.  11:467.  1952. 


Obesity  Not  the  Only  Answer 

Ancel  Keys  of  the  Minnesota  School  of  Public 
Health  at  the  annual  meeting  of  the  American  Pub- 
lic Health  Association  last  November  challenged  the 
accepted  premise  that  obesity  is  a primary  cause  of 
heart  disease.  Unless  the  obesity  is  extreme  Profes- 
sor Keys  says  it  is  not  a primary  cause. 

Citing  studies  made  on  young  soldiers,  he  chal- 
lenged the  insurance  company  statistics,  upon  which 
the  conclusion  that  overweight  leads  to  heart  at- 
tacks has  been  based.  He  said  that  the  studies  revealed 
that  there  was  no  significant  difference  in  weight 
between  the  soldiers  who  died  of  heart  ailments  and 
those  who  did  not.  He  said  that  the  problem  of 
degenerative  heart  diseases  will  not  be  solved  by 
reduction  of  body  weight  alone. 

AMA  Past  President  Edward  H.  Cary  Dies 

American  medicine  lost  a dynamic  personality  in 
the  passing  of  Dr.  Edward  H.  Cary,  81,  in  Dallas 
on  December  10.  President  of  the  AlVIA  in  1932-33 
and  a member  of  the  Board  of  Trustees  from  1925- 
29,  Dr.  Cary  contributed  his  mature  judgment  in  the 
House  of  Delegates  as  late  as  1951. 

While  serving  as  president-elect  and  president  of 
the  AMA,  Dr.  Cary  traveled  far  and  wide  in  behalf 
of  medicine’s  fight  against  socialized  medicine.  As 
chairman  of  the  executive  board  of  the  old  National 
Physicians’  Committee,  he  was  one  of  the  pioneers 
in  that  battle. 


Connecticut  Forms  First  Society  of 
Gerontology 

About  60  people  met  in  Hartford  in  November 
1953  and  formed  the  first  State  Society  of  Geron- 
tidogy  in  the  United  States. 

The  aims  and  objectives  of  this  society  are  “to 
stimulate  awareness,  interest,  and  community  activ- 
ity in  the  problems  of  an  aging  population;  to  pro- 
vide a medium  for  the  exchange  of  knowledge  and 
information  pertaining  to  gerontology;  and  to  give 
advisory  and  consultant  services  to  interested  organ- 
izations and  agencies.” 

jVIembership  in  the  society  is  open  to  any  person 
interested  in  the  aims  of  the  organization. 

Governor  Lodge  had  encouraged  the  organization 
of  this  group  when  he  stated  he  felt  a firm  convic- 
tion that  much  interest  and  planning  for  the  older 
age  group  had  been  indicated  for  some  time. 

At  the  first  meeting  Professor  Walter  McKain 
of  the  Department  of  Sociology,  University  of  Con- 
necticut, outlined  some  of  the  studies  done  on  older 
people  by  that  department  during  the  last  three 
years.  He  emphasized  the  emotional  difficulties  in 
the  process  of  aging  and  adjustment  to  retirement, 
which,  he  pointed  out,  should  be  a challenge  to  both 
the  medical  profession  and  workers  in  other  scien- 
tific disciplines  to  find  an  adequate  answer. 

Aliss  Harriett  Wilcoxson,  public  health  nursing 
consultant.  State  Department  of  Health,  presented  a 
summary  of  medical  diagnoses  and  handicaps  being 
serviced  by  representative  visiting  nurse  associations 
as  disclosed  by  a survey  conducted  during  the  sum- 
mer and  early  fall  of  1953.  The  major  conditions 
vere  found  to  be  diseases  of  the  heart  and  blood 
vessels,  cancer,  arthritis,  mental  deterioration  and 
anemia  (which  might  be  symptomatic  of  other 
underlying  disease). 

Both  speakers  stressed  that  women  constitute  the 
bulk  of  the  older  population.  Slightly  more  than  80 
per  cent  of  the  people  with  a medical  diagnosis 
require  assistance  from  another  person  in  activities 
of  daily  living,  according  to  Miss  Wilcoxson,  while 
Professor  McKain  stated  that  only  8 per  cent  of  the 
older  people  lived  alone. 
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SPECIALIZATION  AND  THE  GENERAL  PRACTITIONER 

In  a field  as  vast  as  medicine  specialization  is  essential,  inevitable,  and  will  never 
be  displaced.  One  wonders,  however,  if  we  are  not  becoming  top  heavy  with 
specialists  and  if  the  process  of  board  certification  has  not  gone  too  far.  Surgery 
is  broken  up  into  multiple  specialties,  each  treating  separate  portions  of  the  body, 
such  as  gynecology,  orthopedics,  urology,  proctology,  plastic  surgery,  thoracic 
surgery,  neursosurgery,  and  recently  cancer  surgery.  Medicine  is  divided  into 
dermatology,  allergy,  cardiology,  gastroenterology,  neurology,  as  well  as  further 
subdivided  by  the  arthritic,  the  diabetic,  and  the  kidney  specialist.  Specialization 
tends  to  fragment  medicine  and  a specialist  is  likely  to  see  only  the  conditions 
related  to  his  particular  field  of  interest,  rather  than  evaluate  the  patient  as  a whole. 

The  general  practitioner  who  is  in  charge  of  the  patient  can  best  determine 
when  special  care  is  needed.  It  is  his  responsibility  in  guarding  his  patient’s  interests 
at  all  times  to  obtain  consultation  and  specialty  service  when  indicated.  The  well 
trained,  educated,  and  experienced  general  practitioner  of  today  is  capable  of 
diagnosing  and  treating  85  per  cent  of  all  illnesses.  He  should  know  his  limitations 
and  should  seek  counsel  about  the  other  1 5 per  cent. 

The  public  has  strayed  away  from  reliance  on  the  family  doctor,  owing 
largely  to  overemphasis  of  specialization.  However,  there  seems  lately  to  be  a trend 
back  to  him  with  a beginning  awareness  of  the  proper  relation  between  the  general 
physician  and  the  specialist.  Nothing  should  succeed  in  replacing  the  family 
physician  as  the  most  important  cog  in  the  whole  system. 

To  quote  from  Dr.  Fred  W.  Rankin’s  recent  Fellowship  Address  as  the  in- 
coming president  of  the  American  College  of  Surgeons,  “The  old-time  general 
practitioner  has  in  large  measure  passed  with  the  changing  times.  Perhaps  that  was 
inevitable,  but  it  is  still  to  be  deplored.  The  cornerstone  of  medical  practice  should 
still  be  this  type  of  physician,  who  represented,  at  his  best,  integrity,  moral  char- 
acter, selflessness,  willingness  to  serve  with  or  without  remuneration,  and  without 
consideration  of  his  own  time  and  comfort,  because  he  was  dedicated  to  the 
service  of  his  fellowmen.” 

In  is  not  my  intention  to  belittle  the  well  trained  specialist  who  is  essential 
and  needed  in  our  pattern  of  medical  practice.  This  is  a plea  for  a proper  balance  in 
our  medical  setup  with  a suggestion  that  we  must  go  further  in  our  medical  schools 
and  hospitals  in  encouraging  and  training  qualified  general  practitioners. 

George  H.  Gildersleeve,  m.d. 
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THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones;  UN  5-0587,  LO  2-0836 

COUNCIL  MEETING 
Thursday,  January  14,  1954  — 3:00  P,  M. 

160  St.  Ronan  Street,  New  Haven,  Connecticut 

The  January  meeting  of  the  Council  was  held  at  the  offices  of  the  Society  in  New  Haven  on  January 
14,  1954.  The  meeting  was  called  to  order  by  the  Chairman  at  3:00  p.  m.  There  were  present  in  addition 
to  the  Chairman  Dr.  Danaher,  Drs.  Gildersleeve,  Marvin,  Couch,  Barker,  Weld,  Whalen,  Fincke,  Gallivan, 
Ursone  alternate  for  Walker,  Tracy,  Gettings,  Labensky,  Gilman  alternate  for  Ottenheimer.  Alternate 
Councilors  Drs.  Ogden,  Buckley,  Otis.  Speaker  of  the  House  Dr.  Gibson,  Vice-Speaker  Dr.  Feeney, 
Absent:  Drs.  Murdock,  Walker,  Flaherty  and  Ottenheimer.  Alternate  Councilors  Drs.  Gen  and  Archam- 
bault. 

elation  would  no  longer  be  given  the  privilege  of 
nominating  members  of  the  Board  of  Directors  of 
Connecticut  Hospital  Service.  But,  since  no  official 
information  had  been  received  to  this  effect  from 
Connecticut  Hospital  Service,  it  was  believed  that 
the  Council  should  proceed  with  nominating  three 
directors  as  usual  and  so  inform  Connecticut  Hos- 
pital Service. 

DIRECTORS  OE  CONNECTICUT  MEDICAL  SERVICE 

The  present  incumbents,  Drs.  Henry  A.  Archam- 
bault,  Creighton  Barker,  Thomas  J.  Danaher,  Louis 
F.  iVliddleffimok,  Thomas  P.  Murdock,  Walter  I. 
Russell,  were  renominated  as  directors  of  Connecti- 
cut Medical  Service. 

PROFESSIONAL  POLICY  COMMITTEE  OF  CONNECTICUT 
MEDICAL  SERVICE 

Drs.  Orpheus  J.  Bizzozero,  William  H.  Curley, 
Jr.,  Thomas  M.  Feeney,  Robert  G.  Reynolds,  Ed- 
ward J.  Whalen  were  named  as  members  of  the 
Professional  Policy  Committee  of  Connecticut  Adedi- 
cal  Service.  Dr.  Robert  G.  Reynolds  replaces  Dr. 
Denis  S.  O’Connor  who  did  not  wish  to  continue  as 
a member  of  the  Committee. 

COUNTY  ASSOCIATION  OFFICERS  CONFERENCE 

The  results  of  the  questionnaire  that  had  been  sent 
to  officers  of  the  county  medical  associations  asking 


CONNECTICUT  CHAMBER  OF  COMMERCE 

An  invitation  that  the  Society  become  a member 
of  the  Connecticut  Chamber  of  Commerce  was  con- 
sidered. It  was  finally  agreed  that  the  Society  not 
become  a member  of  the  Chamber. 

MEMBER  OF  COMMITTEE  ON  PUBLIC  HEALTH 

The  resignation  of  William  J.  Morse,  New  Lon- 
don, as  a member  of  the  Committee  on  Public  Health 
was  presented  and  Frederick  W.  Goodrich,  New 
London,  was  appointed  to  succeed  him. 

COMMITTEE  ON  NATIONAL  LEGISLATION 

Dr.  Thomas  M.  Feeney,  Hartford,  was  named  an 
additional  member  of  the  Committee  on  National 
Legislation  from  Hartford  County  and  Dr.  Joseph 
Fiorito,  New  Haven,  was  named  an  additional  mem- 
ber of  the  Committee  on  National  Legislation  from 
New  Haven  County  (3rd  Congressional  District). 

DIRECTORS  OF  CONNECTICUT  HOSPITAL  SERVICE 

The  three  present  directors  of  Connecticut  Hos- 
pital Service  from  this  Society,  Drs.  Edward  H. 
Kirschbaum,  Albert  W.  Stroke  and  Edward  J. 
Whalen,  were  renominated  to  be  directors  for  the 
coming  year.  The  chairman  of  the  Council  ex- 
plained that  it  was  rumored  that  the  By-Laws  of 
Connecticut  Hospital  Service  were  to  be  amended  so 
that  this  Society  and  the  Connecticut  Hospital  Asso- 
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products  of  performance 


THE  PATIENT  REPORTS 

progressive  relief  of 
hypertensive  symptoms 
if  present. 

YOU  OBSERVE 

benefits  in  up  to  80%  of  cases : 
e.g.,  hypertension  gradually 
reduced,  renal  circulation 
improved,  eye-ground  changes 
may  be  reversed. 

THE  LITERATURE  REPORTS 

therapy  is  generally  well 
tolerated  with  initial 
low  dosages,  gradually 
increased.^'^''*  Patient 
response  is  the  guide  to 
dosage  adjustment.^  Optimal 
maintenance  dosage  level 
is  usually  reached  only 
after  3 weeks  or  more ; 
marked  therapeutic  effect 
cannot  be  expected  with 
initial  low  dosages.^ 

Tablets  of  10,  25,  50,  100  mg. 
Ampuls  of  1 ml,  20  mg. 

1.  Hafkenschiel,J.H.,and  Lindauer,  M.A.: 
Circulation  7:  52,  1953. 

2.  Schroeder,  H.  A.:  Circulation  5:  28,  1952. 

3.  Riven,  S.  S.,  Pocock,  D.  G.,  Kory,  R.  C., 
Roehm,  D.  C.,  Anderson  R.  S.,  and 
Meneely,  G.  R.;  Am.  J.  Med.  14:  160,  1953. 

4.  Taylor,  R.  D.,  Dustan,  H.  P.,  Corcoran, 

A.  C.,  and  Page,  I.  H.:  Arch.  Int. 

Med.  90:  734,  1952. 

APRESOLINE®  HYDROCHLORIDE 

(hydralazine  hydrochloride  ciba) 
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for 

“off-season” 

allergic 

nasal 

congestion 


Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as  "perhaps 
the  commonest  cause  of  a stuffy  nose . . And  in  "off-season”  allergic 
nasal  congestion  - as  in  other  allergic  manifestations  — you  can  rely  on 
Pyribenzamine  for  prompt  symptomatic  relief,  with  a minimum  of  sedation 
or  other  side  effects.  Keep  this  effective  prescription  in  mind  whenever  you 
suspect  allergy  as  a factor  in  "stuffy  nose.”  Pyribenzamine  hydrochloride 
(tripelennamine  hydrochloride  Ciba)  50-mg.  tablets,  bottles  of  100  and 
1000.  For  pediatric  use,  prescribe  palatable  Pyribenzamine  Elixir;  each 
4-ml.  teaspoonful  contains  30  mg.  tripelennamine  citrate.  Pints  and  gallons. 

1.  Dill,  J.  L.;  Postgrad.  Med.  4:413,  1948. 

Pyribenzemnine^ 

No  other  antihistamine  combines  greater  clinical  benefit  with  greater  freedom  from  side  effects 


2/19691 


Ciha 


'products  of  performance 


'i 


for  nasal 
congestion  in 
the  common  cold 
or  allergy 


THE  PATIENT  FEELS 

a greater  ease  in  breathing. 

YOU  OBSERVE 

prompt  reduction  of  turgid 
mucous  membranes. 

THE  LITERATURE  REPORTS 

a rapid  decongestive  effect^— 
“relief  lasts  for  several 
hours’’'^— and  a prolonged 
reduction  of  local  swelling 
and  congestion.^ 

Supply : 0.05%  Solution,  1 oz. 
bottle  and  15  ml.  Nebulizer. 

1.  Hiid,  A.  M.:  Schweiz,  med.  Wchnschr. 

71:557,  1941. 

2.  New  and  Nonofficial  Remedies, 

J.  B.  Lippincott  Co.,  Philadelphia,  1953,  p.  200. 

PRIVtNE®  HYDROCHLORIDE 

(naphazoline  hydrochloride  ciba) 
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secretary’s  office 

them  to  express  their  opinion  concerning  holding  the 
Anntuil  Conference  of  County  Officers  was  pre- 
sented. (See  Auxiliary  Minute  Book  i-i4-54-“B”). 
After  discussion  it  was  concluded  that  there  was  not 
much  enthusiasm  in  favor  of  holding  the  Conference 
in  1954  suggested  that  the  Program  Com- 

mittee for  the  1954  Annual  Meeting  be  asked  to 
consider  holding  the  County  Officers  Conference  in 
conjunction  with  the  Annual  Meeting  of  the  Society 
to  be  held  in  Hartford,  April  27,  28  and  29. 


AMA  HOUSE  OF  DELEGATES  RESOLUTION  NO.  I 6 

The  secretary  presenteei  communications  from 
George  Lull,  general  manager  of  the  American 
Medical  Association,  calling  the  Society’s  attention 
to  the  requirement  included  in  Resolution  No.  i6, 
passed  by  the  AMA  House  of  Delegates  at  St.  Louis, 
December  1953,  in  regard  to  cooperating  with  the 
Commission  on  Intergovernmental  Relations  (see 
Auxiliary  Minute  Book  i-i4-54-“C”).  The  secretary 
was  directed  to  inform  Dr.  Lull  that  this  Society  and 
its  committees  were  ready  to  cooperate  with  the 
Commission  on  Intergovernmental  Relations  in  any 
helpful  manner  as  requested  by  the  Commission. 

COLLECTION  OF  FEES  FOR  SERVICES  RENDERED  BY 
RESIDENT  HOUSE  STAFF 

The  supplementary  report  of  the  Committee  on 
Third  Party  Payments  which  had  been  presented 
for  consideration  at  the  meeting  of  the  Council  on 
November  19,  1953,  was  considered  (see  Auxiliary 
Minute  Book  i-i4-54-“D”).  There  was  lengthy 
discussion  of  this  matter  and  many  objections  to  the 
recommendations  in  the  report  were  voiced.  It  was 
finally  voted: 

(a)  That  the  secretary  thank  the  Committee  on 
Third  Party  Payments  for  its  efforts  in  connection 
with  this  subject  and  ask  it  to  suspend  further  con- 
sideration of  it  for  the  present,  and 

(b)  The  Chairman  of  the  Council  endeavor  to  find 
out  if  the  Connecticut  Aledical  Service  claim  blank 
can  be  amended  to  permit  a physician  or  surgeon  to 
file  a claim  blank  stating  that  he  was  responsible  for 
the  care  of  an  insured  patient  although  the  services 
were  actually  rendered  by  a member  of  a resident 
house  staff. 

MANAGEMENT  OF  AMEF  CAMPAIGN 

Dr.  William  G.  H.  Dobbs,  chairman  of  the  Com- 
mittee on  Public  Relations,  joined  the  meeting  at 
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this  time.  A resolution  passed  by  the  Committee  on 
Public  Relations  at  a meeting  on  November  19,  1953 
was  presented  as  follows: 

“Resolved:  That  AMEF  fund-raising  activities 
be  transferred  to  another  committee  and  that  the 
Society’s  Council  consider  employment  of  a fund- 
raising organization  to  accomplish  the  purposes  of 
the  campaign.” 

Dr.  Dobbs  explained  the  operations  of  the  AlMEF 
Campaign  at  interesting  length  (see  Auxiliary  Minute 
Book  I -14  -54-“H”).  He  stated  that  in  his  opinion 
the  objection  on  the  part  of  the  members  of  the 
Public  Relations  Committee  to  continue  to  operate 
the  Campaign  was  because  of  the  large  amount  of 
time  and  work  involved  in  organizing  teams  to  make 
personal  solicitations.  He  also  stated  that  the  1953 
results  in  the  campaign  using  personal  solicitations 
were  not  as  good  as  in  1952  campaign  when  postal 
solicitations  were  relied  upon.  He  thought  probably 
that  the  Committee  on  Public  Relations  would  be 
willing  to  continue  to  supervise  and  make  policy 
concerning  the  AiVIEF  Campaign  if  it  did  not  entail 
personal  solicitation  and  that  he  was  willing  to  con- 
tinue as  chairman  of  the  committee.  It  was  voted 
that  Dr.  Dobbs  ask  the  Committee  on  Public  Rela- 
tions at  its  meeting  to  be  held  next  week  if  it  would 
be  willing  to  continue  to  supervise  and  direct  AMEF 
Campaign  with  the  understanding  that  only  postal 
solicitation  would  be  utilized.  It  was  also  agreed  that 

O 

the  employment  of  a fund  raising  organization  as 
suggested  by  the  Committee  on  Public  Relations  was 
not  practical. 

A BOOKLET  ON  PREVENTION  OF  MALPRACTICE  SUITS 

A resolution  from  the  Committee  on  Public  Rela- 
tions passed  at  its  meeting  on  November  19  was  pre- 
sented as  follows: 

“Resolved:  That  this  committee  recommend  to 
the  Society’s  Council  publication  of  a booklet  on 
prevention  of  malpractice  suits  for  distribution  to 
physicians  in  Connecticut.” 

Copies  of  a booklet  on  this  subject  prepared  by 
and  for  members  of  the  Texas  State  Medical  Society 
were  distributed  by  the  secretary.  The  secretary 
noted  that  there  had  been  informal  consideration  of 
obtaining  this  booklet  from  Texas  for  members  of 
the  Connecticut  State  Aledical  Society,  but  there 
were  details  in  the  booklet  that  were  applicable  only 
to  Texas  and  considerable  revision  would  be  required 
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to  make  it  useful  in  this  State.  The  detail  and  expense 
of  preparing,  editing  and  publishing  a booklet  of 
this  kind  were  discussed  at  length.  The  secretary 
then  called  attention  to  the  fact  that  the  Council  on 
Medical  Service  of  the  AMA  is  now  engag'd  in  a 
study  of  professional  liability  insurance  and  mal- 
practice actions  in  the  United  States  and  it  is  possible 
that  the  Council  on  Medical  Service  may  contem- 
plate the  preparation  of  a booklet  on  the  presentation 
of  such  cases  to  supplement  the  exhibit  material 
which  the  Council  makes  available  on  this  subject. 

It  was  agreed  that  the  Society  should  not  proceed 
with  the  preparation  of  its  own  booklet  at  this  time 
and  that  the  secretary  should  communicate  with  the 
Council  on  Aledical  Service  to  see  if  such  a booklet 
is  being  planned  by  the  Council  and  if  not,  to  suggest 
that  it  be  done. 

A motion  passed  by  the  House  of  Delegates  at  the 
Semi-Annual  Meeting  on  December  lo,  1953  that 
“proposals  made  by  Connecticut  Medical  Service  be 
referred  to  the  physicians  of  Connecticut  with  an 
opportunity  for  them  to  be  discussed  at  the  county 
level”  was  recalled  to  the  Council  (see  Auxiliary 
Minute  Book  i-i4-54-“E”).  The  secretary  presented 
a letter  which  he  had  written  to  Dr.  Samuel  Spinner, 
the  maker  of  the  motion,  asking  Dr.  Spinner  his 
intent  in  reference  to  that  part  of  the  motion  which 
says  that  the  proposals  . . . “be  referred  to  the 

physicians  of  Connecticut.” 

The  secretary  asked  the  Council  to  determine 
if  the  publication  in  the  Connecticut  State  Medical 
Journal  of  the  CAIS  proposals,  on  page  47  of  the 
January  issue  of  the  Journal,  was  sufficient  to  carry 
out  the  provisions  of  the  Spinner  motion  that  the 
CA4S  proposals  “be  referred  to  the  physicians  of 
Connecticut.” 

It  was  voted  that  the  publication  in  the  Journal 
was  sufficient  for  the  purpose  noted. 

CONNECTICUT  NUTRITION  COUNCIL 

Continuation  of  the  Society’s  membership  in  the 
Connecticut  Nutrition  Council  was  discussed  and  it 
was  voted  that  the  Society  continue  its  membership 
for  1954  and  Dr.  Stewart  P.  Seigle,  Hartford,  be 
named  as  a delegate  from  the  Society  to  the  Council 
to  serve  with  Dr.  Max  Caplan,  Meriden. 

A RESOLUTION  CONCERNING  THE  CMS  CONTRACT 

A resolution  from  a group  of  physicians  of  New 
Britain  concerning  the  revision  of  the  subscribers’ 


contract  of  Connecticut  Medical  Service  was  pre- 
sented (see  Auxiliary  Minute  Book  1-14-54-“!^”). 
1 he  proposed  revision  would  make  substantial 
changes  in  the  provisions  for  payment  for  services 
of  physicians  for  nonsurgical  sendees. 

Dr.  Danaher  reported  that  he  had  received  a copy 
of  this  resolution  as  chairman  of  the  Committee  on 
Professional  Policy  of  Connecticut  Adedical  Service 
and  that  it  had  also  been  sent  to  the  county  medical 
associations.  He  stated  that  it  was  his  intent  to  meet 
with  this  group  of  physicians  in  New  Britain  this 
evening  following  adjournment  of  the  Council 
meeting.  The  matter  was  generally  discussed,  and  it 
was  finally  concluded  that  it  belonged  in  the  Com- 
mittee on  Professional  Policy  of  CAdS  rather  than 
before  this  Council.  It  was  then  voted  that  the  sub- 
ject be  referred  to  the  Professional  Policy  Committee 
of  CAdS  and  to  the  Hartford  County  Adedical  Asso- 
ciation. 

COMMITTEES  DISCONTINUED 

It  was  voted  that  the  Adedical  Advisory  Committee 
to  the  A^eterans  Placement  Board  and  the  Advisory 
Committee  to  the  State  Health  Department  on 
Psychiatric  Clinics  be  discontinued. 

STUDENT  MEMBERS  ELECTED 

Allan  G.  Bennett,  Thompson 
Western  Reserve— Class  of  1957 
Pre-Aded:  Oberlin  College 
Parent;  Alva  H.  Bennett 

Seymour  Byer,  New  Britain 
George  Washington  University— Class  of  1957 
Pre-Aded:  George  Washington  University 
Parent:  Louis  Byer  (deceased) 

Anthony  J.  Giorgio,  Hartford 
Boston  University— Class  of  1957 
Pre-Aded:  Boston  University 
Parent:  Nicholas  A.  Giorgio,  m.d. 

Bernard  L.  Kaye,  New  Haven 
Harvard  Adedical  School— Class  of  1955 
Pre-Aded:  Yale 
Parent:  Reubin  Kuklinsky 

Richard  P.  Lena,  New  London 
Tufts  Medical  School— Class  of  1957 
Pre-AIed;  Dartmouth  College 
Parent:  Hugh  L.  Lena,  m.d.  (deceased) 
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Salvatore  M.  Santella,  East  Norwalk 
Creighton  Medical— Class  of  1957 
Pre-Med:  Fairfield  University 
Parent:  Nicholas  Santella 

Richard  A.  Smith,  Norwalk 
Howard  University— Class  of  1957 
Pre-iMed:  Howard  University 
Parent:  Julius  R.  Smith  (deceased) 

The  meeting  adourned  at  6:15  p.  m. 

NOTE 

A new  method  of  filing  records  of  the  Council  is 
to  be  instituted  commencing  with  this  meeting.  In 
the  future,  all  supplementary  data  and  exhibits  will 
be  filed  in  a separate  volume,  the  Auxiliary  Minute 
Book  (AMB).  The  symbols  in  the  minutes,  AMB 
1-14-54,  stc.,  refer  to  file  numbers  of  those 

documents  in  the  Auxiliary  Minute  Book. 

THE  COUNCIL  WILL  MEET  AT  THE 
OFFICES  OF  THE  SOCIETY  ON  FEBRU- 
ARY 11. 

Meetings  Held  During  January 

January  6— Woman’s  Auxiliary 

Connecticut  Medical  Examining  Board 

January  7— Nominating  Committee 

Conference  Committee  with  State  Bar 
Association 

January  1 2— Connecticut  Health  League 

January  13— Committee  on  Maternal  Mortality  and 
Morbidity 

January  14— Council  Meeting 

January  18— Conference  Committee  with  American 
Legion 

January  19— Program  Committee— Annual  Aleeting 

January  20— Committee  to  Study  Neonatal  Mortal- 
ity 

Committe  on  Industrial  Health 
Advisory  Committee  to  Welfare  De- 
partment 

January  21— Committe  on  Public  Relations 
Committee  on  School  Health 


Hartford  Hospital  Advances  Research 

For  the  past  few  years  there  has  been  a growing 
interest  on  the  part  of  the  Board  of  Directors  and 
the  Medical  and  Surgical  Staff  of  the  Hartford  Hos- 
pital in  the  development  of  a definite  program  of 
research.  Mr.  William  H.  Putnam,  chairman  of  the 
Board,  has  been  instrumental  in  securing  financial 
aid  from  individuals  and  corporations  in  the  Hart- 
ford section.  Already  $65,000  is  on  hand,  the  gift  of 
Aetna  Life,  Connecticut  General,  Connecticut 
Alutual,  Phoenix  Mutual  and  Travelers  Insurance 
Companies.  Ralph  M.  Tovell  is  chairman  of  the  re- 
search committee  and  has  announced  that  priority 
will  be  given  cardiac  and  respiratory  diseases  in  the 
program.  A fulltime  research  director  has  been 
recomended  by  the  staff  as  soon  as  funds  become 
available. 

Of  interest  to  all  is  the  new  giant  radioactive 
cobalt  therapy  unit  which  the  Hartford  Hospital 
has  ordered  for  super  voltage  radiation  therapy  of 
cancer.  This  unit  is  called  the  “theratron,”  will  de- 
liver the  equivalent  radiation  of  a 2 million  super 
voltage  x-ray  unit,  weighs  16,000  pounds,  and  will 
cost  close  to  $90  thousand.  1 he  purchase  of  this 
unit  has  been  made  possible  by  a gift  of  $100  thou- 
sand from  the  United  Aircraft  Corporation.  The 
cost  of  installation  of  this  unit  will  be  an  additional 
expense.  So  far  as  is  known  there  is  but  one  other 
unit  of  this  kind  in  operation  in  this  country. 

Other  improvements  in  the  radiological  and  physi- 
cal medicine  departments  have  been  made  possible 
by  the  gift  of  $26,750  from  the  Hartford  Foundation 
for  Public  Giving.  These  include  the  installation  of 
a combined  fluoroscopic  and  radiographic  unit  for 
use  in  the  diagnostic  clinic,  and  moist  air  equipment 
for  the  physical  medicine  department. 

Connecticut  Health  League  Elects 

Physicians  figured  prominently  in  the  recent 
elections  of  the  Connecticut  Health  League.  Charles 
C.  Wilson,  professor  of  health  and  education  in  the 
Department  of  Public  Health  at  Yale,  was  re-elected 
president;  Luther  K.  iVIusselman  of  New  Haven, 
delegate  from  the  State  Medical  Society,  was  re- 
elected vice-president;  and  Stanley  H.  Osborn,  State 
health  commissioner,  and  R.  C.  Edson,  superintend- 
ent and  medical  director  of  Cedarcrest  Sanatorium, 
were  elected  to  the  board  of  directors. 
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THE  HARTFORD  HOSPITAL,  1854-1954 

Lydia  B.  Hewes,  Hartford 


T N 1854  Hartford  has  a handsome  city  hall  of  Bul- 
finch  design,  several  fine  churches,  paintings  are 
on  exhibit  in  the  Wadsworth  Athenetim.  There  are 
eight  public  grammar  schools,  an  orphan  school,  a 
Catholic  School  and  an  African  School.  The  new 
Hartford  Public  School  High  that  cost  $15,000 
stands  at  the  corner  of  Asylum  and  Ann  Streets. 
There  is  a private  Academy,  the  first  Deaf  and  Dumb 
Asylum  in  the  U.  S.  A.,  and  on  the  hill,  where  the 
State  Capitol  will  rise  in  the  future,  stands  Trinity 
College.  The  Governor  of  Connecticut  in  1854  is 
Thomas  H.  Seymour  with  a salary  of  $1,100.  William 
J.  Hamersley  is  the  Mayor  of  Hartford.  The  residen- 
tial district  near  the  river  front  and  at  the  south  end 
boasts  substantial  houses.  Carriages  are  in  demand  at 
the  livery  stable  on  Broad  Street.  There  are  horse- 
drawn  omnibuses  that  leave  from  Asylum  and  Main 
three  times  a day  for  West  Hartford.  Busy  traffic 
in  boats  plies  the  river,  which  is  crossed  by  a wooden 
covered  bridge. 

The  City  Hotel  takes  care  of  travelers  at  this  mid- 
century period.  People  come  and  go  by  stage  coach 
or  arrive  from  New  York  by  railroad.  Horses  clip 
clop  along  the  streets  drawing  the  carts  and  wagons 
of  trade.  One  day  a balloon  makes  a first  ascension 
over  Hartford,  remaining  in  the  air  two  hours  to  the 
astonishment  of  the  populace.  By  1854  several  insur- 
ance companies  have  been  founded,  and  the  way  is 
paved  for  the  town’s  future  title  as  “The  Insurance 
City.”  Horse  shoeing  is  a prosperous  activity,  car- 
riage makers  are  busy,  as  well  as  harness,  saddle, 
bridle  and  whip  makers.  Carpet  bags,  valises,  feather 
beds  and  looking  glasses  are  among  the  articles  manu- 
factured locally. 

The  news  of  the  world  is  supplied  by  The  Hart- 
ford Com  am  in  the  morning  and  The  Hartford 
Times  in  the  evening.  During  1854  people  read  about 
the  Crimean  War  in  Europe,  about  the  bravery  of 


Florence  Nightingale  nursing  the  wounded  on  the 
battlefields,  of  Japan  being  opened  to  commerce 
with  the  Western  world.  Livingstone  is  exploring  in 
Africa,  the  United  States  is  in  the  throes  of  argu- 
ments over  slavery,  the  Kansas-Nebraska  Act  is 
passed,  giving  the  states  the  right  to  decide  whether 
to  be  slave  or  free,  and  “Uncle  Tom’s  Cabin”  by 
Harriet  Beecher  Stowe  has  added  fuel  to  the  emo- 
tional fire. 

There  is  news  in  the  papers  of  a yellow  fever  out- 
break in  the  south,  of  a cholera  epidemic  in  Niagara 
Falls.  Some  people  are  apprehensive  because  there  is 
no  public  hospital  in  Hartford,  the  majority  are 
complacent.  Why  borrow  trouble?  The  city  has  a 
pest  house  and  an  Alms  House,  a Retreat  for  the 
Insane.  There  is  a “Home  for  the  Sick”  at  the  south 
end,  founded  by  a Committee  of  Christ  Church  in 
1852,  that  cares  for  a small  number  of  invalids.  There 
are  also  about  25  physicians  and  surgeons  covering 
the  area  by  horse  and  buggy,  as  well  as  four  homeo- 
paths, four  Thompsonian  botanic  physicians,  one 
“natural  physician”  who  claims  miraculous  cures  for 
consumption,  asthma  and  other  ills,  a psychomag- 
netic  physician  who  can  diagnose  by  clairvoyance. 
The  drug  stores  are  stocked  with  drugs,  medicines 
and  chemicals  plus  a good  supply  of  German  and 
Swedish  leeches.  There  are  wmmen  in  town  who  are 
handy  at  caring  for  the  sick. 

There  is  no  great  demand  for  a hospital  until 
Adarch  2,  1854  when  there  is  a terrible  explosion. 
A boiler  blows  up  at  the  Grove  railroad  car  works, 
operated  by  the  Fales  and  Gray  Co.  Nineteen  people 
are  killed  and  twenty-three  injured.  There  is  no  place 
to  take  care  of  the  victims.  The  city  is  shocked! 
There  is  a demand  for  action! 

Hartford  Hospital  is  founded  in  1854  as  a direct 
result  of  this  accident! 


Reprinted  from  Hartford  HospitaVs  Rx-TRA  by  permission  of  the  author 
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Dr.  Bartlett  Honored 

On  Friday  December  18,  1953,  Dr.  Charles  J. 
Bartlett  was  honored  at  a special  meeting  of  the 
General  Staff  of  the  Grace-New  Haven  Community 
Hospital  held  in  the  memorial  Unit.  Many  of  Dr. 
Bartlett’s  old  friends,  and  indeed  many  of  his  former 
pupils,  were  present  to  assist  in  honoring  him.  Dr. 
Charles  Foote,  who  has  passed  his  92nd  birthday, 
was  also  present.  (Both  Drs.  Bartlett  and  Foote 
seemed  to  be  very  hale  and  hearty  and  in  the  best 
of  spirits.)  A number  of  communications  were 
read  from  those  who  could  not  attend  due  to  un- 
fortunate other  commitments. 

The  president  of  the  staff.  Dr.  Daniel  F.  Levy, 
then  read  the  following  to  Dr.  Bartlett  and  the  staff: 

“When  I was  a student  of  medicine,  my  teacher 
of  pathology  was  my  good  friend.  Dr.  Charles  J. 
Bartlett.  He  not  only  taught  pathology,  but  he  also 
taught  other  subjects.  Some  of  the  students  studied 
bacteriology  under  him  and  I am  told  that  in  the 
older  days  he  also  taught  histology.  I have  known 
Dr.  Bartlett  chiefly  as  a pathologist  and  a clinician. 
He  used  to  make  rounds  on  the  old  alternating  serv- 
ice at  the  New  Haven  Hospital  and  we  certainly 
learned  a great  deal  from  him.  During  the  many 


years  that  I served  as  chairman  of  the  Clinical  Patho- 
logical Conference  at  the  Grace  Unit  and  at  the 
Grace  Hospital,  Dr.  Bartlett  was  most  kind  to  me. 
He  permitted  me  to  scrutinize  all  of  his  autopsies 
and  went  over  the  pathological  sections  with  me,  if 
necessary.  I then  was  able  to  correlate  this  material 
with  the  clinical  findings  and  choose  a case.  The  next 
step  was  to  write  a protocol.  This  protocol  was  read 
when  I presided  at  the  weekly  Clinical  Pathological 
Conference  on  Friday  afternoons.  Dr.  Bartlett  rarely 
missed  a meeting.  To  him  I owe  more  than  I can 
ever  express. 

“On  three  previous  occasions  I have  had  the  honor 
of  telling  my  colleagues  about  Dr.  Bartlett.  I wrote 
a brief  biological  sketch  of  him  which  was  first 
printed  in  the  Grace  Hospital  News  and  later  re- 
printed in  the  Connecticut  State  Medical  Journal 
in  March  1943  under  the  title  of  ‘Tribute  to  an 
Elder  Statesman.’  The  second  time  that  I was  per- 
mitted to  help  honor  Dr.  Bartlett,  in  the  presence  of 
his  colleagues  and  my  colleagues,  was  when  we 
handed  him  a bound  volume,  a Festschrift,  contain- 
ing articles  written  by  many  of  us.  This  was  on  the 
occasion  of  his  80th  birthday.  The  proceedings  of 
that  meeting  were  also  reported  in  the  Connecticut 
State  Medical  Journal,  but  I have  no  reprints  of 
them.  Finally,  when  Dr.  Bartlett  retired,  we  had  a 
dinner  at  the  New  Haven  Medical  Association  build- 
ing and  I also  was  able  to  tell  my  friends  and  his 
what  we  all  think  of  him. 

“Today  Dr.  Bartlett  is  89  years  old.  He  has  given 
up  his  active  work,  but  I can  assure  you  that  he  led  a 
very  active  life  indeed.  Not  only  was  he  pathologist, 
attending  physician,  and  head  of  the  laboratories  at 
the  old  Grace  Hospital,  but  at  the  same  time  he  was 
pathologist  at  the  Charlotte  Hungerford  Hospital  in 
Torrington,  the  Griffin  Hospital  in  Derby,  and  at 
one  time  pathologist  at  the  Meriden  Hospital.  He 
served  on  the  Board  of  Health  for  many  years  and 
was  director  of  laboratories  in  the  State  Depart- 
ment of  Health.  He  was  formerly  president  of  the 
Connecticut  Medical  Examining  Board.  In  my  judg- 
ment and  in  the  judgment  of  all  of  my  colleagues. 
Dr.  Bartlett  has  been  and  is  a great  and  good  man, 
and  I believe  that  he  is  the  most  honest  man  in  medi- 
cine whom  I have  ever  met. 

“It  is,  therefore,  a great  pleasure  and  a great  privi- 
lege to  speak  to  Dr.  Bartlett  on  this  occasion  and  to 
inform  him  that  in  his  honor,  in  the  pathological 
department  of  the  Memorial  Unit  of  the  Grace- 
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h'ollow  ing  the  meeting  refreshments  were  served 
and  all  of  the  assembled  guests  and  members  of  the 
stafi  congratulated  Dr.  Bartlett.  A picture  of  him 
smoking  his  pipe,  one  of  his  favorite  poses,  was 
exhibited  framed.  It  is  to  be  hung  above  the  plac|ue. 

TB  - Alcohol  Lectures 

Not  infre(|uentl\-  one  fimls  in  tuberculosis  sana- 
toria patients  w ho,  in  addition  to  having  tuberculosis, 
use  alcohol  exce.ssiveK’  and  in  many  cases  addictively. 
This  use  of  alcohol  makes  some  of  these  patients 
difficult  beha\  ior  problems  while  they  are  confined 
in  a sanatorium  for  the  treatment  of  tuberculosis. 
More  importantly,  the  excessive  and  addictive  use 
of  alcohol  by  these  patients  often  seriously  lessens 
their  chances  for  an  effective  response  to  the  sana- 
torium’s therapeutic  regime  directed  at  the  treatment 
of  their  tuberculosis. 

As  might  be  expected  from  the  nature  of  his 
drinking  prolilem,  the  tuberculous  alcoholic  con- 
fined to  a sanatorium  frc(]uenrly  feels  his  first  need 
to  be  alcohol  and  he  w ill  often  go  to  extreme  lengths 
to  secure  it.  1 le  w ill  sometimes  arrange  to  have 
friends  bring  it  to  him  at  the  santorium  or  he  will 
leave  the  institution  w ithout  permission  to  secure  it 
from  the  nearest  source  of  supply.  Whatever  his 
method,  his  overindtdgence  presents  serious  admin- 
istrative and  treatment  problems  to  the  sanatorium 
aiK.!  its  staff.  As  is  w ell  known  the  ingestion  of  alco- 
hol in  large  amouiits  can,  for  a time,  fulfill  the  body’s 
re(|uirements  for  hear  calories  which  are  normally 


dei'ixed  from  an  adcHjuate  and  balanced  diet.  The 
tuberculous  patient  who  uses  alcohol  excessively 
conse(|uently  fails  to  recei\e  the  essential  com- 
ponents of  a normal,  balanced  aiul  abundant  diet 
which  is  so  necessary  to  the  treatment  of  tubercu- 
losis. Rest,  another  very  important  element  in  the 
treatment  of  tuberculosis,  is  freipiently  neglected  by 
the  alcoholic  or  is  taken  spasmodically  as  physical 
exhaustion  or  the  stuporous  effects  of  excessive 
amounts  of  alcohol  ox  ercome  him. 

Perhaps  in  some  cases  the  tuberculosis  [xatient  wdio 
drinks  excessively  does  so  because,  knowing  that  he 
has  tuberculosis,  he  feels  that  the  situation  for  him 
is  hopeless  and  therefore  drinks  to  escape  from  his 
feelings  of  hopcle.ssness  and  depression.  In  other 
instances  the  reverse  might  be  true— the  patient  w'as 
an  alcoholic  before  tuberculosis  developed  ami  its 
development  followed  more  readily  as  the  result  of 
his  improper  diet,  his  inadecjtiate  rest,  and  his  run- 
down physical  condition. 

The  tuberculotis  patient  with  a drinking  problem 
often  presents  an  enigma  to  physicians  and  nurses 
w ho  are  dedicated  to  the  treatment  of  tuberculosis. 
“What  can  we  do,”  they  ask,  “to  help  an  alcoholic 
patient  w ith  tuberculosis?  Wdiat  can  we  do  in  each 
instance  to  help  him  cooperate  with  us?” 

In  a staff  of  specialists  charged  with  the  care  of 
the  tubercLilous  and  the  treatment  of  tuberculosis,  it 
is  not  difficult  to  understand  how’  feelings  of  frus- 
tration and  discouragement  develop  toward  the 
tuberculous  alcoholic  patient.  In  spite  of  the  most 
modern  and  thoughtful  efforts  directed  at  his  recov- 
er\'  from  ttiberculosis,  the  tuberculous  alcoholic 
often  appears  to  willfully  si|uander  those  efforts  and 
his  chances  for  recovery  through  his  excessive  in- 
dtilgence  in  alcohol  and  in  behaviors  associated  wdth 
that  indulgence.  Patients  in  this  category  will  fre- 
(juently  leave  the  sanatorium  against  medical  advice 
and  return  to  an  environment  and  to  a way  of  life 
w hich  are  incompatible  with  the  treatment  of  tuber- 
culosis. If  they  remain  at  the  santorium  some  of 
them  will  prove  uncooperative  and  unresponsive  to 
pi'oeedures  directed  at  their  recovery  from  tuber- 
culosis, all  the  while  raking  even'  opportunity  to 
secure  and  use  alcohol— the  advice  and  rules  of  the 
institution  notwithstanding. 

To  take  punishing  measures  against  these  patients 
by  denying  them  certain  privileges  at  the  sanatorium 
or  by  discharging  them  from  it  will  have  have  little 
or  no  effect  on  their  drinking  behavior.  In  fact  the 
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latter  procedure  probably  often  plays  directly  into 
the  hands  of  the  alcoholic  ^\’ho  \\'ould  rather  be  out 
of  the  sanatorium  and  ^^'here  he  can  indulge  in  his 
drinking  w’ith  less  interference.  This  latter  proce- 
dure, too,  presents  to  the  patient’s  family  and  to 
the  public  the  serious  health  hazard  of  an  active 
case  of  tuberculosis  in  an  alcoholic  who,  if  he  fol- 
lows the  usual  pattern,  is  notorious  for  his  lack  of 
concern  for  the  health  and  welfare  of  others  or  for 
himself  during  the  acute  phase  of  his  alcoholic 
excesses. 

It  is  their  concern  with  problems  such  as  those 
alluded  to  above  which  led  the  Connecticut  Tuber- 
culosis Commission  to  seek  the  assistance  of  the 
Commission  on  Alcoholism  in  efforts  directed  at 
developing  among  the  personnel  at  the  sanatoria  in 
the  State  a better  understanding  of  the  dynamics  of 
alcoholism  and  of  the  techniques  which  have  been 
found  effective  in  its  treatment.  With  the  achieve- 
ment of  these  goals  among  the  key  physicians, 
nurses  and  social  workers  at  the  sanatoria  it  is 
anticipated  that  the  tuberculous  alcoholic  patients 
confined  in  those  institutions  can  be  more  efficiently 
managed  and  more  effectively  guided  toward  physi- 
cal and  emotional  rehabilitation. 

As  a result  of  discussion  between  representatives 
of  the  two  Commissions  it  was  decided  that  on  a 
beginning  and  experimental  basis  the  Commission  on 
Alcoholism  would  present  a series  of  nine  lectures  on 
the  various  aspects  of  alcoholism  problems  and  their 
treatment  at  one  of  the  State’s  four  adult  tubercu- 
losis sanatoria.  The  sanatorium  chosen  for  this  pilot 
undertaking  is  Cedarcrest  at  Newington.  The  lec- 
tures, which  will  be  given  on  the  first  Wednesday 
of  each  month  from  10:00  to  1 1 :oo  a.  m.  in  the  audi- 
torium, will  be  followed  by  a discussion  period.  The 
Tuberculosis  Commission  will  invite  Cedarcrest’s 
staff  of  physicians,  nurses,  social  workers  and  other 
key  personnel  as  well  as  certain  members  of  the  staffs 
of  the  other  outlying  sanatoria  and  of  local  public 
and  private  social  and  welfare  agencies.  Lecturers 
will  be  drawn  from  among  the  staff  of  the  Con- 
necticut Commission  on  Alcoholism  and  from  the 
Yale  Center  of  Alcohol  Studies.  At  the  close  of  each 
lecture  selected  literature  on  the  particular  alcohol- 
ism problem  area  presented  will  be  made  available 
to  those  desiring  it  for  further  reading. 


1 he  titles  of  the  remaining  lectures  and  the  names 
of  the  lecturers  follow: 

Four  lectures  have  already  been  given  in  October- 
January,  inclusive. 

February— The  Role  of  the  Nurse  in  the  Treat- 
ment of  Alcoholics.  A'liss  Mary  Toner,  r.n.,  m.a., 
nurse  supervisor.  Blue  Hill  Hospital. 

March— Using  Community  Resources  in  a Re- 
habilitation Program.  Mrs.  Jean  V.  Sapir,  m.a.,  m.s.s., 
supervisor  of  Psychiatric  Social  Service,  Commission 
on  Alcoholism. 

April— The  Program  of  Alcoholics  Anonymous. 
A4r.  R.  A4.  H. 

Aday— Community  Attitudes  Toward  Alcoholism 
and  the  Alcoholic.  Raymond  G.  AdcCarthy,  m.ed., 
director  of  Alcoholism  Research,  New  York  State 
Adental  Health  Commission. 

June— The  Development  of  State  Supported  Pro- 
grams for  the  Rehabilitation  of  Alcoholics.  Dudley 
Porter  Adiller,  ph.d.,  executive  director,  Connecticut 
Commission  on  Alcoholism. 

The  Comission  on  Alcoholism  looks  forward  to 
its  opportunity  to  cooperate  with  and  be  of  assist- 
ance to  the  Tuberculosis  Commission.  Both  of  these 
agencies  anticipate  the  possibility  that  the  lecture 
series  currently  being  undertaken  at  Cedarcrest  can, 
if  it  proves  effective,  be  presented  at  each  of  the 
other  sanatoria  during  subsequent  years  and  that  out 
of  these  efforts  will  gradually  grow  a mutually 
planned  and  cooperative  program  directed  at  the 
rehabilitation  of  the  tuberculous  alcoholic  in  Con- 
necticut. 

In  order  to  more  closely  approach  the  complex 
problems  of  the  alcoholic  with  tuberculosis,  the 
Tuberculosis  Commission  has  invited  representative 
workers  from  the  Commission  on  Alcoholism  to  be 
present  at  routine  staff  conferences  and  at  rehabili- 
tation team  conferences.  This  arrangement  permits 
active  participation  and  coordination  of  effort  at  the 
same  time  that  it  fosters  a more  thorough  under- 
standing of  the  dual  problems  of  the  representatives 
of  each  Commission.  It  is  hoped  and  expected  that 
this  cooperative  program  will  result  in  direct  benefit 
to  the  patient. 
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Residence  Hal!  for  Medical  Students  at  Yale 


(icncral  plans  for  rhc  construction  of  the  new 
I'alwartl  S.  1 larkness  Alcmorial  Residence  ! fall, 
generous  gift  of  the  (iomnionw  caltli  Fund,  have  Itcen 
completed  as  the  result  of  several  meetings  of  the 
Huilding  (Committee  with  the  architects,  Douglas 
On-  of  New  llaven  and  Ciuglcr,  Kinihall  & Husted 
of  New  A Ork.  Alanv  details  remain  to  he  settled,  l)Ut 
it  is  hoped  th.at  ground  can  he  ho'okcn  carlv  in  1954 
and  that  the  new  quarters  foi'  A ale  medical  students 
can  l)c  finished  and  equipped  for  occupancy  in 
Septemher  1955. 

Flans  have  been  made  foi‘  an  I ,-shaped  red  brick 
structure  on  the  triangular  lot,  adjacent  to  the  School 
of  Medicine,  hounded  h\"  Davenport,  A Ork,  and  Oak 
Streets.  One  wing,  of  eleven  stories  and  ground  floor, 
w ill  prox’itlc  219  single  rooms  for  male  students,  as 
w ell  as  ten  suites  for  students  or  graduate  advisors. 
I he  other  wing,  four  stories  high,  will  contain 
thirt\’-fi\'e  small  apai'tments.  The  latter  w ill  he  occu- 
pied by  pairs  of  single  women  students  and  by  a few 
married  medical  students  and  their  w ives.  The  single 
rooms  will  include  laxatories  and  built-in  closets. 
Show  er  rooms  w ill  be  prox  ided  on  each  floor.  The 
apartments  w ill  consist  of  a lix  ing  room,  bedroom, 
bath,  and  kitchenette  unit.  1 he  apartment  xx  ing  will 
hax  e its  oxx  n entrance  ami  xx  ill  also  communicate 
XX  ith  the  main  lounge,  k.ach  xx  ing  xx  ill  have  its  oxx  n 
automatic  elevators.  Other  lix  ing  xjuarters  xxill  in- 
clude a large  apartment  for  a resident  manager  and 
his  family  and  a lixing  room-bedroom-liath  com- 
Iiination  for  the  accommodation  of  xdsiting  lecturers 
and  other  guests  of  the  school. 

I'he  building  xxill  be  approached  over  a laxxn 


and  large  tei'race.  Adjacent  to  one  part  of  the  lobby 
XX  ill  be  a control  desk  and  sxx  itchboard,  mail  bo.xes, 
the  entrance  to  the  cafeteria,  elevators  to  the  men’s 
w ing,  and  a coat  room  and  lavatory.  A large  section 
of  the  lobby  \vill  lie  betxxeen  the  cafeteria  and 
lounge.  It  XX  ill  be  possible  to  use  all  three  areas  for 
parties,  and  for  such  occasions  a special  entrance 
leading  directly  from  A'ork  Street  xx  ill  be  opened, 
Nearl)v,  on  the  second  floor,  xx  ill  be  a small  library. 
Lounge,  cafeteria  and  lobbx9  all  large  rooms,  xvill  be 
located  at  the  angle  of  the  L formed  by  the  txvo 
residence  xx  ings. 

There  xxill  be  ample  proxusion  for  feeding  stu- 
dents. Adjacent  to  the  spacious  cafeteria  xx  hich,  like 
the  lounge,  xx  ill  be  txx o stories  high,  a kitchen,  food 
storage  rooms,  locker  rooms  fVir  dining  room  em- 
ployes, a dietitian’s  office,  etc.,  xx  ill  be  established  on 
the  main  floor  and  on  the  ground  floor  beloxv.  Pri- 
vate dining  rooms  xvill  be  available  for  luncheon 
meetings  of  committees  and  conference  groups.  A 
separate  snack  bar,  also  on  the  ground  door,  xx  ill  be 
open  for  the  refreshment  and  relaxation  of  students 
returning  from  long  evenings  in  the  lilirarv  or  xx  ards. 
The  ground  floor  xx  ill  include,  in  addition  to  the 
grill,  quarters  for  a variety  of  uses,  among  them  a 
music  room,  a photographic  darlc  room,  a carpentry 
and  hobby  shop,  rooms  available  for  offices  for 
fraternities  and  tlte  Student  (’otincil,  an  exercise 
room,  storage  and  utilitv^  rooms,  receiving  platforms, 
and  a laundrx^  xx  here,  according  to  plan,  coin  oper- 
ated xxashing  machines  and  driers  xvill  be  installed. 
Space  XX  ill  lie  availalile  on  the  roof  for  sun  decks  and 
paddle  tennis. 
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New  State  Advisory  Council  on 
School  Health 

The  Subcommittee  on  School  Health  of  the  Con- 
necticut State  Medical  Society,  after  extensive  study, 
has  recommended  that  a Connecticut  Advisory 
Council  on  School  Health  be  appointed  jointly  by 
the  State  commissioners  of  education  and  health. 
This  recommendation  has  been  approved  by  the 
Committee  on  Public  Health  and  by  the  Council  of 
the  Connecticut  State  iVIedical  Society.  The  two 
commissioners,  in  approving  this  proposal,  have  each 
agreed  to  make  personnel  available  from  their  staff 
to  serve  as  cosecretaries  of  the  proposed  Connecticut 
Advisory  Council  on  School  Health. 


The  members  of  the  Subcommittee  on  School 
Health  include  five  members  of  the  State  Society, 
the  State  Commissioner  of  Education,  the  State  Com- 
missioner of  Health,  a representative  of  the  Con- 
necticut State  Dental  Association,  and  a representa- 
tive of  the  Yale  University  School  of  Adedicine, 
Department  of  Public  Health.  Charles  A.  Murphy, 
M.D.,  of  Stamford,  was  appointed  chairman. 

1 his  subcommittee  was  appointed  as  a result  of 
an  action  taken  by  the  Committee  on  Public  Health 
at  its  meeting  on  June  12,  1952  following  a discus- 
sion of  problems  and  needs  centering  around  school 
health  services.  The  chairman  of  the  public  health 
committee  was  empowered  to  appoint  this  Subcom- 
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niittcc  on  School  licnilh  to  stiulv  some  sixteen 
related  [)rol)lems. 

In  addition  to  cooperatinj^  w ith  the  ( .onnecticut 
Ad\  isoiA  (iouncil  on  School  Health,  the  Suheom- 
mittee  on  School  I lealth  w ill  continue  its  work  on 
the  original  su'ji^est ions  iirule  h\  the  (.oinniittee  on 
Public  I lealth  and  will  stiid\'  wa\s  in  which  nieni- 
heis  of  the  meilical  profession  can  assist  in  local 
proLtrams  for  iinpro\ing  the  health  of  school 
chiUlret!. 

I he  follow  ing  is  a statement  of  the  Proposal  for 
the  l',stal)lishment  of  (iotinecticut  Ad\  isor\'  (Council 
on  School  Health  and  a (ihart  showing  Proposed 
( iooperatix  e Relationship  of  (ionnccticut  Adxhsorv 
( oiincil  on  School  1 lealth  ap[icars  abovxx 

PkoCOSAI  IOK  I III  I'siMU  ISII \li  N I Ot  ( io\ M' < : 1 ICUT 
A|)\IS0KA  (ioL  NCILON  ScilOOl  Hi  AI/MI 

1 he  Subcommittee  on  School  Health  of  the  (Com- 
mittee on  Public  I lealth  of  the  (Connecticut  State 
Medical  Society  has  been  stud\  ing  the  need  for  a 
state-wide  ad\isoiA’  group  to  impro\e  the  total 
health  program  which  includes  health  en\ironmcnt, 
health  seiwices,  health  instruction,  pln'sical  ctlucation 
and  safet\  in  the  schools  of  (Connecticut.  (Crowing 
out  of  their  deliberations,  a proposal  for  the  estab- 
lishment of  a (Connecticut  Advisory  (Council  on 
School  I lealth  is  oflercd. 

One  of  the  major  interests  and  objectixes  of  the 
Subcommittee  on  School  I lealth  of  the  (Connecticut 
State  Medical  Societ\'  is  to  encourage  the  develop- 
ment of  local  school  health  councils  as  a means  of 
coordinating  local  interests  toward  improvement  of 
the  programs  in  the  local  schools,  d his  objective 
would  be  a logical  and  fundamental  goal  of  a state 
advisory  council. 

im  KUOSF, 

1 he  major  purpose  of  the  proposed  (Council  is  to 
bring  together  ofiicial  representatives  of  the  \arious 
agencies  and  groups  ( governmental  and  \oluntarv) 
which  ha\e  a direct  responsibility  and  interest  in 
and  w ho  have  a contribution  to  make  to  the  dexxlop- 
ment  and  improvement  of  the  school  health  program, 
in  order  to  stimulate  interest  and  provide  assistance 
to  local  programs  and  coordinate  through  local 
school  health  councils  or  committees  \ arious  aspects 
of  the  program. 

Alore  specifically,  such  a (Council  w ill  advise  and 
work  w ith  official  representatix  es  of  the  (Connecticut 
State  Departments  of  Isducation  and  of  1 lealth,  txvo 


of  XX  horn  XX  ill  serve  as  coexecutive  secretaries  of  the 
Adxisorx'  (Council.  The  (Council  will  proxixle  chan- 
nels tor  advice  and  assistance  among  lax'  groups, 
x'oluntary  jxrofessional  groujxs  ami  the  agencies  legal- 
ly responsible  for  the  school  health  program. 

lU  SCRIM  ION 

Ofiicial  representatives  from  the  folloxxing  groups 
are  suggested  for  membership  in  the  proposed 
(Council:  (Connecticut  Association  for  Health,  Phx'si- 
cal  lAlucation  and  Recreation;  (Connecticut  Boards 
of  ICducation  Association;  (Connecticut  (Chapter  of 
•American  -Academy  (jf  Pediatrics;  (Connecticut  Pdu- 
cation  /Association:  (Classroom  1 eachers  Section; 
(Connecticut  Health  l.eague;  (Connecticut  League  | 
for  Nursing;  Connecticut  i-*ublic  1 lealth  -Association;  C 
(Connecticut  School  Social  XA'orkers  /AsMiciation;  ! 
(Connecticut  State  Dental  Association;  (Connecticut  i 
State  -Medical  Societxg  I’Clementarx’  School  Principals 
-Association;  Local  Directors  of  Public  1 lealth;  ; 
Parent-'Leacher  /Association  of  ( Connecticut,  Inc.;  j 
School  Nurses  -Association  of  (Connecticut;  School 
Superintendents  Association;  Secondarx'  School 
Principals  Association;  Woman’s  -Auxiliarx'  of  the 
(Connecticut  State  -Medical  Societxg  Yale  L’niversity 
School  of  Medicine,  Department  of  Public  f lealth. 

(Coexecutixe  secretaries  are  suggested,  one  each  { 
from:  (Connecticut  State  Department  of  Lducation; 
(Connecticut  State  Department  of  1 lealth. 

OR(..XM7 A I IO-\  -XM)  I L NC  riON* 

The  attached  chart  serx  es  to  shoxx  in  broad  out- 
line the  suggested  organi/ational  pattern,  channels 
and  relationships. 

It  is  clearlx’  understood  that  the  (Council  xxill 
serve  onl\'  in  an  adx  isorx'  capacitx'  since  the  admin- 
istrative responsibilities  rest  xvith  the  legally  respon-  j 
sible  State  departments.  1 he  (Council  xxill  function 
in  an  adxisorx'  role  in  stmlx'ing  and  encouraging 
improxement  of  all  aspects  of  the  school  health 
program. 

d hrough  the  representatix  es  on  the  (Council  and 
the  official  departments,  manx'  resource  consultants 
can  be  made  axailable  to  committees  set  up  by  the 
departments:  for  example,  in  medical,  dental  and 
nursing  policies,  school  administration,  mental 
health,  curriculum  construction,  child  groxxth  and 
development,  sanitation,  prexentable  diseases,  nutri- 
tion, anti  so  on. 

SchiMsI  ! fcalth  Policies  ami  otlicr  perrinent  lircrauire  to 
he  useti  as  guitics.  | 
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CONCLUSION 

It  is  the  considered  opinion  of  those  concerned, 
who  have  definite  responsibility  to  promote  and 
improve  the  school  health  programs  in  Connecticut, 
that  the  formation  of  a state  advisory  council  on 
school  health  will  offer  a much  needed  clearing- 
house and  advisory  organization  on  the  state  level 
which  can  give  vital  aid  to  improving  and  strength- 
ening the  local  school  health  programs  for  the 
henefft  of  the  children  of  Connecticut. 

Accident  Toll  High  Among  the  Aged 

Accidents  are  a major  threat  to  the  life  of  the 
aged,  outranking  every  other  cause  of  death  except 
the  cardiovascular  diseases  and  cancer,  according  to 
Statistical  Bulletin  of  the  Metropolitan  Life  Insur- 
ance Company.  Of  the  100,000  deaths  from  acci- 
dents in  the  United  States  annually,  about  25,000 
occur  among  people  at  ages  65  and  over.  These 
elders  thus  contribute  one-fourth  of  all  the  victims 
of  fatal  accidental  injury,  although  they  comprise 
only  8 per  cent  of  the  total  population.  The  death 
rate  from  accidents  reaches  its  highest  level  at  ages 
65  and  over,  where  it  is  three  times  the  rate  at  ages 
45-64  and  seven  times  that  at  ages  1-14. 

Physical  weakness,  impaired  motor  function,  for- 
getfulness, poor  vision,  and  other  infirmities  of  later 
life  make  the  aged  particularly  prone  to  mishaps. 
Moreover,  when  these  people  are  involved  in  acci- 
dents, the  results  are  likely  to  be  serious.  At  the 
older  ages  bones  break  rather  easily  and  do  not  join 
very  readily;  burns,  cuts,  and  other  types  of  injury 
do  not  heal  rapidly.  In  addition,  serious  complica- 
tions, such  as  pneumonia,  may  set  in,  while  chronic 
disease— common  among  the  aged— may  have  a fatal 
termination. 

Recent  data  on  the  various  types  of  fatal  accidents 
among  people  at  ages  65-74  available  from  the 
experience  among  the  Industrial  policyholders  of 
the  Adetropolitan  Life  Insurance  Company,  most 
of  whom  are  urban  residents. 

Three-fourths  of  all  the  fatal  accidents  among 
these  older  policyholders  were  due  to  two  types  of 
mishaps— falls  and  motor  vehicle  injuries.  Among 
men  at  ages  65-74  motor  vehicle  injuries  were  the 


leading  cause  of  accidental  death,  outranking  by  a 
small  margin  the  toll  exacted  by  falls.  Among 
women  at  these  ages,  fatal  falls  were  far  ahead  of 
every  other  type  of  accidental  injury,  accounting 
for  well  over  half  the  total.  Even  though  motor 
vehicle  injuries  ranked  second,  they  were  still  re- 
sponsible for  nearly  one-fourth  of  all  the  accidental 
deaths  among  these  women. 

In  terms  of  actual  death  rates,  the  total  accident 
mortality  among  males  was  not  far  from  twice  that 
for  females.  Adoreover,  the  toll  from  motor  vehicle 
accidents  was  virtually  three  times  as  great  for  men 
as  for  women  at  ages  65-74.  The  wide  sex  difference 
in  the  moitahty  from  motor  vehicle  accidents  re- 
flects mainly  the  higher  proportion  of  time  spent  by 
men  on  streets  and  highways.  In  each  sex  the  major- 
ity of  such  fatalities  were  among  pedestrians,  indi- 
cating the  difficulty  that  older  people  have  in  coping 
with  modern  traffic  conditions.  ATt  a substantial 
piopoition  of  the  fatalities  also  occurred  among 
drivers  and  passengers  in  motor  vehicles. 

Fatal  falls  likewise  occurred  under  a variety  of 
cii  cumstances.  In  this  insurance  experience  a con- 
siderable proportion  were  falls  from  one  level  to 
another.  Stairs  and  steps  accounted  for  the  majority 
of  such  fatalities,  with  falls  from  windows,  porches, 
and  other  high  places  also  about  the  house.  Illness 
or  physical  weakness  played  a major  role  in  many 
of  these  cases. 

Among  the  other  types  of  accidents  which  caused 
death  among  the  aged,  burns  and  conflagrations  were 
important  items.  Drowning,  railway,  machinery,  and 
firearm  accidents,  while  relatively  infrequent  as 
causes  of  death  among  the  women,  accounted  for 
an  appreciable  death  toll  among  the  men. 

Accidents  are  much  more  amenable  to  control 
than  any  of  the  other  major  causes  of  death  among 
the  aged.  The  record  for  the  past  two  decades  shows 
that  the  mortality  from  accidents  at  the  later  ages 
has  declined  more  rapidly  than  that  from  disease. 
Further  progress  could  be  made  if  elders  learned  to 
adjust  their  habits  in  accordance  with  their  changing- 
physical  condition  and  if  their  environment,  particu- 
larly in  the  home,  were  made  as  free  from  hazard 
as  possible. 
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PRliSiDHNT  EISENHOWER  IN  HIS  SPECIAL  MESSAGE  TO  CONGRESS  ASKED  FOR 
S25  MILLION  TO  INAUGURATE  A SYSTEM  OF  GOVERNMENT  REINSURANCE  OF 
PRIVATE  PLANS  TO  HELP  TAKE  CARE  OF  EXTRAORDINARY  EXPENSES  BEYOND 
THOSE  NOW  COVERED.  IN  ADDITION  HE  PROPOSED  A FIVE  YEAR  PLAN  FOR 
EXPANSION  OF  THE  REHABILITATION  PROGRAM  FOR  THE  DISABLED;  A CON- 
TINUATION OF  PRESENT  PUBLIC  HEALTH  SERVICE  PROGRAMS;  A NEW,  SIMPLI- 
FIED FORMULA  FOR  GRANTS  IN  AID  TO  THE  STATES  FOR  HEALTH  PURPOSES; 
AND  AN  ACCELERATED  PROGRAM  OF  CONSTRUCTION  OF  MEDICAL  CARE 
FA(AL]T1ES.  (See  Page  165  for  details.) 


From  OAS!  Bill 


(Raii  inan  Danid  A.  !\ccd  (R— N.  \ .)  of  the  1 louse 
W'a\s  and  Means  (atminirree  has  indicated  that  in 
his  opinion  (iongre^s  should  not  force  niandator\’ 
social  securitN'  co\erage  on  physicians  and  others 
who  don’t  want  it.  Mr.  Reed’s  conimittee  will  hold 
puhlic  hearings  after  the  first  of  the  \ear  on  the 
administration’s  proposal  to  extend  Old  Age  and 
Sur\  i\’ors  Insui'ance  to  about  10,500,000  more  per- 
sons. The  administration  bill,  introduced  last  August, 
would  mandatoriK  take  in  physicians,  dentists, 
farmers  and  x irtualh^  all  other  groups  of  self  em- 
plo\ed. 

In  a statement  outlining  the  committee’s  plans, 
howex  er.  Air.  Reed  made  clear  that  he  is  not  in  tayor 
of  compulsoi'x  coxerage  tor  groups  that  oppose 
cox  erage.  I le  declared:  “1  beliex  e that  social  securitx' 
coxerage  shoukl  be  extended  to  any  group  xxhich 
desires  it.”  At  its  meeting  earlier  this  month  in  St. 
Louis,  the  AM.A’s  I louse  of  Delegates  reafhrmed 
that  the  countr\’s  plnsicians  do  not  desire  social 
securitxx 

Other  committee  objectixes,  as  stated  b\’  Air. 
Reed:  Liberali/e  the  present  $75  per  month  limit 
on  earnings  of  OASi  rcci(xients,  laise  the  lexel  of 
minimum  benefits  and  alloxx  the  social  security  tax 
to  go  up  one  half  per  cent  as  scheduled  on  January 


1.  All'.  Reed  saixl  that  in  the  hearings  “eyery  inter- 
ested group  XX  ill  be  gix  en  an  opportunity  to  testify.” 

Four  Groups  at  Work  Within  Hoover 
Commission  Medical  Task  Force 

bo  facilitate  the  gathering  of  information  from 
goyernment  agencies  and  other  soui'ces,  the  Hoover 
(Commission  Aledical  Task  h'orce  has  separated  itself 
into  four  dix  isions.  The  finding  xx  ill  be  “considered 
fully  b\'  the  x\  hole  Task  Force,”  according  to  the 
commission,  before  any  conclusions  are  reachetl  or 
an\'  recommendations  nuule.  The  makeup  of  the  four 
teams: 

Aledical  Services  of  the  Armed  F'orces— Drs.  E.  D. 
Churchill  (chairman),  Alichael  DeBakey  (co-chair- 
man), Walter  Alartin,  president-elect  of  the  AALA, 
and  Dxxight  L.  Wilbur.  Aledical  Services  of  the 
AA'terans  Administration— Drs.  Basil  CC.  AlacLean 
(chairman),  Francis  j.  Braceland,  lAarts  A.  Graham, 
aiul  Otto  W.  Bi'andhorst.  Aledical  Services  of  the 
U.  S.  Public  Health  Service  and  Other  Federal 
Serx  ices— Drs.  Fheodore  Klumpp  (chairman),  Flugh 
Leax  ell  ( x ice-chairman ),  and  Alilton  U Winternitz. 
Overall  Planning  for  Aledical  Services  in  Lime  of 
W ar— Drs.  Paul  Haxxlex'  (chairman),  Alan  Gregg 
(co-chairman)  and  James  Roscoe  Aliller. 

1 he  commission  also  announced  that  Dr.  James  P. 
Dixon,  formei'K’  Philadelphia  health  officer  and 
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formerly  acting  director  of  the  Clinical  Center  at 
Bethesda,  Maryland,  A\  ill  be  secretary  of  the  Task 
Force  and  an  assistant  to  Dr.  Edwin  L.  Crosby,  the 
research  director. 

Tax  Deferments  for  Annuities 
(HRIO,  HRll) 

Pending  before  the  House  Ways  and  Means  Com- 
mittee is  legislation  permitting  the  self  employed, 
including  physicians,  to  defer,  until  retirement, 
income  tax  payments  on  a limited  portion  of  earnings 
paid  into  restricted  annuity  plans.  The  legislation, 
popularly  known  as  Jenkins-Keogh  for  its  two  prin- 
cipal sponsors,  was  the  subject  of  hearings  last 
August,  after  Congress  had  adjourned.  The  proposal 
is  certain  to  be  reopened  when  the  Ways  and  Means 
Committee  takes  up  revisions  of  the  income  tax  laws 
this  season. 

The  Association  strongly  supports  Jenkins-Keogh 
legislation  and  has  urged  its  passage  in  lieu  of  extend- 
ing social  security  coverage  to  physicians.  AMA 
cites  the  fact  that  present  law  permits  corporations 
to  contribute  to  their  employees’  pension  plans  on  a 
tax-free  basis.  The  self  employed,  on  the  other  hand, 
are  denied  a similar  advantage. 

Deductions  for  Medical  Expenses 
(HR39II  and  others) 

Nearly  a score  of  bills  before  the  House  Ways 
and  Means  Committee  propose  to  amend  the  income 
tax  law  to  allow  larger  deductions  for  medical  ex- 
penses. Present  law  permits  deductions  of  expenses 
exceeding  5 per  cent  of  taxable  income,  with  a ceil- 
ing of  $1,250  for  each  taxpayer  and  equal  amounts 
for  dependents,  the  combined  total  not  to  exceed 
$5,000.  Some  bills  would  remove  the  5 per  cent 
limitation  entirely  but  retain  the  ceiling  (HR 3 7 79 
by  Rep.  Selden)  while  others  would  remove  both 
ceiling  and  percentage  limit  (HR3911  by  Rep. 
Oliver  Bolton).  Another  (HR474  by  Rep.  Keating) 
provides  for  a graduated  scale  of  medical  cost  deduc- 
tions based  on  adjusted  gross  income;  expenses 
would  include  amounts  paid  out  for  accident  and 
health  insurance.  Chairman  Reed  has  promised  that 
consideration  of  tax  law  revisions  will  be  the  first 
order  of  business  for  the  House  committee  in  the 
new  session. 

The  Association  approves  the  legislation  in  prin- 
ciple and  cites  the  fact  it  would  afford  individual 


relief  in  cases  of  extremely  high  medical  expenses 
and  would  also  be  an  incentive  for  purchase  of  vol- 
untary health  insurance. 

Waiver  of  OASI  Premiums 
(HR9  and  odiers) 

Pending  before  the  House  Ways  and  Means  Com- 
mittee are  several  bills  that  would  permit  totally  and 
permanently  disabled  workers  to  receive  full  OASI 
benefits  on  reaching  age  65,  just  as  though  they 
had  worked  during  the  disablement  period.  The  bills 
would  give  the  Secretary  of  Health,  Education,  and 
Welfare  final  authority  on  medical  determinations. 

The  Association  has  actively  opposed  all  measures 
so  far  presented  on  these  two  subjects,  pointing  out 
that  they  ( i ) place  too  much  authority  in  the  fed- 
eral government,  (2)  provide  for  compulsion,  (3) 
are  considered  a further  interference  in  the  practice 
of  medicine,  and  (4)  needlessly  subject  the  examin- 
ing physician  to  criticisms  and  pressures.  In  the  case 
of  waiver  of  premiums,  the  AAf  A recommends  using 
the  best  10  years  of  earnings  to  determine  the  retire- 
ment rate  for  all  beneficiaries,  thus  obviating  the 
need  for  medical  examinations  in  almost  all  cases 
of  disability. 

A Health  Insurance  Bill  to  Provide  Federal 
and  State  Grants 

A Health  Insurance  bill  to  provide  federal  and 
state  grants  to  assist  voluntary  non  profit  prepayment 
health  plans  has  been  introduced  in  both  houses  by 
Senators  Ives  and  Elanders  and  Representatives 
Javits,  Hale  and  Scott.  The  plan  provides  that  the 
premium  for  insurance  be  based  on  a percentage  of 
the  income  of  the  insured  with  Eederal  and  State 
grants-in-aid  making  up  the  dilference  between  the 
standard  premium  and  what  the  individual  can  aiford 
to  pay.  The  bill  also  places  primary  responsibility 
for  the  development  of  adequate  health  services  with 
the  states,  local  communities,  non  profit  health  plans 
and  the  medical  profession.  Mr.  Javits  supported  his 
argument  for  the  bill  by  stating  that  a survey  made 
by  the  University  of  Michigan  Survev  Research 
Center  for  the  Eederal  Reserve  Board  revealed  that 
nearly  one-third  of  the  15  million  families  in  which 
the  head  is  less  than  45  years  of  age  and  w here  the 
children  are  under  18  owe  medical  bills.  According 
to  this  source,  of  all  the  money  spent  privately  for 
medical  care  in  the  U.  S.,  about  $i  out  of  every  $9 
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rcinnins  as  a clchr  To  a iloctor,  hospital  or  pharniacisr. 
i his  coiulition  exists  despite  the  fact  that  more  than 
half  of  the  nation’s  po[)iilation  has  some  sort  of 
insurance  co\  erane  ayainst  sicl<ness. 

Hospitalization  of  Aged  (HR8  and  others) 

l)ormant  lint  not  tlead  are  se\eral  liills  in  tlte 
Mouse  W’a\s  aiul  Means  (ioiiimirtee  pro\  iding  free 
liospitali/af ion  tor  persons  oxer  65  w lio  are  OASI 
lieneliciaries.  1 lie  [ilan,  first  proposerl  tiy  Oscar 
I'  \\  inn,  iillnrds  lip  to  ho  dax's  of  liospital  care  in  an\' 
one  xcar,  rlie  program  to  lie  financed  from  tlie 
OASI  rriist  lAind.  I’he  secretar\'  of  MI'AV  xxould 
haxe  the  poxxer  to  operate  the  program  in  any  state 
that  failed  to  cooperate.  Attending  physicians  xxould 
certifx’  need  for  hospitali/ation. 

The  Association  is  opposed;  it  takes  the  stand  that 
the  proposal  is  financially  unsound  and  places  too 
much  authorir\  in  the  hands  of  the  secretary  of 
lil'W. 

PVP  Gets  Clean  Bill  as  Blood  Expander 
From  NRC 

Release  into  commercial  channels  of  blood  xolumc 
expander  R\'P  ( poh  x inylpyrrolidone ) is  noxx  up  to 
Food  and  Drug  .Administration.  Committee  on  medi- 
cine anil  surgery  of  National  Research  Council, 
climaxing  a 3 year  study,  has  approxed  R\’R  and 
informed  h'DA  that  all  evidence  indicates  it  may  he 
administered  safely  provided  dosage  is  limited  to 
1,000  cc.  NRC  long  ago  assented  to  stockpiling  of 
P\’R  for  civil  defense  and  emergency  use  exclusivc- 
]y.  Its  latest  action  paxes  xxay  for  introduction  into 
oeneral  utili/ation,  contingent  upon  favorahlc  action 
by  FDA.  Chief  suppliers  of  P\’P  are  Schenlev,  xAh- 
hott  and  (ieneral  Aniline. 

Health  Books  and  Foods  Curbed  by 
FTC  Order 

k'ederal  Frade  Commission  has  throxx  n the  book 
at  an  Ohio  firm  engaged  in  sale  of  health  books, 
devices,  foods  and  drugs.  An  order  issued  by  F’l'(i 
ayainst  Natural  Foods  Institute  of  Olmsted  h'alls 
prohibits  further  adxertising  claims  that:  Cancer 
can  be  relieved  or  cured  by  treatment  described  in  a 
book,  “1  he  Crape  (dire;”  Dr.  Caymount’s  d Ogourt 
Culture  is  useful  against  ulcers;  arthritics,  diabetics 
and  asthma  sufferers  xx  ill  benefit  by  folloxx  iny 
recommendations  presented  in  book  called  “Raw 


X'egetable  juices;”  use  of  a dex  ice  knoxx  n as  “Vita- 
Mix”  xxill  imjirove  e\esight  or  benefit  teeth  and  an- 
other gadget  (“juieex”)  xx  ill  assure  health  and  vigor, 
f !C  also  ordered  the  companx'  to  drop  “Institute” 
f rom  its  trade  name. 

Rehabilitation  Effort  Places  61,308  in  Jobs 

.Miss  .Mary  lx.  Sxx  it/er,  xocational  rehabilitation 
director  in  Department  of  I lealth,  I'ducation  and 
W elfare,  reports  that  tor  third  successive  \ ear  the 
state-federal  jxrogram  x\  hich  she  superx  ises  enabled 
more  than  ho,ooo  phxsically  handicap[)ed  persons  to 
become  self  supporting.  Actual  figure  for  fiscal  year 
ended  June  30,  1953  xx  as  hi,3oS\  approximately  one- 
fifth  of  XX  hom  had  been  on  public  relief  rolls.  It  cost 
$6.3  million  to  rehabilitate  these  indigent  handi- 
capped for  emplox'iiient,  compared  x\  ith  million 
to  maintain  them  on  relief  for  one  year. 

I inphasi/.ing  that  vocational  rehabilitation  is  self 
lii|uidating,  .Mi.ss  Sxx  it/.er  estimated  that  the  men  and 
xxomen  returned  to  employment  in  1952-53  will  pay 
back  f ederal  income  taxes  at  an  annual  xolumc  of 
appn.i.ximatclv  $10  million.  ] bus  in  less  than  txx  o and 
one  half  years  the\'  xx  ill  restore  the  $23  million  that 
xx  as  inx'cstcd  bx'  I reasurx"  (states  contributed  $11.6 
million  for  the  x"car ). 

Home  Town  VA  Care 

For  home  toxx  n,  fee-basis  medical  care,  Rudyet 
Bureau  has  released  $2  million  of  the  $2,7X3,000  in 
W'terans  Administration  funds  xx  hich  it  impounded 
last  summer  for  economy  purposes. 

$6.42  Million  Approved  for  651  Research 
Grants 

Surgeon  Ccncral  Leonard  .A.  Schcelc  of  U.  S. 
Public  Health  Service  has  approxed  axxard  of  651 
medical  research  graitts  in  aid  xx  hich  come  to  total 
of  $6,42X,435.  His  action  xx  as  taken  on  recommenda- 
tions by  advisorx'  councils  to  National  Institutes  of 
1 lealth  at  their  Noxx'mbcr-Deccmber  meetings.  In 
f’cbruai'v  the  councils  meet  again  to  allocate  the 
small  amount  remaining  from  $2X,(S66,ooo  that  xxas 
appropriated  for  research  grants  in  1953-54.  At  that 
time  they  xxill  also  start  consideration  of  applica- 
tions for  fiscal  x'car  beginning  next  July  i,  although 
sums  to  be  available  xx  ill  still  be  uncertain.  Here  is 
rundoxx  n on  nexv  approvals: 
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Arthritis  and  metabolic  diseases— 67  projects, 
$606,031;  applications  totaled  $1,003,116,  for  98 
projects. 

Neurological  diseases  and  blindness— 49  projects, 
$441,312;  applications,  $1,838,071,  for  97. 

Cancer— 2 1 5 projects,  $2,055,155;  253  applications 
for  $2,654,120. 

Dental— 5 projects,  $20,342;  ii  applications  for 
$74,390. 

A^icrobiology— 64  projects,  $579,060;  100  bids  for 
$867,1 89. 

Heart— 93  projects,  $1,058,  636;  152  for  $1,878,298. 

Mental  health— 67  projects,  $821,963;  123  for 
$1,884,291 . 

General— 91  projects,  $845,936;  137  applications 
for  $1,467,51 1. 

National  Institute  of  Arthritis  and  Metabolic 
Diseases  is  making  available  a limited  supply  of 
radioactive  corticosterone  (Compound  B)  to  investi- 
gators without  charge.  Information  is  obtainable 
from  Endocrinology  Study  Section,  National  Insti- 
tutes of  Health,  Bethesda  14,  Adaryland. 

Eisenhower  Administration’s  Medical  and 
Health  Program 

1.  A federal  corporation  to  reinsure  commercial 
and  non  profit  health  insurance  plans. 

2.  Liberalization  of  income  tax  laws  to  allow  more 
deduction  for  medical  expenses.  Present  law  limits 
deductions  to  the  amount  in  excess  of  5 per  cent  of 
taxable  income;  this  would  be  dropped  to  possibly 
3 per  cent  and  health  insurance  payments  made 
deductible. 

3.  The  Federal  government  to  take  a more  import- 
ant role  in  rehabilitation  of  the  physically  handi- 
capped. 

4.  Extension  of  social  security  to  more  than  10,- 
000,000  additional  persons.  (The  President’s  State 
of  the  Union  Message  did  not  mention  mandatory 
coverage  of  physicians  and  others,  but  the  Adminis- 
tration’s bill  carries  this  provision.) 

5.  Continuation  of  medical  care  for  military  de- 
pendents, but  the  message  does  not  give  any  detailed 
recommendations. 

6.  Broadening  of  present  Hospital  Survey  and 
Construction  Act  (Hill-Burton)  to  aid  in  develop- 
ment of  facilities  for  the  chronically  ill,  diagnostic 
centers,  rehabilitation  facilities,  nursing  homes. 


What  the  President  Said  on  Medical, 
Health  Issues 

Following  are  excerpts  from  President  Eisen- 
hower’s State  of  the  Union  message.  They  are  points 
of  interest  to  the  medical  profession. 

SOCIALIZATION  OF  MEDICINE 

“I  am  flatly  opposed  to  the  socialization  of  medi- 
cine. The  great  need  . . . can  best  be  met  by 

the  initiative  of  private  plans.  But  it  is  unfortunately 
a fact  that  medical  costs  are  rising  and  already  im- 
pose severe  hardships  on  many  families.  The  federal 
government  can  do  many  things  and  still  avoid  the 
socialization  of  medicine.” 

RESEARCH 

“The  federal  government  should  encourage  medi- 
cal research  in  its  battle  with  such  diseases  as  cancer 
and  heart  ailments,  and  should  continue  to  help  states 
in  health  and  rehabilitation.” 

HILL-BURTON  PROGRAM 

“The  present  . . act  should  be  broadened  to 

assist  in  the  development  of  adequate  facilities  for 
the  chronically  ill  . . . of  diagnostic  centers, 

rehabilitation  facilities  and  nursing  homes.” 

REINSURANCE  OF  HEALTH  PLANS 

“The  war  on  disease  . . . needs  a better  work- 

ing relationship  between  government  and  private 
initiative.  ...  A limited  government  reinsur- 
ance service  would  permit  the  private  and  non  profit 
insurance  companies  to  offer  broader  protection  to 
more  of  the  many  families  which  want  and  should 
have  it.” 

REHABILITATION 

“The  program  for  rehabilitation  of  the  disabled 
especially  needs  strengthening.  . . . This  pro- 

gram presently  returns  each  year  some  60,000  handi- 
capped individuals  to  productive  work.  Far  more 
disabled  people  can  be  saved  each  year  ...  if 
this  program  is  gradually  increased.” 

MILITARY  DEPENDENTS 

“Pay  alone  will  not  retain  in  the  career  service 
. . . the  necessary  numbers  of  long-term  person- 

nel. I strongly  urge,  therefore,  a more  generous  use 
of  other  benefits  important  to  service  morale. 
Among  these  are  more  adequate  living  quarters,  and 
medical  care  for  dependents.” 
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MEDICAL  TAX  DEDUCTIONS 

. . we  propose  more  liberal  tax  treatment 

for  dependent  children  who  work,  for  widows  or 
widowers  with  dependent  children,  and  for  medical 
expenses.” 

VETERANS 

“The  internal  reorganization  of  the  Veterans  Ad- 
ministration is  proceeding  with  my  full  approval. 
When  completed,  it  will  afford  a single  agency 
whose  services,  including  medical  facilities,  will  he 
better  adapted  to  the  needs  of  those  20  million  veter- 
ans to  whom  the  Nation  owes  so  much.”  (There  was 
no  further  reference  to  VA  in  the  address.) 

SOCIAL  SECURITY 

“I  ask  that  this  extension  (to  10,000,000  more 
persons)  soon  be  accomplished.  This  and  other  major 
improvements  . . . will  bring  substantial  bene- 

fit increases  and  broaden  the  membership  of  the 
insurance  system,  thus  diminishing  the  need  for 
Federal  grants-in-aid  . . .” 

Health  Bills  Submitted  to  House 

On  the  opening  day  of  Congress  four  health  bills 
were  submitted  by  Charles  A.  Wolverton  (R— New 
Jersey),  chairman  of  the  House  Committee.  These 
were; 

HR6949— to  set  up  a federal  reinsurance  program 
for  voluntary  non  profit  plans  enabling  them  to 
cover  catastrophic  illness  without  jeopardizing  their 
reserves. 

HR6950— to  permit  U.  S.  loans  to  non  profit  health 
associations  for  the  improvement  of  facilities  and 
equipment. 

HR6951— to  amend  the  Hill-Burton  Act  to  pro- 
vide mortgage-loan  insurance  for  the  encouragement 
of  private  capital  investment. 

HR6952— a tax  law  amendment  to  permit  deduc- 
tion up  to  $100  a year  from  gross  income  of 
premiums  paid  into  health  care  plans. 

Senator  Purtell  Takes  Over  Health 
Subcommittee  Chairmanship 

Physicians  in  Connecticut  will  watch  with  un- 
usual interest  the  course  of  President  Eisenhower’s 
health  bills  through  the  Senate  now  that  William  A. 
Purtell  of  West  Hartford  is  chairman  of  the  health 


subcommittee  of  the  Labor  and  Public  Welfare 
Committee.  As  such  he  will  be  prime  contact  man 
and  will  preside  over  such  public  hearings  as  may  be 
held.  It  is  Senator’s  belief  that  a very  comprehensive 
program  on  health  will  be  developed  this  year. 


The  Low  Health  I.Q. 

At  the  annual  meeting  of  the  American  School 
Health  Association  meeting  in  conjunction  with  the 
American  Public  Health  Association  in  New  York 
City  recently,  a survey  which  was  carried  on  by 
thousands  of  individuals  was  outlined  by  Dr.  H.  F. 
Kilander  of  New  York  University.  Health  knowl- 
edge is  low  for  the  American  people.  The  survey  of 
the  health  knowledge  of  the  American  people  in  the 
last  twenty  years  shows  that  few  individuals  have 
sufficient  knowledge  to  be  able  to  act  wisely  in  their 
personal  needs. 

In  the  survey  it  was  shown  that  only  about  one- 
half  of  the  public  knew  enough  about  nutrition  to 
select  a balanced  meal  in  a cafeteria;  one-quarter  of 
the  public  believe  that  there  is  some  truth  to  fish 
being  a brain  food;  nearly  half  of  those  tested  be- 
lieve that  communicable  diseases  can  be  inherited; 
about  half  still  hold  that  tuberculosis  is  one  of  the 
diseases  which  may  be  inherited;  only  one-third 
realize  that  the  lower  death  rate  of  today  is  primar- 
ily due  to  the  prevention  of  infant  deaths  rather 
than  to  the  prevention  of  adult  deaths. 

Participation  in  the  planning  for  health  activities 
is  the  best  method  of  health  learning,  therefore  it  is 
a good  sign  to  note  the  increased  emphasis  in  the 
participation  of  health  work  by  the  laymen  on 
Health  Councils. 

TB  Association  Selects  Several  Doctors 

Cole  B.  Gibson  of  Meriden  was  reelected  a vice- 
president  of  the  Connecticut  Tuberculosis  Associa- 
tion at  its  annual  meeting  recently  and  W.  Haviland 
Morriss  of  Wallingford  was  reelected  assistant  treas- 
urer. R.  C.  Edson  of  Cedarcrest  Sanatorium  became 
one  of  the  new  members  of  the  executive  committee 
and  Hugh  B.  Campbell  of  Norwich,  Stanley  H. 
Osborn  of  Hartford,  and  Leonard  Parente  of  Ham- 
den were  reelected  to  the  board  of  directors.  Win- 
ston C.  Hamsworth  of  Willimantic  was  elected  to 
the  board  of  directors  to  serve  his  first  term  of  two 
years. 


PUBLIC  RELATIONS 


167 


A copy  of  the  film  may  be  borrowed  by  any 
community  organi2ation  without  charge  other 
than  that  for  postage  and  insurance. 

Physicians  can  help  advance  this  educational 
program  by  calling  the  film  to  the  attention 
of  organization  leaders.  The  booking  coupon 
on  this  page  may  be  used  to  reserve  the  film. 


Produced  by  Louis  de  Rochemont  with  the 
assistance  of  the  American  Medical  Associa- 
tion, the  documentary  film,  "Your  Doctor," 
is  now  available  in  a 16  millimeter  version 
for  schools,  churches,  clubs  and  civic  organi- 
zations. 

This  fifteen-minute  sound  film  tells  the  story 
of  Dr.  George  Bond’s  North  Carolina  moun- 
tain clinic,  of  how  medical  students  are  trained 
and  of  the  relationships  between  physicians 
and  their  medical  societies. 


Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Please  reserve  a 16  mm.  print  of  YOUR  DOCTOR  for 
our  group 

Name  of  Organization  or  School 

□ If  him  is  not  available  as  requested 
please  schedule  for  first  open  date. 


Date  to  be  Shown  Alternate  Date 

ADDRESS  TO  WHICH  FILM  IS  TO  BE  SENT 


Name 

(Please  Print) 

Street 

City 

Zone 

State 

Signature 


Title 
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Connecticut  TV  Committee  for  Health 
Education  Organized 

A Connecticut  committee  is  being  organized  to 
develop  authentic  health  information  programs  for 
television  audiences. 

To  he  known  as  the  Connecticut  TV  Committee 
for  Health  Education,  the  organization  includes  as 
its  first  members  representatives  of  seven  statewide 
health  agencies  and  four  television  stations. 

Chester  S.  Bowers,  director  of  public  health  in- 
formation, Connecticut  State  Department  of  Health, 
was  elected  coordinator  of  the  committee  at  a recent 
meeting  and  subcommittees  are  now  being  formed 
to  produce  a series  of  health  programs  in  cooperation 
with  television  stations. 

Other  charter  members  of  the  new  committee  and 
the  organizations  they  represent  are  Robert  I. 
Wakeley,  Connecticut  Division,  American  Cancer 
Society;  Horace  A.  Brown  and  Norman  Delisle, 
Connecticut  Heart  Association;  Leo  J.  Conley,  Jr., 
and  iMilton  Geyer,  Connecticut  State  Department 
of  Health;  Wells  Cunningham  and  William  B.  Par- 
sons, Connecticut  Public  Health  Educators;  James 
A.  Hanaghan,  m.d.,  Connecticut  State  Tuberculosis 
Commission;  James  G.  Burch,  Connecticut  State 
iVledical  Society;  Miss  Ann  Switzer  and  James  B. 
Donnelly,  Connecticut  Tuberculosis  Association; 
David  Harris,  Elm  City  Broadcasting  Corporation, 
New  Haven;  Carl  Elower,  New  Britain  Broadcasting 
Company;  Wallace  King,  WATR-TV,  Inc.,  Water- 
bury; and  Wallie  Dunlap,  Southern  Connecticut  and 
Long  Island  Television  Co.,  Inc.,  Bridgeport. 

As  outlined  in  recently  adopted  articles  of  organi- 
zation, the  purpose  of  the  committee  will  be  “to 
provide  Connecticut  television  station  managements 
and  official  and  voluntary  health  agencies  with  a 
clearing  house  for  programs  of  authentic  health 
information  on  a public  service  basis.” 

The  committee  will  function  as  both  a planning 
and  production  agency.  Membership  is  open  to  state- 


wide health  agencies  active  in  health  education,  with 
a qualified  staff  member  to  assume  responsibility  for 
producing  television  programs  assigned  on  a rota- 
tion schedule  by  the  full  committee. 

By  thus  pooling  the  work  of  experienced  person- 
nel in  the  various  member  organizations,  it  is  antici- 
pated that  a well  integrated  series  of  health  education 
programs  can  be  brought  to  television  viewers  as  a 
continuing  public  service.  All  programs  will  be  pro- 
duced in  accordance  with  established  codes  of  ethics 
as  observed  by  physicians,  nurses  and  other  health 
personnel,  and  the  National  Association  of  Radio 
and  Television  Broadcasters. 

Currently  a number  of  health  agencies  are  strug- 
gling with  the  complexities  inherent  in  television 
productions.  It  is  pointed  out  that  the  operating 
procedures  of  the  new  committee  will  be  aimed 
toward  reducing  these  problems  for  member  organi- 
zations. 

The  committee’s  programming  schedule  will  per- 
mit members  to  share  responsibility  for  producing 
programs  on  any  health  subject,  in  addition  to  those 
directly  connected  with  their  organization  activities. 
It  is  also  stipulated  that  no  program  may  be  produced 
by  the  committee  which  includes  a fund-raising 
appeal.  However,  this  restriction  refers  only  to  com- 
mittee productions  and  would  not  affect  the  devel- 
opment of  such  independent  programs  by  member 
agencies. 

New  Jersey  Society  to  Improve 
Emergency  Plans 

The  Public  Relations  Committee  of  the  Medical 
Society  of  New  Jersey  is  initiating  a program  to 
improve  emergency  medical  coverage  throughout 
the  State  in  cooperation  with  local  medical  associa- 
tions. 

The  project  is  to  be  set  in  motion  in  each  county 
by  a local  committee  on  public  relations,  assisted  by 
a similar  committee  of  the  Woman’s  Auxiliary,  in 
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accordance  \\  ith  the  following  outline  of  purpose: 

“Each  county  society  public  relations  committee 
. . . u'ill  carry  through  a threefold  program  of 

(i)  evaluation,  (2)  reconstruction,  and  (3)  educa- 
tion, to  culminate  in  the  effective  mutual  cooperation 
of  organized  medicine  and  the  general  public  for 
better  medical  care.” 

Emergency  call  plans  currently  in  operation  will 
be  evaluated  to  determine  the  degree  of  satisfaction 
which  they  afford  physicians  and  the  public  as  the 
first  step  in  the  program.  Based  on  this  information, 
action  will  be  taken  to  reconstruct  each  plan  to 
eliminate  duplication  and  improve  its  operation. 

When  the  reconstruction  phase  has  been  accom- 
plished, the  project  calls  for  a campaign  of  educa- 
tion to  adequately  inform  physicians  concerning 
their  role  in  the  program  and  to  better  acquaint  the 
public  with  the  type  of  service  offered  and  how 
everv’^  resident  can  cooperate  to  assure  efiicient 
operation. 

Guideposts  for  1954  Public  Relations 
Activities 

A three  dimension  approach  to  the  development 
of  medical  PR  programs  is  proposed  in  the  January 
issue  of  PR  Doctor,  published  by  the  Public  Rela- 
tions Department  of  the  American  Medical  Associa- 
tion. 

The  three  dimensions  are  stated  as  “policy,  pro- 
gram and  promotion,”  and  the  importance  of 
vigorous  action  in  all  three  fields  is  stressed  as 
highly  important  for  the  strenthening  of  programs 
to  reach  goals  set  for  1954. 

Only  when  a strong  public  relations  policy  exists 
can  a medical  association  develop  a sound  program 
of  activities  which  will  achieve  the  results  antici- 
pated when  implemented  by  publicity  and  other 
methods  of  promotion,  the  article  points  out. 


Life  Insurance  Fund  Grants  to  Yale 

The  Life  Insurance  Medical  Research  Fund,  organ- 
ized in  1945  by  a group  of  U.  S.  and  Canadian  life 
insurance  companies  for  the  support  of  medical 
research,  has  brought  out  its  eighth  annual  report 
covering  the  year  1952-53.  We  find  by  this  report 
that  Yale  University  School  of  Medicine  has  bene- 
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fitted  very  materially  as  the  following  research  list 
will  show: 

To  Dr.  Frank  D.  Gray,  Jr.  in  circulatory  changes 
in  heart  and  lung  disease,  110,495. 

To  Dr.  Levin  L.  Waters  in  the  development  of 
arteriosclerosis,  $42,360. 

To  Dr.  John  R.  Paul  in  the  nature  of  rheumatic 
fever,  $78,750. 

To  Dr.  D.  D.  Bonnycastle  in  plasma  constituents 
which  improve  heart  action,  $10,500. 

To  Dr.  Ruth  Whittemore  in  congenital  heart 
disease,  $10,395. 

A research  fellowship,  postdoctoral,  was  awarded 
to  Jack  P.  Green,  ph.d.,  of  New  Haven  for  a study 
of  the  action  of  dicumarol  and  another  to  Anton  N. 
Lethin,  Jr.,  m.d.  of  New  Haven  for  a study  of  neu- 
ronal polarization  potentials. 


THE  DOCTOR’S  OFFICE 

Edward  S.  Bundy,  m.d.  announces  the  opening  of 
an  office  for  the  general  practice  of  medicine  and 
surgery  at  9 Center  Street,  Southington. 

Alexander  Bellwin,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  obstetrics  and  gyne- 
cology at  65  South  Street,  Stamford. 

R.  Harrison  Freedman,  m.d.  announces  the  open- 
ing of  an  office  for  the  practice  of  head  and  neck 
surgery  and  medicine,  and  plastic  and  reconstruc- 
tive surgery  at  1231  Summer  Street,  Stamford. 

Isao  Hirata,  Jr.,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  surgery  at  1187  Chapel 
Street,  New  Haven. 

Bernard  Klein,  m.d.  announces  the  opening  of  an 
office  for  the  general  practice  of  medicine  at  219 
West  Main  Street,  Meriden. 

Robert  F.  Newton,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  pediatrics  at  i960 
Whitney  Avenue,  Hamden. 

W.  Leslie  Smith,  m.d.  announces  the  reopening  of 
his  office  for  the  practice  of  medicine  limited  to 
infertility,  gynecological  endocrinology  and  minor 
gynecology  at  85  Jefferson  Street,  Hartford. 

Joseph  Zimerman,  m.d.  announces  the  opening  of 
an  office  for  the  general  practice  of  medicine  at  219 
West  Alain  Street,  Meriden. 
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COMMITTEE  ON  MILITARY  AFFAIRS 

Cole  B.  Gibson,  Aderiden  Stanley  B.  Weld,  Hartford  Harold  Speight,  Adiddletown 


Commission  Again  Proposes  UMT;  No  VA 
Rights  for  Trainees 

For  a second  time,  the  National  Security  Training 
Commission  is  proposing  that  universal  military 
training  be  adopted.  In  general  the  recommendations 
are  similar  to  those  the  commission  made  two  years 
ago,  when  the  House  rejected  the  plan,  236  to  162. 
In  its  new  report,  the  commission  reasons  that  with 
the  Korean  war  ended,  the  supply  of  young  men  is 
sufiicient  for  both  UMT  and  the  regular  draft. 
Whether  a man  would  be  taken  up  by  the  regular 
draft  or  enter  UA4T  would  be  determined  by  lot. 
The  drafted  man  would  have  two  years  of  active 
service,  and  six  years’  reserve  obligation.  The  UMT 
enrollee  would  have  six  months’  training,  followed 
by  seven  and  one-half  years’  reseiwe  obligation.  Of 
medical  interest  are  the  following  commission  pro- 
posals: 

1.  UMT  veterans’  problems  would  not  be  handled 
by  Veterans  Administration;  injuries  or  sicknesses 
incurred  during  training  would  be  compensated  for 
under  the  Federal  Employees  Compensation  Act, 
and  the  men  would  consult  their  own  private  physi- 
cians and  be  cared  for  in  private  hospitals  following 
discharge.  (This  is  in  line  with  recomendations  made 
by  the  AM  A in  1951.) 

2.  The  training  agency— Army,  Navy  or  Air 
Force— would  be  responsible  for  the  medical  care  of 
the  trainee  during  the  six  month  period. 

3.  Premedical  and  other  students  could  be  de- 
ferred only  until  the  completion  of  the  school  year. 
(AA4A  had  recommended  continuation  of  education, 
with  UMT  obligation  deferred.) 

4.  No  mandatory  rehabilitation  of  boys  found 
physically  unacceptable  for  training,  but  a down- 
ward adjustment  of  physical  and  mental  standards 
combined  with  “a  more  realistic  matching  of  per- 
sonnel characteristics  to  essential  job  requirements.” 
(AA4A  also  had  opposed  mandatory  rehabilitation.) 

5.  Pre-induction  examination  to  be  handled  by 
Selective  Service.  (AA4A  had  recommended  that  pre- 


induction as  well  as  periodic  examinations  be  given 
by  private  contract  physicians  on  a fee  basis.) 

Early  reaction  to  the  UAIT  proposal  on  Capitol 
Hill  indicated  it  probably  would  not  be  given  much 
consideration  by  Congress  this  year.  Among  those 
who  spoke  out  against  it  were  House  Speaker  Joseph 
Adartin  and  Chairman  Dewey  Short  of  the  House 
Armed  Services  Commitee. 

Presumption  of  Service  Connection  in 
Veterans  Administration 

The  phrase  “presumption  of  service  connection” 
is  a foundation  stone  of  the  present  Veterans  Ad- 
ministration medical  care  program.  It  explains  in  part 
the  great  increase  in  the  rolls  of  VA  service  con- 
nected cases  in  the  last  few  years.  Once  a presump- 
tion of  service  connection  is  accepted  by  the  govern- 
ment, the  veteran  usually  is  entitled  to  exactly  the 
same  considerations  as  one  who  was  wounded  in 
battle  or  whose  condition  developed  while  he  was  in 
uniform.  In  addition  to  rating  a top  priority  for  full 
medical  care— hospital,  outpatient,  and  home  town— 
the  veteran  with  a “service  presumed  condition”  is 
also  eligible  for  financial  compensation  if  his  dis- 
ability is  found  to  be  10  per  cent  or  more. 

Thus  there  is  the  possibility  of  a veteran  receiving 
a monthly  check  from  the  government  as  compen- 
sation for  an  illness,  contracted  after  return  to 
civilian  life,  that  is  being  treated  free  by  the  Veter- 
ans Administration. 

The  war  veteran  whose  case  is  strictly  non  serv- 
ice—where  no  connection  can  be  shown  with  his 
active  duty  and  where  the  particular  disease  or  con- 
dition is  not  on  the  “presumptive”  list— has  a differ- 
ent status.  Any  treatment  he  receives  must  be  in  the 
hospital;  he  is  not  entitled  to  outpatient  or  home 
town  care  nor  to  compensation  for  his  disability. 

Under  present  law,  the  veteran  is  entitled  to  pre- 
sumption of  service  connection  during  various 
periods  of  time  following  his  discharge  from  service, 
the  number  of  years  allowed  depending  on  the 
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particular  disease  or  disability.  In  some  cases  his 
condition  may  be  certified  as  service  connected  even 
if  it  appears  as  late  as  three  years  after  his  separation, 
and  a bill  now  in  Congress  would  raise  one  limit  to 
seven  years.  The  assumption  is  that  any  disease  or 
condition  on  the  list  could  be  incurred  in  military 
service,  then  lie  dormant  or  go  undiagnosed  for  one, 
two,  or  in  the  case  of  tuberculosis,  three  years. 

Although  not  every  presumption  of  service  con- 
nection is  recognized  as  valid,  if  a contest  is  to  be 
made  the  burden  of  proof  is  on  the  government;  it 
must  produce  definite  evidence  that  the  disease  or 
condition  could  not  be  related  to  military  service. 
In  certain  cases  the  presumption  is  conclusive,  deny- 
ing the  government  any  opportunity  to  challenge 
the  claim  even  if  it  so  desires.  (In  this  report  all 
categories  will  be  regarded  as  rebuttable,  unless  they 
are  identified  as  conclusive.) 

When  a presumptive  case  is  accepted  as  service 
connected,  the  veteran  is  taken  olT  the  hospital  wait- 
ing rolls  and  almost  immediately  starts  his  treatment. 
His  care  is  expedited  exactly  as  though  he  were 
reporting  for  treatment  of  an  old  battle  wound.  His 
disability  becomes  service  connected,  without  quali- 
fications. As  of  October  i,  1953,  the  Veterans  Ad- 
ministration reported  only  seven  of  the  17,113  wait- 
ing cases  were  listed  as  service  connected. 

The  number  of  presumptive  service  connected 
cases  must  be  high,  considering  the  many  diseases 
listed  as  eligible  for  this  consideration,  but  the  total 
can  only  be  guessed  at.  A Veterans  Administration 
spokesman  said  no  record  is  kept  of  rejected  claims 
in  this  category,  nor  does  VA  make  any  breakdown 
to  show  the  percentage  qualifying  as  service  con- 
nected under  the  various  presumption  laws. 

CHRONOLOGY  OF  IMPORTANT  LAWS  AND  REGULATIONS 

192 1— Congress  first  officially  recognized  the  con- 
cept by  authorizing  service  presumption  for  all 
tuberculosis  and  psychosis  cases.  The  cases  would 
have  to  be  diagnosed  within  two  years  after  dis- 
charge from  service. 

1923—  Congress  extended  the  two  years  to  three. 

1924—  The  World  War  I Veterans  Act  broadened 
the  concept  of  presumptive  service  connection  in 
this  manner:  Any  veteran  shown  to  have  certain 
specified  diseases  or  conditions  prior  to  1925  would 
be  presumed  to  have  incurred  the  disability  during 
his  World  War  I service.  Claims  for  active  tubercu- 
losis were  conclusive,  not  subject  to  challenge  by 
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the  government.  Diseases  qualifying  as  presumptive 
service  connected  were  expanded  to  include  paralysis 
agitans,  encephalitis  lethargica,  and  amoebic  dysen- 
tery in  addition  to  tuberculosis  and  neuropsychiatric 
conditions,  provided  they  developed  10  per  cent 
or  more  of  the  disability.  However,  the  law  specified 
that  there  would  be  no  presumptive  diseases  after 
January  i,  1925. 

Interim  developments— During  the  period  from 
1921  until  1948  (see  below)  the  chief  of  the  Veter- 
ans Bureau  and  of  his  successor,  the  Veterans  Ad- 
ministrator, issued  a number  of  regulations  designed 
to  broaden  opportunities  for  veterans  to  qualify  as 
service  connected  disabled  via  the  presumptive  route. 
In  1921  “constitutional  chronic  diseases”  were 
designated  as  presumptive,  with  a one  year  time 
limit.  Subsequent  memos  from  the  medical  director 
specified  that  chronic  diseases  included  such  condi- 
tions as  arteriosclerosis,  leukemia,  diabetes,  arthritis, 
cancer,  heart  conditions,  and  a few  others,  but  did 
not  take  in  acute  medical  conditions. 

1933—  During  the  first  month  of  President  Frank- 
lin D.  Roosevelt’s  first  term  the  Economy  Act  re- 
pealed all  presumptive  benefits  that  had  been  added 
by  laws  and  regulations  since  1921.  But  the  Economy 
Act  also  authorized  the  President  to  issue  regula- 
tions covering  veterans’  care.  One  of  the  first  of 
these  reinstated  chronic  diseases,  if  10  per  cent  or 
more  disabling,  with  a one  year  limit,  but  the  diseases 
were  not  defined. 

1934—  One  year  after  the  Economy  Act,  Congress 
restored  to  the  rolls  certain  presumptive  cases  which 
had  qualified  under  the  1924  act  but  had  been  elim- 
inated in  1933.  In  brief,  it  reestablished  any  case  that 
had  or  could  qualify  under  the  1924  act,  subject  to 
more  restrictive  official  dates  for  the  beginning  and 
ending  of  World  War  I. 

1948— On  June  24,  1948,  the  8oth  Congress  passed 
its  Public  Law  748.  It  is  the  basic  law  to  which 
subsequent  amendments  have  been  and  are  now  being 
made.  What  the  law  did:  i.  It  specifically  listed  in 
the  statute  23  chronic  diseases  that  had  been  declared 
presumptive  by  the  President  pursuant  to  the  1933 
Economy  Act.  (Of  the  tuberculosis  types,  only 
active  tuberculosis  was  included.)  2.  It  added  16 
tropical  diseases  to  the  list.  3.  It  authorized  the  VA 
administrator  to  add  more  chronic  diseases  and  to 
include  disorders  or  diseases  resulting  from  the 
therapy  administered  in  connection  with  the  tropical 
diseases. 
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1950—  Congress  amended  Public  Law  747  (above) 
to  allow  a three  year  presumptive  period  for  pul- 
monary tuberculosis,  rather  than  the  one  year  speci- 
fied for  all  diseases,  providing  the  disability  was  10 
per  cent  or  more.  Congress  at  this  time  also  voted  to 
apply  the  presumption  of  service  connection  to  all 
veterans  of  the  Spanish-American  War,  the  Philip- 
pine Insurrection  and  the  Boxer  Rebellion  in  an  un- 
usual wav.  It  voted  to  give  presumption  of  service 
connection  to  these  veterans  for  any  type  of  out- 
patient care.  Over  the  years  they  had  benefitted  from 
laws  extending  other  medical  and  hospital  care 
benefits. 

195 1—  Congress  extended  the  presumptive  period 
for  multiple  sclerosis  to  two  years,  if  disability  is  10 
per  cent,  and  extended  the  time  for  active  psychosis, 
which  had  been  one  year  for  full  medical  benefits, 
to  a two  year  conclusive  presumption  for  hospitali- 
zation only. 

1953— Congress  again  amended  Public  Law  748  to 
extend  the  three  year  period  for  pulmonary  tuber- 
culosis to  include  all  types  of  active  tuberculosis. 

PENDING  BILLS  ON  PRESUMPTIONS  OL  SERVICE 
CONNECTION 

A number  of  bills  on  presumption  of  service 
connection  hold  over  from  the  last  session  and  will 
be  awaiting  Congress  when  it  reconvenes  in  Janu- 
ary. Each  would  liberalize  the  presumptive  period 
for  a particular  disease  when  the  disability  is  10  per 
cent  or  more.  The  proposals  would: 

Extend  the  presumptive  period  for  all  chronic  and 
tropical  diseases  from  one  to  three  years.  S601  by 
Senator  Sparkman  (D— Alabama),  HR25  by  Mrs. 
Edith  N.  Rogers  (R— Massachusetts),  and  HR  1573 
by  Rep.  Laurie  C.  Battle  (D— Alabama). 

Extend  period  to  three  years  for  multiple  sclerosis 
or  psychoses,  S762  by  Senator  Martin  (R— Pennsyl- 
vania), and  HR33  by  iMrs.  Rogers. 

Extend  period  for  malignant  tumors  from  one  to 
two  years,  HR45  by  Mrs.  Rogers. 

Extend  period  for  amyotrophic  lateral  sclerosis 
from  one  to  two  years,  HR3070  by  Rep.  Peter  J. 
Frelinghuysen  (R— New  Jersey). 

Extend  three  year  period  for  tuberculosis  to  seven 
years,  HR2097  by  Rep.  Harold  Hagen  (R— Adinn. ). 

/Make  the  three  year  period  for  active  pulmonary 
tuberculosis  and  the  two  year  period  for  multiple 


sclerosis  conclusively  presumptive  (could  not  be 
contested  by  government).  HR 30 12  by  Rep.  Eugene 
McCarthy  ( D— Adinnesota) . 

DISEASES  ENUMERATED  IN  PUBLIC  LAW  748 

The  following  diseases  are  to  be  regarded  as  pre- 
sumed service  connected,  if  manifest  within  a year 
after  separation: 

Chronic  diseases:  anemia,  primary;  arteriosclerosis; 
arthritis;  bronchiectasis;  calculi  of  the  kidney,  blad- 
der, or  gallbladder;  cardiovascular-renal  disease,  in- 
cluding hypertension,  myocarditis,  Buerger’s  disease, 
and  Raynaud’s  disease;  cirrhosis  of  the  liver;  cocci- 
diomycosis;  diabetes  mellitus;  endocarditis;  endo- 
crinopathies;  epilepsies;  Hodgkin’s  disease;  leukemia; 
nephritis;  osteitic  deformans;  osteomalacia;  organic 
diseases  of  the  nervous  system,  including  tumors  of 
the  brain  cord  or  peripheral  nerves;  encephalitis 
“lethargies”  residuals;  scleroderma;  tuberculosis, 
active;  tumors,  malignant;  ulcers,  peptic  (gastric  or 
duodenal);  and  such  other  chronic  diseases  “as  the 
Administrator  of  ATterans’  Affairs  may  add  to  the 
list.” 

(As  noted  above  in  the  chronology,  subsequent 
Congresses  extended  the  period  for  multiple  sclerosis 
to  two  years  and  for  tuberculosis  to  three  years,  made 
all  forms  of  tuberculosis  eligible,  and  extended  the 
one  year  rebuttable  presumption  for  active  psychosis 
to  a two  year  conclusive  presumption,  but  limited 
to  hospitalization.) 

Tropical  diseases:  black  water  fever;  cholera; 
dracontiasis;  dysentery;  filariasis;  leprosy;  leishmani- 
asis; loiasis;  malaria;  onchocerciasis;  oroya  fever; 
pinta;  plague;  schistosomiasis;  yaws;  yellow  fever 
and  others. 

Regarding  tropical  diseases,  the  law  also  states 
that  “.  . . the  resultant  disorders  or  diseases 

originating  because  of  therapy  administered  in  con- 
nection with  such  diseases,  or  as  a preventive  thereof, 
shall  be  accorded  service  connection  when  showm 
to  exist  one  year  after  separation  from  active  service 
or  at  a time  when  standard  and  accepted  treatises 
indicate  that  the  incubation  period  thereof  com- 
menced during  active  service.  Nothing  in  this  para- 
graph shall  be  construed  to  prevent  service  connec- 
tion for  any  disease  or  disorder  otherwise  shown  by 
sound  judgment  to  have  been  incurred  in  or  aggra- 
vated by  active  service.” 
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Garnett  and  iMorrison  have  published  a suininary 
of  collected  cases  in  the  literature  of  primary  car- 
cinoma of  the  gallbladder  together  with  an  analysis 
of  the  experience  at  the  Hartford  Hospital  with  97 
cases  (“The  Link  Between  Stones  and  Carcinoma  of 
the  Gallbladder,”  Hart.  Hosp.  Bull.  VIII: 3).  The 
authors  found  primary  carcinoma  of  the  gallbladder 
sixth  among  digestive  organs;  the  percentage  in  con- 
secutive hospital  admissions  less  than  0.5,  in  con- 
secutive gallbladder  operations  1.12,  in  consecutive 
autopsies  0.43,  in  consecutive  autopsies  with  cancer 
4.53;  the  percentage  of  gallstones  in  all  adults  10  to 
25,  of  gallstones  in  primary  carcinoma  of  the  gall- 
bladder 73.2,  in  secondary  carcinoma  of  the  gall- 
bladder 8 to  25;  and  the  percentage  of  calculous 
gallbadders  w hich  will  develop  carcinoma  2. 

These  figures,  as  the  authors  point  out,  show  that 
cancer  of  the  gallbladder  is  a rare  disease  and  that, 
in  general,  prophylactic  measures  are  indicated  only 
wTen  the  incidence  of  exposure  is  high,  protection 
is  certain,  and  the  particular  preventive  procedure 
is  harmless.  This  disease  constitutes  less  than  1.5  per 
cent  of  all  lesions  of  the  gallbladder  found  at  the 
operating  table.  Their  final  conclusion:  “The  expect- 
ancy of  future  mechanical  trouble,  future  cardio- 
vascular complications,  and  the  possibility  of  devel- 
opment of  cancer  all  argue  for  selective  prophylactic 
cholecystectomy  in  patients  wfith  asymptomatic 
gallstones  who  are  reasonable  surgical  risks.” 

^ ^ 

^ *75*  *7V" 

“Bacterial  Allergy”  is  the  subject  of  a guest  edi- 
torial by  Swineford  in  the  Virginia  Aledical  Alonth- 
ly,  August  1953.  (80:8.)  The  idea  is  stressed  that 
bacterial  allergy  “is  an  important  and  little  explored 
fact  of  medicine.”  Infectious  asthma  is  a familiar 
result  of  bacterial  allergy.  The  patient  develops  a 
respiratory  infection  and  then  wdieezes.  The  wdieez- 
ing  continues  until,  but  stops  promptly  after,  the 
infection  is  controlled. 

It  is  commonly  believed  at  the  present  time  that 
bacterial  allergy  plays  a major  role  in  the  morbidity 
of  tuberculosis,  in  the  pathogenesis  of  rheumatic 
fever  and  in  infectious  asthma.  The  allergic  response 
to  bacteria  takes  the  form  of  not  only  atopic  syn- 
dromes, but  also  occurs  just  as  typically  as  an 


eczematous  “Ids,”  acute  anaphylaxis  or  a delayed 
tuberculin  type  reaction.  There  are  a wide  variety 
of  antibodies  in  bacterial  allergy  (antistreptolysins, 
antifibrinolysins,  agglutinins,  precipitins,  antitoxin, 
complement  fixers,  etc.). 

Skin  tests  as  a means  of  identifying  the  organism 
responsible  for  asthma  are  disappointing.  The  aver- 
age human  being  reacts  to  many  bacterial  extracts 
that  do  not  give  him  asthma.  The  most  that  can  be 
claimed  in  favor  of  skin  tests  is  that  they  give  a 
diagnostic  lead  but  not  a positive  diagnosis.  We  must 
sadly  confess  that,  while  much  is  knowm  about 
bacterial  allergy,  it  nevertheless  remains  true  that 
more  is  unknown.  Research  and  education  find  in 
this  field  a challenge  that  is  being  accepted.  The 
author  expresses  a confident  hope  that  the  future 
will  show  progress  wTich  in  time  may  be  at  least 
comparable  to  the  progress  made  in  other  fields  of 
the  medical  sciences. 

Swfineford  finally  points  out  that  the  treatment  of 
bacterial  allergy  has  not  been  standardized.  Bacterial 
antigens  cannot  be  avoided,  though  they  may  often 
be  removed  by  surgery  or  by  antibacterial  agents, 
with  relief  of  symptoms.  Treatment  with  bacterial 
antigens  is  empirical  and  is  often  but  unpredictably, 
efi'ective. 

* * * * 

A recurring  discussion  in  many  hospitals  is  that  of 
the  practicability  of  diagnosing  and  treating  border- 
line psychiatric  patients  in  the  w^ards  of  a general 
hospital  (Crocket,  Brit.  Med.  Jour.  4828).  The 
author  admits  that  the  care  and  treatment  of  such 
patients  in  the  w^ards  of  a general  hospital  w^ould  be 
in  the  nature  of  a revolution  and  that  the  adoption 
of  such  a plan  would  inevitably  mean  the  bringing 
of  the  present  staff  of  mental  hospitals  into  the 
wards  of  the  general  hospital.  He  recognizes  that 
many  borderline  patients  in  the  general  hospital 
would  never  enter  a mental  hospital,  but  on  the  other 
hand  he  can  discover  no  natural  clinical  cleavage 
betw  een  those  patients  who  do  not  and  those  who 
do  end  in  a mental  hospital.  The  truth  of  the  matter 
is  that  experience  shows  that  there  are  many  similar- 
ities in  pathology  and  the  treatment  of  the  two 
groups. 
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He  considers  that  treatment  of  borderline  psychi- 
atric cases  in  the  general  wards  should  be  regarded 
as  a provisional  arrangement,  pending  the  establish- 
ment of  specially  constructed  and  equipped  psychi- 
atric clinics  within  the  general  hospital.  It  appears 
to  the  author  the  better  part  of  wisdom  to  treat  all 
voluntary  patients  and  all  borderline  patients  in  a 
general  hospital  rather  than  in  a so-called  mental 
hospital.  As  a matter  of  practice  most  approved 
institutions  for  the  mentally  disturbed  seek  to 
approach  this  ideal  by  means  of  an  observation  ward 
whose  special  function  is  that  of  classification. 

The  whole  matter  of  the  care  of  the  borderline 
psychiatric  patient  should  be  explored  in  a purpose- 
ful, experimental  way.  The  questions  to  be  answered 
are,  first,  how  many  patients  can  be  treated  success- 
fully in  the  general  hospital,  and,  secondly,  what 
special  administrative  arrangements  and  regimes 
would  be  necessary  for  furthering  the  integration 
of  psychological  and  physical  medicine. 

^ w w 

Old  age  has  its  vices  (“Old  Age  and  the  Vices,” 
Cecil.  Geriatrics,  kq).  Even  under  the  best  of  con- 
ditions the  elderly  have  few  compensations.  The 
leisure  that  allows  reading,  meditation  and  travel 
cannot  be  indulged  all  the  time.  A couple  of  cigars 
and  a cocktail  in  the  evening  can  hardly  be  labeled 
as  a sin.  We  must  not  allow  ourselves  to  forget  that 
dilferent  standards  of  conduct  apply  to  elderly 
people  than  to  the  young  on  the  simple  grounds  that 
the  human  machine  will  stand  for  a lot  of  nonsense 
during  the  early  decades  of  life,  but  that  it  will  put 
up  with  much  less  abuse  in  the  late  decades. 

Of  the  casual  vices  over  indulgence  in  alcohol  is 
perhaps  the  most  important.  Alcohol  is  not  contra- 
indicated for  the  aged,  but  it  is  a well  proven  fact 
that  the  lethal  dose  of  alcohol  is  in  inverse  propor- 
tion to  age.  Old  people  commonly  discover  for 
themselves  that  temperance  is  the  best  policy  and 
gradually  reduce  their  daily  intake  to  the  point 
where  no  unpleasant  effects  are  produced.  It  might 
be  added  at  this  point  that  alcohol  is  an  important 
therapeutic  agent  in  coronary  disease,  for  nothing 
quite  equals  it  as  a vasodilator.  The  pain  of  coronary 
insufficiency  and  sclerosis  is  relieved  by  alcohol. 
Elderly  people  rarely  become  alcoholics  unless  the 
habit  of  drinking  has  existed  many  years  previously. 

Tobacco  in  these  days  affords  a more  controver- 
sial field  for  discussion  than  does  alcohol.  The  author 
expresses  interest  in  the  fact  that  many  of  his 


physician  friends  have  given  up  the  use  of  tobacco. 
In  part  this  is  ascribed  to  the  irritation  that  tobacco 
causes  in  the  upper  respiratory  tract,  but  an  addi- 
tional factor  of  unassessed  importance  is  the  psycho- 
logical one  of  the  many  reports  regarding  the  effects 
of  tobacco  on  the  blood  vessels  and  the  incidence  of 
lung  cancer  in  smokers  as  contrasted  with  non 
smokers.  There  is  one  individual  who  cannot  smoke, 
regardless  of  his  age,  and  that  is  the  patient  with 
thromboangiitis  obliterans.  Having  due  regard  to  all 
the  objections  to  the  use  of  tobacco,  Cecil  considers 
it  the  part  of  wisdom  to  allow  the  aged  to  use 
tobacco  in  moderation.  Eike  alcohol,  tobacco  con- 
stitutes one  of  the  few  pleasures  available  to  the 
elderly. 

Many  elderly  patients  have  difficulty  in  getting 
to  sleep  at  night  and  indulge  themselves  with  sleep- 
ing tablets.  Cecil  favors  the  habit  to  the  extent  of 
50  to  100  mg.  of  one  of  the  quick  acting  barbiturates 
nightly.  The  barbiturates  are  not  habit  forming; 
and  they  do  not  affect  the  mind  or  the  intelligence 
of  elderly  people  unless  taken  in  doses  so  large  as  to 
cause  drowsiness  during  the  day  following  ingestion. 
A tolerance  for  barbiturates  is  rarely  established  so 
that  the  same  dose  is  effective  for  an  indefinite  period 
of  time. 

Gluttony  or  the  vice  of  overeating  accounts  for 
the  prevalence  of  obesity  in  the  aged.  It  goes  without 
saying  that  obesity  introduces  the  aged  to  many 
hazards,  such  as  the  extra  burden  on  the  heart,  the 
limitations  on  physical  activity,  the  disposing  cause 
of  diabetes  and  osteoarthritis,  etc. 

Overwork,  unless  coupled  with  worry,  is  not  an 
important  vice  of  elderly  people.  They  do  not  die 
from  overwork. 

Idleness  is  a vice  that  many  elderly  people  enjoy 
with  no  apparent  harm  to  their  health.  However,  the 
sudden  release  from  responsibility  and  a well  ordered 
daily  routine  has  a profound  effect  on  patients’ 
morale,  and  this  in  turn  affects  the  whole  physical 
equilibrium.  There  are  too  many  casualties  among 
retired  executives— more  than  would  be  expected  in 
the  natural  course  of  events. 

For  the  elderly  advice  is  offered  that  in  sexual 
matters  they  should  not  allow  ambition  to  conquer 
moderation.  We  hear  much  in  these  days  about  the 
waste  of  penicillin.  The  author  wonders  if  the 
waste  of  testosterone  is  not  almost  comparable. 

Let  the  old  man  have  these  things— but  in  modera- 
tion. 
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“Bacterial  Resistance  to  Antibiotics”  is  the  subject 
of  a brief  discussion  by  Selbie  in  The  Practitio7ier, 
(1023: 171 ).  The  first  unfavorable  effect  is  that  bac- 
teria may  acquire  resistance  during  the  treatment  of 
a particular  case,  making  further  treatment  with  the 
drug  ineffective.  This  rarely  occurs  with  penicillin 
and  the  sulphonamides.  It  does  occur  often  with 
streptomycin,  and  with  chloramphenicol,  aureo- 
mycin  and  terramycin.  The  second  unfavorable 
effect  lies  in  the  possibility  that  the  widespread  use 
of  chemotherapeutic  agents  may  lead  to  resistant 
bacteria  becoming  so  prevalent  in  the  general  popu- 
lation that  the  druo-  will  be  rendered  useless.  All  the 
available  evidence  indicates  that  the  general  practi- 
tioner can  use  the  sulphonamides  and  penicillin  for 
infections  for  which  they  are  indicated  without  fear 
of  creating  resistance  in  the  infecting  organisms  or 
increasing  the  prevalence  of  resistant  infections.  All 
the  other  antibiotics  should  be  used  with  caution. 

^ ^ ^ ^ 

The  clinical  toxicity  of  terramycin  has  received 
much  and  rather  confused  attention  from  the  medical 
profession  during  the  past  few  years.  Miller  and 
Walker  report  on  their  experience  with  the  pro- 
longed administration  of  terramycin  to  70  tuber- 
culous patients.  (New  Eng.  Jour.  Med.,  249:12). 
Each  patient  received  5 Gm.  of  terramycin  daily  in 
combination  with  2 Gm.  of  streptomycin  every 
third  day.  The  drugs  were  given  for  one  hundred 
and  twenty  days.  This  is  a larger  quantity  of  these 
drugs  over  a longer  period  of  therapy  than  most 
clinicians  have  had  experience  with  up  to  the  present 
time. 

Gastrointestinal-tract  irritability,  with  resulting 
anorexia,  nausea  and  vomiting  were  the  only  toxic 
manifestations  that  were  noticed  during  the  period 
that  terramycin  was  administered.  The  irritation 
was  never  serious  and  it  was  never  necessary  to  dis- 
continue the  drug  during  the  four  months  period 
of  administration,  and  in  only  four  instances  (5.7 
per  cent)  was  it  necessary  to  reduce  the  dose  of 
terramycin. 

-V-  Ji,  Jf,  -V. 
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Virginia,  according  to  Gayle  and  Gee,  Jr.,  is  faced 
with  an  increasing  problem  of  barbiturate  addiction 
and  attempted  suicides  using  barbiturates  (Va.  Med. 
Jour.,  80:10).  It  is  probable  that  this  situation  is 
duplicated  in  most  of  the  states  of  the  Union.  The 
dangers  involved  in  making  the  barbiturate  drugs 
easily  available  to  patients  should  receive  serious 
attention,  not  only  by  the  medical  profession  but 
also  by  the  public  at  large. 

Many  suicide  cases  were  rescued  by  means  of  the 
Reiter  Electro  Stimulator.  This  machine  provides 
continuous  electrical  stimulation  over  as  many  hours 
as  are  required  to  arouse  the  patient. 

“Why  People  Faint”  is  a question  that  has  bother- 
ed most  of  us  at  one  time  or  another  (Warren,  G.  P., 
VI: 5).  Dr.  Warren  explains  that  in  most  instances 
syncope  results  from  transient  inadequacy  of  blood 
supply  to  the  brain.  This  may  be  due  to  cessation  of 
cardiac  activity  (heart  block,  reflex  cardiac  stand- 
still, carotid  sinus  syncope),  to  a fall  in  blood  pres- 
sure (common  faint,  postural  hypotension,  carotid 
sinus  syncope),  and  in  the  presence  of  no  obvious 
circulatory  changes  (hysteria,  hyperventilation,  cer- 
tain types  of  cardiac  disease,  brain  disease).  The 
cause  of  fainting  can  usually  be  ascertained  by  the 
taking  of  a careful  history  and  a good  physical 
examination.  The  treatment  is  naturally  directed  to 
the  underlying  cause  of  the  fainting  spell. 

#4;.  41,  42. 

•Tt*  *7?*  ■TV' 

“Is  There  Such  a Thing  as  Soft  Tissue  Rheuma- 

tism?” (Holbrook,  G.  P.,  VI: 5).  Dr.  Holbrook  con- 
siders that  soft  tissue  rheumatism  occurs  more  fre- 
quently than  articular  rheumatism.  Classification  is, 
however,  unsatisfactory  for  the  reason  that  little  is 
known  of  its  pathology  or  specific  etiology.  He  adds 
that  the  most  common  types  fit  into  a simple  clinical 
grouping  such  as  localized  fibrositis  (neck,  shoulders, 
back,  and  various  types  of  bursitis).  The  author 
believes  that  the  main  problem  is  that  of  separating 
these  patients  from  those  normal  individuals  that 
suffer  from  tension  pains.  The  best  results  are 
obtained  by  gentle  stretching  and  the  use  of  corti- 
sone or  ACTH. 
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Osteopathy  in  New  York  State 

Connecticut  Osteopathic  Society 

December  i8,  1953 

To  the  Editor: 

On  page  843  of  your  October  1953  issue  appears 
an  editorial  captioned  “The  Osteopath— What  is  His 
Future?”  The  editorial  is,  we  believe,  a very  fair 
report  upon  the  presently  existing  relations  between 
the  medical  and  osteopathic  professions  in  Con- 
necticut. We  cannot  entirely  agree  with  some  of  the 
opinions  you  express  but  it  is  not  the  purpose  of  this 
letter  to  contest  them.  We  write  to  you  purely  in 
the  interests  of  accuracy. 

The  first  paragraph  on  page  844  does  not  cite  the 
circumstances  in  regard  to  the  practice  of  osteopathy 
in  New  York  State  quite  accurately  and,  therefore, 
w'e  offer  the  following  information: 

1 . At  no  time  has  there  been  an  independent  osteo- 
pathic board  in  New  York.  The  practice  of  oste- 
opathy was  legalized  there  in  1907,  the  enabling  law 
providing  that  an  osteopathic  physician  be  appoint- 
ed to  the  medical  board,  thus  creating  a composite 
(combined)  hoard  which  would  examine  both  medi- 
cal and  osteopathic  candidates  for  license.  The  board 
has  continued  in  this  pattern  to  date. 

2.  The  law  further  provided  that  both  medical  and 

osteopathic  candidates  would  take  the  same  examina- 
tion under  this  one  board  and  this  process  is  still 
followed.  However,  despite  taking  the  same  exam- 
ination successful  osteopathic  candidates  were  grant- 
ed a license  which  did  “.  . . not  permit  the 

holder  thereof  to  administer  drugs  or  perform  sur- 
gery with  the  use  of  instruments.” 

3.  Between  1907  and  1939  there  were  repeated 
attempts  by  the  osteopathic  profession  to  obtain 
wider  practice  privileges,  in  keeping  with  the  stead- 
ily improving  standards  of  osteopathic  education 
and  training.  Such  attempts  were  fruitless  until  1939. 

In  that  year  the  education  law  was  amended  to 
provide  “.  . . that  any  person  holding  a license 

to  practice  osteopathy  or  any  applicant  for  such 
license,  who  upon  submission  of  proper  credentials 
or  by  examination  satisfies  the  regents  that  he  has 
received  sufficient  instruction  and  training,  may  be 
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granted  the  additional  right  to  use  instruments  for  | 
minor  surgical  procedures  and  to  use  anesthetics,  ji 
antiseptics,  narcotics  and  biological  products  . . .”  j 
The  law  made  no  provision  for  “extension  of  rights 
certificates”  to  those  who  qualified  for  them  under 
the  law.  They  were  the  result  of  the  New  York 
State  Osteopathic  Society’s  request  of  the  Education 
Department  that  qualified  osteopathic  physicians  be 
issued  some  sort  of  evidence,  in  addition  to  their 
regular  license,  which  would  indicate  that  they  had 
met  the  requirements  of  the  amended  law.  The  great 
majority  met  the  requirements  and  were  issued  the 
certificate. 

The  amended  law  further  provided  that,  begin- 
ning in  1940,  successful  candidates  for  osteopathic  | 
licenses  (those  passing  the  regular  composite  board  j 
examination)  would  be  licensed  with  these  rights 
without  further  examination.  Ibis  situation  held 
until  1946. 

4.  In  1946  the  education  law  was  again  amended, 
this  time  to  effect  a “parity”  under  the  law  between 
medical  and  osteopathic  physicians.  Those  who  had 
qualified  under  the  1939  amendment  and  those 
licensed  after  1940  were  “granted  the  right  to  prac- 
tice medicine  without  limitations  as  defined  by  the 
statutes  of  the  State  of  New  York.”  Candidates  for 
osteopathic  licensure  are  today  licensed  to  practice 
medicine  and  surgery  in  which  the  state  includes  the 
practice  of  osteopathy.  Now,  as  in  the  past,  the  only 
way  in  which  an  osteopathic  physician  may  become 
licensed  in  New  York  State  is  to  pass  the  composite  ; 
board  examination  (reciprocity  excepted).  j 

Up  until  1946  the  Medical  Society  of  the  State  j 
of  New  York  was  definitely  opposed  to  any  broad-  1 
ening  of  the  practice  privileges  of  osteopathic  physi-  i 
cians.  But  when  the  1946  amendment  was  under  I 
discussion  prior  to  its  submission  to  the  legislature  | 
the  Society  announced  that  it  not  only  would  not  j 
oppose  its  passage  but,  in  fact,  favored  its  passage,  j 
There  was  no  real  opposition  to  its  passage  from  ; 
any  source. 

This  is  a brief  “history”  of  the  practice  of  oste- 
opathy in  New  York  State.  The  above  points  have  ' 
been  verified  by  the  secretary  of  the  New  York  1 
State  Osteopathic  Society  and  can  be  verified  also  j 
by  the  officials  of  the  Medical  Society,  the  Board  of  ; 
Regents,  the  State  Education  Department,  or  other  : 
such  authorities.  1 

It  is  hoped  that  this  letter,  and  the  information  it  ! 
contains,  will  be  of  some  help  in  bringing  about  a i 
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better  understanding  between  our  professions— to 
the  public  good. 

\"ery  sincerely  yours, 

W.  John  Field,  n.o..  President 


Used  Medical  Journals  Wanted 

St.  George’s  Mission  Hospital 
Punalur,  P.  O.,  Travancore,  South  India 

October  24,  1953 

To  the  Editor: 

I wish  to  inform  you  that  the  above  hospital  is  a 
non  profit  organization  situated  in  a hilly  village  and 
working  among  the  poor  labour  classes  of  the  local- 
ity and  its  suburbs.  As  good  medical  literatures  are 
very  few  in  this  part  of  the  world,  a small  library  is 
started  recently  attached  to  the  above  hospital  with 
the  idea  of  collecting  used  Medical  Journals,  books, 
bulletins,  reprints  of  articles  and  Transactions  of 
Medical  Societies  from  all  available  sources  in  foreign 
countries  so  that  up-to-date  knowledge  in  medical 
practice  may  be  obtained. 

Further  Ayurvedic  and  Unani  systems  of  medi- 
cine are  very  troublesome  competitors  to  Allopathic 
system  here  and  proper  equipments  and  medical 
literatures  are  highly  essential  for  the  successful 
management  of  this  hospital. 

In  the  light  of  the  above  circumstances,  I request 
you  to  kindly  issue  a News  Note  in  your  monthly 
Bulletin  and  also  in  your  Society  Medical  Journal 
requesting  the  sympathetic  members  of  your  Society 
to  send  me  their  used  Medical  Journals  with  all  avail- 
able backward  copies,  medical  books,  reprints  of 
articles  and  other  useful  medical  literatures  and  also 
second-hand  surgical  instruments,  medical  appli- 
ances, laboratory  equipments  and  gift  parcels  of 
drugs  and  patent  medicines  so  that  many  of  our 
poor  patients  may  be  directly  and  indirectly  be 
benefitted  by  them. 

This  act  of  kindness  and  charity  by  the  members 
of  your  Society  will  ever  be  remembered  and  lapse 
of  time  cannot  wipe  away  from  our  memory. 

Thanking  you  very  much  for  all  your  valuable 
services. 

Yours  very  truly, 

T.  K.  Thomas, 

Hon.  Medical  Superinendent 


Memories  of  Eugene  O’Neill 

The  Gaylord  Farm  Sanatorium 
Wallingford,  Connecticut 

December  18,  1953 

To  the  Editor; 

My  recollections  are  of  an  interesting  youngster 
who  was  still  searching  for  answers.  Certainly  he 
was  always  most  appreciative  and  gave  his  period  of 
rest  on  the  porches  of  Gaylord  much  credit  for 
starting  him  on  his  subsequent  career. 

Ever  sincerely, 

David  R.  Eyman,  m.d. 


Dr.  Wilson  Elected  President  of 
Connecticut  Health  League 

Dr.  Charles  C.  Wilson,  professor  of  health  and 
education  in  the  Department  of  Public  Health,  Yale 
University  School  of  Adedicine,  was  reelected  presi- 
dent of  the  Connecticut  Health  League  at  the 
organization’s  annual  meeting  January  1 3 in  New 
Haven. 

Dr.  Luther  K.  Adusselman,  New  Haven,  delegate 
to  the  League  from  the  State  Adedical  Society,  and 
Dr.  Ira  Dow  Beebe,  Bridgeport,  delegate  from  the 
Connecticut  State  Dental  Association,  were  elected 
vice-presidents.  Adr.  Horace  A.  Brown,  Hartford, 
executive  secretary  of  the  Connecticut  Heart  Asso- 
ciation, was  elected  secretary-treasurer  of  the 
League. 

Hartford  Hospital  Staff  Honors 
Dr.  Wilmar  Allen 

At  its  annual  dinner  on  January  14  the  Adedical 
and  Surgical  staff  of  the  Hartford  Hospital  pre- 
sented Dr.  Wilmar  Ad.  Allen  with  a handsome  silver 
tray.  The  presentation  was  made  by  the  president  of 
the  staff,  Hartwell  G.  Thompson,  “in  recognition  of 
his  service  to  this  hospital,  this  staff,  and  this  com- 
munity.” Dr.  Allen  has  been  director  of  the  Hartford 
Hospital  for  the  past  18  years  and  for  10  years  prior 
to  that  was  the  pathologist  and  director  of  the 
Hall-Wilson  laboratory  at  the  hospital.  He  is  retiring 
this  month  to  be  succeeded  by  Dr.  T.  Stew  art  Ham- 
ilton who  w'as  also  an  honor  guest  at  the  dinner. 
About  200  including  members  of  the  staff*  and  the 
Board  of  Directors  attended  the  dinner. 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  AIEDICAL  SOCIETY 

President,  Mrs.  Dewey  Katz,  Hartford  Recording  Secretary,  Mrs.  Walter  Nelson,  Cromwell 

President-Elect,  /Mrs.  Newell  ^V.  Giles,  Darien  Corresponding  Secretary,  Mrs.  Stevens  J.  Martin,  Hartford 

Second  Vice-President,  Mrs.  Winfield  Kelly,  Norwich  Treasurer,  Mrs.  Norman  J.  Barker,  Collinsville 

AUXILIARY  ART-MUSICALE  IN  HARTFORD 

The  Connecticut  Physicians  Art  group  will  hold  its  second  art-niusicale  at  the  Avery  Memorial  in 
Hartford  on  Sunday,  March  28.  The  program  will  include  showing  of  the  art  exhibit  from  5 to  6 p.  m., 
cocktails  6 to  6:  30  followed  by  a buffet  supper,  and  a musicale  by  physicians  and  physicians’  wives  at  8 

P.  M. 


Reservations  will  be  limited  to  the  first  200  applying  and  may  be  made  through  Mrs.  David  O’Keefe, 
32  Sesson  Avenue,  Hartford  at  I3.50  per  person. 


Civil  Defense 

The  following  letter  was  sent  to  Mrs.  Dewey  Katz 
from  the  National  Chairman  of  the  Committee  on 
Civil  Defense,  Woman’s  Auxiliary  to  the  AM  A. 

Dear  Mrs.  Katz: 

Thank  you  so  much  for  your  splendid  coopera- 
tion on  the  panel  on  Civil  Defense  at  the  November 
Conference.  You  made  an  excellent  contribution  and 
many  have  referred  in  a complimentary  way  to  the 
panel. 

When  we  last  conversed  I promised  to  tell  you 
something  about  how  the  Wayne  County  (Detroit) 
Auxiliary  had  worked  with  the  Medical  Society. 

One  of  the  things  which  I feel  brought  the  Auxil- 
iary and  the  doctors  into  a closer  understanding  of 
the  problems  was  the  fact  that  at  the  onset  of  the 
Medical  Society’s  plans  for  Civil  Defense  they  asked 
that  three  representatives  be  assigned  by  the  auxil- 
iary to  attend  the  meetings  of  their  committee. 
Being  one  of  these  three  I know  that  it  gave  us  a 
better  idea  of  the  problems  the  men  were  having  to 
face  and  also  an  opportunity  for  us  to  let  the  men 
know  that  we  as  an  Auxiliary  were  standing  ready 
to  assist  when  they  needed  us. 

One  of  the  first  calls  was  when  the  Civil  Defense 
Committee  was  finding  it  almost  impossible  to  get 
the  doctors  to  go  to  be  registered  and  receive  their 


cards,  etc.  The  women  took  over.  Thirty  of  us 
became  notaries  so  that  we  would  be  in  a position 
to  notarize  the  registration  cards.  We  then  set  up 
teams  of  three  members— a notary,  typist  and  an- 
other person— and  set  aside  a certain  \veek  in  which 
we  aimed  to  contact  all  the  2,400  members  of  the 
Wayne  County  Medical  Society.  We  went  to  the 
hospitals  and  set  up  our  team.  In  my  own  instance 
we  were  stationed  in  the  doctors’  cloakroom  where 
we  Q'ot  the  doctor  either  as  he  came  in  or  went  out. 
As  soon  as  he  was  registered  he  was  given  a little 
ribbon  to  wear  so  that  he  would  not  be  bothered  by 
other  “teams”  either  at  that  hospital  or  any  other 
during  the  week.  A followup  later  helped  to  get  the 
ones  who  had  not  been  registered  earlier.  Two 
things  were  accomplished:  the  doctors  were  regis- 
tered and  they  were  made  to  feel  aware  of  the  keen 
interest  in  Civil  Defense  among  the  wives;  they  are 
not  so  apt  to  be  apathetic  about  something  if  they 
feel  the  women  think  it  is  important. 

Then  the  problem  arose  of  getting  the  doctors  to 
the  meetings  of  civilians  in  the  communities.  These 
meetings  finally  bogged  down  because  the  doctors 
did  not  show  up  to  “teach.”  One  of  the  weak  spots 
was  that  there  was  no  “follow  through.”  If  a doctor 
did  not  show  up,  there  was  no  one  to  call  him  to 
find  out  why  or  to  see  if  he  intended  to  come  the 
next  time.  The  men  at  the  head  of  it  did  not  have 
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the  time  to  do  this.  So  when  the  Civil  Defense  de- 
partment wanted  to  reactivate  several  of  the  “pilot 
stations”  they  called  on  the  w omen.  That  meant 
contacting  lay  persons  w ho  had  at  one  time  indi- 
cated a willingness  to  learn  how'  to  help  in  civil 
defense.  The  w^omen  made  over  2,000  phone  calls. 
They  also  provided  an  administrative  assistant  to 
help  at  each  center  to  keep  records  and  follow 
through.  In  one  instance  a personal  friend  of  mine 
took  this  job  and  her  husband  (wdio  had  not  been 
active  before)  took  charge  of  the  medical  part  of 
the  program.  They  were  able  to  wmrk  as  a “team.” 
A common  interest  proved  to  be  the  incentive  for 
this  doctor-wife  team. 

Perhaps  our  best  answer  to  the  problem  of  how 
to  stimulate  an  interest  in  the  Civil  Defense  program 
among  the  doctors  is  to  first  interest  the  doctors’ 
waves.  It  is  much  easier  to  arouse  an  interest  in  some- 
thing if  you  know  something  about  it  yourself. 
When  w^e  can  talk  intelligently  on  a subject  we  are 
much  more  apt  to  talk  convincingly. 

I hope  my  comments  may  have  brought  you  a 
little  information.  Again,  thanking  you,  I am, 

Alost  sincerely, 

Kathleen  Mackersie 
Mrs.  William  Mackersie 

Vaccine  Validity  Study 

A nationwide  study  to  determine  the  effectiveness 
of  a polio  vaccine  in  preventing  paralytic  polio  will 
get  underway  during  the  week  of  February  8,  1954 
and  ending  June  i,  1954.  During  that  time  500,000 
to  1,000,000  school  children  of  the  second  grade 
will  have  taken  part  in  this  study.  Participation  will 
be  on  a voluntary  basis  with  the  consent  of  the 
child’s  parents  or  legal  guardians.  The  study  will 
be  conducted  by  the  National  Foundation  for  Infan- 
tile Paralysis  with  local  health  officers  in  charge. 
Local  physicians  will  administer  the  injections. 

Auxiliary  members  will  be  called  upon  to  assist 
the  Foundation’s  3,100  volunteers  in  organizing  and 
manning  the  study  in  local  areas.  The  American 
Medical  Association  feels  that  Auxiliary  members 
can  make  a very  worthwhile  contribution  to  this 
important  and  meritorius  project  by  participation  as 
individuals  on  a local  level  with  the  gropus  who  are 
serving  as  volunteers  in  this  study. 


County  News 

HARTFORD  COUNTY 

On  January  19  the  Auxiliary  held  a card  party  at 
Centinal  Flill  Flail,  G.  Fox  & Co.,  to  raise  money  for 
the  American  Afedical  Educational  Foundation. 

Mrs.  James  A.  Hanaghan  is  the  new  chairman  of 
Nurse  Recruitment.  Afrs.  Francis  J.  Braceland  is 
Afental  Health  chairman. 

NEW  LONDON  COUNTY 

For  February  there  are  plans  to  run  a supper  dance 
for  members  and  their  husbands.  Also  in  February 
there  w ill  be  a membership  tea,  with  emphasis  on  the 
new  members.  The  program  will  feature  a musical 
performance  and  art  exhibit  by  members. 


Dr.  Ralph  Richardson  Honored 

Ralph  Richardson  who  has  been  president  of  the 
medical  and  surgical  staff  of  the  Bristol  Hospital 
for  the  past  28  years  was  tendered  a dinner  at  the 
hospital  on  January  13.  Present  were  members  of 
the  active  and  consultant  staffs  and  the  directors. 
But  for  the  fact  that  Dr.  Richardson  had  to  get  up 
from  a sick  bed  wdaere  he  had  been  confined  for  a 
few  days,  it  was  a gala  occasion.  Afr.  Fuller  Barnes 
presided  in  his  usual  masterful  manner  and  his  suc- 
cessor, Charles  T.  Treadway,  Jr.,  the  new  president 
of  the  hospital,  offered  felicitations  to  Dr.  Richard- 
son. Lawrence  Frost  of  Plain ville  regaled  the 
audience  with  tales  of  Army  experiences  with  Ralph 
in  World  War  I in  addition  to  many  quasi  historical 
facts  of  Ralph’s  earlier  years.  Arthur  Landry  added 
a serious  touch  to  the  occasion  and  Mr.  Towle,  the 
genial  superintendent,  read  letters  from  Bill  Hanra- 
han  and  Tom  Murdock. 

Ralph  Richardson  has  been  a leader  in  Bristol 
medicine  and  in  the  development  of  the  Bristol 
Hospital.  Hyman  Winters,  his  sucessor  as  chief  of 
staff,  paid  tribute  to  the  friendly  helpfulness  Ralph 
has  always  afforded  the  younger  men.  His  influence 
has  reached  beyond  the  local  community  for  many 
years,  notably  since  his  term  of  office  as  president 
of  the  Hartford  County  Adedical  Association. 

The  Bristol  Hospital  Adedical  Society  presented 
Dr.  Richardson  with  several  fine  gifts.  Physicians 
were  present  from  Waterbury,  New  Britain,  Hart- 
for  and  New  Orleans. 
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Oran  A.  Moser,  M.D. 
1871  - 1953 


Dr.  Oran  A.  Moser,  devoted  family  doctor  for 
more  than  fifty  years,  died  at  his  home  in  Rocky  Hill 
on  November  lo,  1953  after  an  illness  of  three 
months. 

Dr.  Moser  was  born  in  Patterson,  Iowa  on  July 
I,  1871,  the  youngest  of  eleven  children.  While 
attending  high  school  he  worked  as  a male  nurse  in 
a private  Nebraska  hospital  which  was  moved  to 
Waterbury,  Connecticut  in  1897.  Dr.  Moser  came  to 
Connecticut  at  that  time  and  later  entered  Yale 
Medical  School,  graduating  in  1902.  He  then  served 
as  Resident  Physician  at  the  State  Prison  in  Wethers- 
field, following  which  he  began  his  practice  in 
Rocky  Hill  on  August  i,  1903. 

His  life  was  one  of  unrelenting  service  to  his  fel- 
low men  and  faithful  devotion  to  the  sick.  As  Health 
Officer  from  1918  to  October  1952  he  guarded  his 
community  with  constant  care  against  all  public 
hazards.  He  was  a deacon  of  the  Rocky  Hill  Con- 
gregational Church  from  1914  to  1953.  In  1921  to 
1923  he  served  his  town  in  the  State  Legislature. 


Through  his  efforts  the  State  obtained  property  on 
which  now  stands  the  State  Veterans  Hospital.  He 
was  also  Medical  Examiner  from  1918  to  1952.  He 
was  a past  member  of  the  Rotary  Club  of  Wethers- 
field and  served  as  vice-president  of  the  Cromwell 
Savings  Bank. 

Dr.  Afoser  was  attending  physician  to  the  Veter- 
ans Home  in  Rocky  Hill  until  the  AYterans  Hos- 
pital was  moved  from  Noroton  to  Rocky  Hill.  In 
1933  he  served  the  Hartford  County  Aledical  Asso- 
ciation as  its  president.  During  both  World  Wars 
he  served  as  an  examining  physician  for  draft 
boards  of  Hartford  County. 

The  esteem  and  affection  of  his  townspeople  have 
been  manifested  by  their  testimonial  dinner  in 
1944,  by  a public  tribute  to  him  in  his  beloved 
church  in  July  1953  and  by  the  naming  of  one  of 
their  newest  schools  the  Dr.  Oran  A.  Adoser  School. 
A feeling  of  personal  loss  is  borne  by  his  entire  com- 
munity. 

Besides  his  wife.  Dr.  Aloser  leaves  two  sons,  Oran 
A.  Adoser,  Jr.  of  Newington,  Dr.  David  W.  Moser 
of  Rocky  Hill,  and  a daughter,  Mrs.  Danile  Ad. 
Rogers  of  Wenham,  Massachusetts,  a nurse  whose 
husband  is  in  general  practice.  There  are  also  nine 
grandchildren. 

William  F.  Storms,  m.d. 


The  One  and  Only  Health  Magazine 

Today'' s Health  is  the  only  authoritative  magazine 
of  its  kind  published  for  the  public.  Its  health  educa- 
tion and  public  relations  value  should  not  be  under- 
estimated. Last  year  publication  of  Today's  Health 
showed  a deficit  of  $150,000.  If  every  member  of 
the  American  Adedical  Association  would  subscribe 
for  one  copy  monthly  for  one  year  this  deficit  would 
not  occur  again. 

Copies  may  be  provided  for  schools,  libraries, 
physician’s  waiting  rooms  and  influential  people  in 
your  community.  The  Woman’s  Auxiliary  is  re- 
ceiving subscriptions,  or  your  order  may  be  sent 
directly  to  535  North  Dearborn  Street,  Chicago  10, 
Illinois. 
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FEBRUARY 


PRELIMINARY  PROGRAM 


SEVENTH  ANNUAL  CONNECTICUT  CANCER  CONEERENCE 

FOR  PHYSICIANS 

WEDNESDAY  AFTERNOON,  MARCH  10,  1954 
1 to  5:45  p.  M. 

HOTEL  TAFT,  NEW  HAVEN 


1:00  Registration 

1:15  Warning  Shadow  — New  Film  on  Lung  Cancer 

1:30  The  Relation  of  Fundamental  Research  to  Cancer  Chemotherapy 
Jack  Davidson,  m,d.,  Francis  Delafield  Hospital,  Netv  York  City 

1:50  Primary  Cancer  of  the  Lymph  Nodes 

George  L.  Kauer,  m,d..  New  York  Hospital,  New  York  City 

2:10  Value  of  the  Papanicolaou  Technique  in  the  Diagnosis  of  Cancer 

N.  Chandler  Foot,  m,d.,  Cornell  University  Medical  College,  Netv  York  City 

2:30  Question  and  Answer  Panel 

3:00  Intermission 

3:30  Management  of  the  Patient  With  Advanced  Cancer  — Panel  Discussion 


Memorial  Hospital  Staff,  New  York  City 


Medical  Aspects 
Surgical  Aspects 
Radiation  Aspects 


Raymond  Houde,  m,d. 
Lemuel  Bowden,  m.d. 
James  J.  Nickson,  m.d. 


4:30  Question  and  Answer  Panel 


5:00  Social  Hour 


Sponsored  by 

Connecticut  Division,  American  Cancer  Society  Connecticut  State  Medical  Society 

Association  of  Connecticut  Tumor  Clinics  Connecticut  State  Department  of  Health 
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THE  HOSPITAL  OF  ST.  RAPHAEL,  NEW  HAVEN 
EDUCATION  PROGRAM 
February  1954 
Date  Subject 

Surgical  Conference — Monday  8:00-9:00  a.  m. 

1 Case  Presentation 

8  Case  Presentation — Thoracic 
1 5 Case  Presentation 
22  Mortality  and  Morbidity 

Neurological  Conference — Monday  4:00-5:00  p.  m. 

8 Vascular  Diseases  of  the  Brain 

Franklin  Robinson,  m.d. 

Pediatric  Conference — Tuesday  11:30-12:30  a.  m. 

2 Case  Presentation 

9 Case  Presentation 
] 6 Case  Presentation 
2 3 Case  Presentation 

Obstetric  and  Gynecology  Conference — W ednesday  1 1 : 30- 
12:30  A.  M. 

3 Carcinoma  of  the  fundus 

10  Use  and  abuse  of  Pitocin  in  Obstetrics 
1 7 Statistics 

24  Carcinoma  of  the  Vulva  and  Vagina 

Anesthesia  Seminar — Wednesday  3:30-5:00  p.  m. 

3 Drug  Addiction 

Norton  A.  Kazanjian,  m.d. 

10  Convulsions 

Ulysses  Golia,  m.d. 

17  Medico-legal  Aspects  of  Anesthesia 

Alario  Garofalo,  m.d. 

24  Journal  Club 

Leopold  Trifari,  m.d. 

Urology  Conference — Thursday  11:30-12:30  a.m. 

4 Prostatic  Hypertrophy 

Elliott  Brand,  m.d. 

1 1 Prostatic  Carcinoma 

John  Goetsch,  m.d. 

18  Vesical  Tumors 

Lloyd  Maurer,  m.d. 

25  X-ray  Conference  and  Case  Reports 

Peter  Cavallaro,  m.d. 

Anesthesia  Conference — Thursday  2:30-4:00  p.  m. 

4 Volatile  Anesthetic  Agents — Physical  and  Chemical 
Properties — Pharmacology 

1 1 Anesthetic  Gaseous  Agents — Physical  and  Chemical 
Properties — Pharmacology 

18  Complications  of  Inhalation  Anesthesia  and  Their 
Treatment 


25  Intravenous  Anesthesia — Chemistry  and  Pharmacol-  1 

ogy  of  Barbiturates  1 

Medical  Conference — Friday  11:30-12:30  a.  m.  ; 

5 Case  Presentation 

1 2 Antibiotics 

Paul  B.  Beeson,  m.d. 

19  Panel — Cardiac  As  Risk  for  Surgery  in  Obstetrics 

Benedict  Harris,  m.d. 

Leopold  Trifari,  m.d. 

David  Conway,  m.d. 

26  Panel — Carcinoma  of  the  Lung 

Joseph  D’Esopo,  m.d. 

Max  Carter,  m.d. 

Robert  Shapiro,  m.d. 

Pathology  Conference — Saturday  11:00-12:00  a.  m. 

6 Clincopathological  Conference 

13  Surgical  and  Post  Mortem  Gross  and  Microscopic 
Pathology  Demonstration 

20  Clinicopathological  Conference 

27  Surgical  and  Post  Mortem  Gross  and  Microscopic 
Pathology  Demonstration 


MEDICAL  EDUCATION  MEETING 

February  7-9 

Postgraduate  medical  education  needs  and  how  they  best 
can  be  met  by  the  nation’s  medical  schools  will  be  con- 
sidered at  the  50th  annual  Congress  on  Medical  Education 
and  Licensure  in  Chicago’s  Palmer  House,  February  7-9. 

The  meeting  will  be  sponsored  by  the  American  Med- 
ical Association’s  Council  on  Medical  Education  and  Hos- 
pitals, in  cooperation  with  the  Federation  of  State  Medical 
Advisory  Boards  of  the  United  States  and  the  Advisory 
Board  for  Medical  Specialties. 

Three  panel  discussions  will  center  around  a preliminary 
report  of  a survey  on  postgraduate  medical  education 
undertaken  by  the  Council  on  Medical  Education  and  \ 
Hospitals.  These  panels  will  consider  the  objectives  of  such 
education,  how  to  achieve  them,  and  the  needs  for  such 
programs. 

This  being  the  golden  anniversary  of  the  formation  of 
the  Council  on  Medical  Education  and  Hospitals,  Dr. 
Herman  G.  Weiskotten,  chairman  of  the  council,  will  high- 
light  the  AMA’s  contributions  to  the  training  of  doctors. 

With  military  needs  for  medical  personnel  a problem 
which  may  arise  unexpectedly.  Dr.  Frank  B.  Berry,  Wash-  t 
ington,  assistant  secretary  of  defense  (health  and  medical),  | 
will  express  the  views  of  military  authorities  on  how  these 
requirements  best  can  be  met. 

The  program  to  be  presented  by  the  Advisory  Board 
for  Medical  Specialties  will  consider  the  potentialities  of 
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postgraduate  medical  training  in  hospitals  not  affiliated  with 
medical  schools.  The  current  trends  in  licensure  and  exam- 
ination procedures  also  will  be  discussed. 

The  Federation  of  State  Medical  Boards  will  consider 
the  effect  of  medical  licensure  on  medical  education,  and 
the  relationship  between  hospital  internship  and  licensure. 


CONFERENCE  ON  LEGISLATION 

The  AM  A Committee  on  Legislation  is  completing  plans 
for  six  regional  legislative  conferences  to  be  held  in  vari- 
ous sections  of  the  country.  These  meetings  will  have  a 
two  fold  purpose: 

1.  To  explain  and  perfect  the  system  now  being  followed 
for  alerting  key  legislative  personnel  in  the  states  to  situa- 
tions requiring  immediate  contact  with  members  of  Con- 
gress on  national  legislative  affairs. 

2.  To  discuss  in  detail  background  information  regarding 
important  medical  issues  pending  or  coming  up  in  the  new 
Congress. 

The  meeting  for  this  district  which  includes  Maine, 
Vermont,  Massachusetts,  New  Hampshire,  Rhode  Island, 
Ohio,  Pennsylvania,  West  Virginia,  New  York,  Delaware, 
Connecticut,  Maryland,  New  Jersey  and  Virginia  will  be 
held  in  New  York  Saturday,  February  13. 


RURAL  HEALTH  THROUGH  UNITED  EFFORTS 
TO  BE  NATIONAL  CONFERENCE  TOPIC 

The  importance  of  organized  community  efforts  in  the 
maintenance  of  healthful  conditions  in  agricultural  areas 
will  be  the  theme  of  the  ninth  annual  National  Conference 
on  Rural  Health  in  Dallas,  Texas,  March  4-6. 

The  meeting,  sponsored  by  the  American  Medical  Asso- 
ciation’s Council  on  Rural  Health,  will  be  held  in  the  Baker 
Hotel.  Physicians,  farm  and  community  groups,  and  agri- 
cultural extension  workers  from  all  parts  of  the  country 
will  participate. 

Dr.  Carll  S.  Mundy,  Toledo,  acting  chairman  of  the 
Council  on  Rural  Health,  will  sound  the  theme — “Let’s  Put 
More  ‘U’  in  CommUNITY.” 


AMERICAN  TRUDEAU  SOCIETY  ANNOUNCES 
A POSTGRADUATE  COURSE 
"The  Measurement  of  Pulmonary  Function  in  Health 
and  Disease” 

Sponsored  by  the  Medical  Schools  of  Harvard  Univer- 
sity, Tufts  College,  and  Boston  University.  Boston,  March 
22-26,  1954,  9:00  A.  M.  to  5:00  P.  M. 

A beginner’s  course  aimed  at  physicians  interested  in 
diseases  of  the  chest  who  wish  to  acquaint  themselves  with 
the  ABC’s  of  methods  used  in  the  evaluation  of  pulmonary 
function.  Methods  of  analysis  of  pulmonary  function  and 
related  cardiac  function  will  be  described  and  demon- 
strated. Tuition  $50. 

Applications  and  more  detailed  information  may  be  ob- 
tained from  Edward  J.  W’elch,  M.n.,  Chairman,  Regional 
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Committee  on  Postgraduate  Courses,  iioi  Beacon  Street, 
Brookline  46,  Massachusetts. 

Connecticut  physicians  interested  in  receiving  tuition 
scholarships  may  apply  to  their  local  tuberculosis  associa- 
tions or  to  the  Connecticut  Tuberculosis  Association, 
Mabel  Baird,  Executive  Secretary,  43  Farmington  Avenue, 
Hartford. 


AMERICAN  ASSOCIATION  OF  THE  HISTORY 
OF  MEDICINE 
27th  Annual  Meeting 
New  Haven — May  6,  7 and  8,  1954 
First  formal  session  on  Thursday  evening.  May  6. 

Three  sessions  devoted  to  specific  topics: 

( 1 ) The  Historical  Impact  of  Curative  Medicine  on 
Society; 

(2)  Interpretations  of  Chemistry  and  Medicine; 

(3)  The  Rise  of  Statistics  in  Medicine. 

Annual  banquet  at  New  Haven  Lawn  Club,  Saturday, 
May  8. 

Headquarters,  Hotel  Taft. 

Dr.  John  Fulton  is  president  of  the  Association  for  the 
year  1953-1954. 


AMERICAN  SOCIETY  OF  THE  STUDY  OF 
STERILITY 
1954  Convention 

Sr.  Francis  Hotel,  San  Francisco,  California.  June  18,  19 
and  20  (Friday,  Saturday  and  Sunday).  Make  hotel  reserva- 
tions with  Housing  Bureau,  300  Civic  Auditorium,  San 
Francisco,  California. 


SCIENTIFIC  PROGRAM  FOR  DOCTORS  ON 
HAWAIIAN  TRIP 

The  Hawaiian  Medical  Association  has  announced  a 
scientific  program  for  physicians  who  will  take  part  in  the 
American  iVIedical  Association’s  13  day  Hawaiian  Holiday 
Tour  which  will  follow  the  annual  AM  A convention  in 
San  Francisco  next  June  21-25. 

The  party  will  leave  San  Francisco  aboard  Pan  American 
Airways  Strato  Clippers  and  United  Air  Lines  Stratocruis- 
ers  at  11:45  on  the  night  of  Friday,  June  25 — the  closing 
day  of  the  convention — and  arrive  in  Honolulu  early  the 
next  morning.  The  party  will  stay  at  the  Royal  Hawaiian 
Hotel  on  Waikiki  Beach. 

The  return  trip,  scheduled  at  4 p.  m.  on  July  3,  will  be 
made  on  the  luxurious  Matson  Liner  S.S.Lurline,  which 
will  dock  in  Los  Angeles  on  July  8. 

All  of  the  reservations  are  being  handled  for  the  AAIA 
by  AVilliam  M.  Moloney,  general  agent.  Room  71  r,  105 
West  Adams  Street,  Chicago. 

Scientific  programs  have  been  arranged  for  the  forenoon 
of  Monday,  June  28  and  the  afternoon  of  Tuesday,  June 
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29.  Following  this  latter  session  there  will  be  a social  hour, 
dinner  and  entertainment  with  dancing  until  midnight.  The 
remainder  of  the  time,  June  30  to  July  3,  will  be  free  for 
visits  to  the  otiicr  islands  or  for  enjoyment  on  the  beach. 


Vlth  INTERNATIONAL  CANCER  CONGRESS 
Organized  by  the 

Union  Internationale  Contre  le  Cancer 
Sao  Paulo,  Brazil,  July  23-29,  1954 

In  order  to  be  certain  of  sufficient  travel  accommoda- 
tions to  and  from  the  VI  International  Cancer  Congress 
at  Sao  Paulo,  Brazil,  as  well  as  to  assure  the  largest  possible 
attendance  of  clinicians,  investigators,  public  health  offi- 
cials, etc.  and  members  of  their  families,  arrangements  are 
being  considered  for  both  group  and  individual  transpor- 
tation by  air  and  by  steamship  to  the  Congress. 

Should  general  interest  warrant  it,  it  will  be  possible 
to  charter  planes  from  New  York  and  from  Miami  via 
regularly  scheduled  airlines  (Pan-American  World  Air- 
ways, Inc.,  BranilT  Airways,  Inc.,  Resort  Airlines,  Inc.,  etc.). 
From  preliminary  investigations  it  appears  possible  to  pro- 
cure round-trip  air  transportation  at  a considerable  saving. 
For  those  taking  the  chartered  flight  from  Miami  to  Sao 
Paulo  and  return,  the  rate  will  be  approximately  $480, 
a saving  of  $194  over  the  regular  tourist  rate.  From  New 
York  the  rate  will  be  approximately  $560,  a saving  of  $163 
over  the  regular  tourist  rate. 

These  rates  are  based  upon  a charter  for  a DC-4  tyP^ 
of  aircraft  with  a flying  time  of  about  32  hours.  There  is 
an  excellent  possibility  that  DC-6  or  Constellation  aircraft 
(flying  time  24  to  26  hours)  will  be  available  for  our  char- 
ter, but  their  availability  will  depend  upon  delivery  of 
new  planes  currently  on  order  by  the  airlines.  In  order 
to  break  up  the  long  air  trip  it  may  be  possible  to  arrange 
an  overnight  stop  at  some  half-way  point,  such  as  Port- 
of-Spain,  Trinidad,  without  additional  charge. 

At  this  time  it  is  necessary  to  know  the  approximate  num- 
ber of  people  who  will  want  to  take  advantage  of  the 
special  rates.  It  will  also  be  necessary  to  know  whetlier 
you  intend  to  extend  your  stay  in  South  America  to  visit 
other  countries  either  before  or  after  the  Congress  as 
group  tours  are  being  arranged.  Advance  sample  itineraries 
are  available. 

For  steamsliip  arrangements  from  New  York  or 
New  Orleans  accommodations  have  been  procured  on  the 
Moore-McCormack  Line,  Grace  Line,  Delta  Line,  and  the 
Argentine  State  Line.  Sailings  each  way  are  about  sixteen 
days  travel  time. 

If  you  are  interested,  kindly  let  me  know  at  once  by 
writing  to;  Dr.  Brewster  S.  Miller,  American  Cancer 
Society,  47  Beaver  Street,  New  York  4,  N.  Y. 

Please  include  the  following  information  in  your  letter: 

(i)  Whether  you  prefer  to  travel  by; 

(a)  Special  air  charter  rate:  i.  From  Miami.  2.  From 
New  York. 


(b)  Individual  air  arrangements. 

(c)  By  steamship. 

(2)  Approximate  date  of  departure  and  return. 

(3)  3Vho  will  accompany  you. 

(4)  3Vhether  you  desire  to  tour  South  America:  (a)  Pre- 
Congress.  (b)  Post-Congress  and  the  approximate  time 
you  can  spend. 

Reservations  and  tour  arrangements  are  being  handled 
by  the  Ocean  Travel  Bureau,  Inc.,  71  West  23rd  Street, 
New  3ork  10,  N.  Y.  You  will  hear  from  me  or  from  the 
Ocean  Travel  Bureau,  Inc.  promptly.  Passport,  visa,  and 
inoculation  information  will  be  sent  to  you. 

Hotel  arrangements  are  being  handled  directly  through 
the  Congress  office  in  Sao  Paulo.  The  attached  reservation 
blank  should  be  sent  witli  a $10  deposit  check  with  your 
name  and  address  to:  Dr.  F.  Gentil,  Secretary-General, 
VI  International  Cancer-Congress,  Rua  Jose  Getulio,  21 1, 
Caixa  Postal  5171,  Sao  Paulo,  Brazil. 

As  of  today  the  free  rate  of  exchange  is  $2.10  for  100 
cruzerios  purchased  in  the  United  States. 

Information  concerning  the  program  and  travel  allot- 
ments may  be  procured  from  Dr.  O.  M.  Ray,  National 
Committee  on  the  International  Union  Against  Cancer,  Na- 
tional Research  Council,  2101  Constitution  Ave.,  Washing- 
ton 25,  D.  C.  Those  desiring  to  present  papers  in  one  of 
the  categories  under  “free  presentation  of  papers”  should 
contact  Dr.  Ray. 

United  States  representation  on  the  program  is  being 
coordinated  by  the  National  Committee  on  the  Interna- 
tional Union  Against  Cancer. 


SIXTH  WORLD  CONGRESS  FOR  WELFARE  OF 
CRIPPLES 

Persons  from  all  parts  of  the  world  interested  in  serv- 
ices for  the  disabled  will  assemble  at  The  Hague,  Nether- 
lands, from  September  13  to  17,  1954,  for  the  Sixth  World 
Congress  of  the  International  Society  for  the  Welfare  of 
Cripples. 

Representatives  of  the  twenty-six  national  organizations 
which  are  members  of  the  International  Society  are  ex- 
pected to  attend  the  Congress,  as  well  as  representatives 
of  the  United  Nations,  World  Health  Organization  and 
other  governmental  and  non  governmental  organizations 
interested  in  services  for  the  physically  handicapped. 

The  Congress  will  be  held  under  the  joint  auspices  of 
the  ISWC  and  the  Netherlands  Central  Society  for  the 
Welfare  of  Cripples,  the  affiliated  national  organization  in 
Holland  of  the  ISWC. 

The  program  will  present  through  plenary  sessions,  dem- 
onstrations, panel  discussions  and  special  meetings  analyses 
of  developments  throughout  the  world  in  services  for  the 
disabled  and  means  for  furthering  such  services  in  the 
medical,  social,  educational  and  vocational  fields. 
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New  York 

The  Trudeau-Saranac  Institute  at  Trudeau,  New 
York,  is  to  have  a new  director  of  the  Saranac  Lab- 
oratory about  May  i-  Gerrit  William  Hendrik 
Schepers,  m.d.,  d.sc.,  of  Johannesburg,  South  Africa 
who  was  awarded  the  Queen’s  Coronation  Adedal  in 
recognition  of  his  service  in  the  field  of  pulmonary 
disease  disability,  will  relinquish  his  duties  as  a 
faculty  member  at  the  Medical  School,  Johannes- 
burg to  come  to  the  Institute. 


NEWS 

from  County  Associations 
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Fairfield 

John  F.  Nolan  was  installed  as  president  of  the 
Bridgeport  Medical  Association  at  the  annual  ban- 
quet of  the  Association  on  January  12  in  Bridgeport. 
Other  officers  installed  were  Edward  P.  Kemp, 
president-elect;  Edwin  R.  Connors,  vice-president; 
Albert  Levenson,  secretary  and  Joseph  G.  Hennes- 
sey, treasurer.  /Members  of  the  Association  presented 
an  evening  of  entertainment. 

Joseph  C.  Quatrano,  proctologist  at  St.  Vincent’s 
Hospital  in  Bridgeport,  has  been  honored  by  election 
as  a diplomate  of  the  American  Board  of  Proctology. 

The  late  Dr.  A.  James  Boswell  has  been  honored 
by  the  Greater  Bridgeport  Heart  Association  in  the 
establishment  of  a $25  award  to  each  of  the  senior 
students  in  the  Schools  of  Nursing  of  the  two  Bridge- 
port hospitals.  The  award  will  be  made  annually  at 
graduation  for  the  best  essay  on  “Nursing  Care  of 
the  Cardiac  Patient.”  Bronze  plaques  will  be  installed 
in  each  hospital  with  the  names  of  the  recipients 
inscribed  thereon. 

Alexander  J.  Tutles,  medical  director  of  the  Hill- 
side Home  and  Hospital  in  Bridgeport,  has  been 
appointed  to  the  medical  services  section  of  the 
Connecticut  State  Department  of  Health.  Dr.  Tutles 
has  served  Bridgeport  for  22  years,  as  welfare  physi- 
cian for  13  years,  then  consultant  physician  at  Hill- 
side, and  for  the  past  two  years  as  medical  director 
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of  this  institution  for  the  chronically  ill,  aged  and 
infirm. 

Hartford 

At  the  annual  meeting  of  the  Hartford  Adedical 
Society  held  on  January  4,  Walter  Weissenborn 
was  inducted  into  office  as  president.  The  following 
officers  were  elected:  Louis  P.  Hastings,  president- 
elect; Stevens  J.  /Martin,  secretary;  Charles  E.  Jacob- 
son, assistant  secretary;  Lewis  P.  James,  treasurer; 
Arthur  C.  Unsworth,  assistant  treasurer;  Edward  J. 
AA'^halen,  librarian;  Benjamin  V.  White  and  William 
J.  Lahey,  assistant  librarians;  Thomas  J.  Luby, 
Douglas  J.  Roberts,  and  Thacher  W.  Worthen, 
trustees;  and  John  F.  /AicDermott,  member  of  the 
House  Committee  for  three  years. 

Four  members  of  the  Department  of  Obstetrics 
and  Gynecology  of  the  Hartford  Hospital  published 
scientific  papers  during  the  past  year.  Louis  F. 
/Adiddlebrook  (with  Charles  H.  Peckham  of  Adan- 
chester)  wrote  on  “Rh  Isosensitization,  Intrauterine 
Fetal  Death  and  Hypofibrinogenemia”  and  Joseph 
Klein  on  “Carcinosarcoma  of  the  Endometrium,” 
both  in  the  American  Journal  of  Obstetrics  and 
Gynecology . In  the  Connecticut  State  AdEuicAL 
Journal  Loftus  Walton  was  the  author  of  “Lympho- 
sarcoma of  the  Uterus”  and  Stanley  B.  Weld  of 
“Leiomyosarcoma  of  Uterus  Eollowing  Irradiation 
for  Non  Adalignant  Bleeding.” 

Charles  P.  Le  Royer,  Jr.,  has  joined  the  medical 
department  of  the  Travelers  Insurance  Company  as 
assistant  medical  director.  Dr.  Le  Royer  was  an 
intern  at  the  Hartford  Hospital  and  later  a resident 
in  medicine.  He  comes  to  Hartford  from  Beverly, 
/Vlassachusetts,  where  he  has  been  engaged  in  private 
practice. 

George  Henry  Dalton  of  New  Britain  died  on 
November  30,  1953  at  the  age  of  62.  He  was  a past 
president  of  the  medical  staff  of  New  Britain  /Ademo- 
rial  Hospital,  also  of  the  New  Britain  /Adedical 

Donald  B.  Wells,  one  of  Hartford’s  leading  sur- 
geons for  the  past  25  years  and  an  authority  on  the 
treatment  of  burns,  died  at  the  Hartford  Hospital, 
December  22,  1953.  Dr.  Wells  was  a former  presi- 
dent of  the  Hartford  Adedical  Society  and  of  the 
Hartford  Hospital  medical  and  surgical  staff. 

The  November  1953  issue  of  the  Hartford  Hos- 
pital Bulletin  which  reached  the  editor’s  desk  in 
December  is  a /Ademorial  Issue  to  the  late  Sidney 
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S.  Quarrier,  beloved  surgeon  and  recognized  leader 
among  the  profession  in  Connecticut.  Sidney  Quar- 
rier’s  ability  as  a teacher  early  became  evident  and 
the  popularity  of  the  Saturday  morning  surgical 
clinics  at  the  Hartford  Hospital  testified  to  his  quali- 
fications in  this  field. 

The  Board  of  Directors  of  HCMA  have  approved 
for  printing  and  distributing  to  the  public  a four 
page,  two  color  pamphlet  called,  “Let  Your  Doctor 
Ik  Your  Guide.”  It  will  be  distributed  to  each  doctor 
for  use  in  his  office  and  through  radio  spot  announce- 
ments some  time  this  spring. 

At  its  December  meeting  the  East  Hartford  Medi- 
cal Society  elected  Raymond  T.  Houle  as  president 
to  succeed  retiring  president,  John  N.  Gallivan. 
Harvey  H.  Sirota  was  named  president-elect.  Francis 
Brewer  was  elected  secretary  and  John  J.  Murphy 
becomes  treasurer  for  1954. 

James  R.  Cullen,  past  president  of  HCMA,  was 
the  principal  speaker  at  the  meeting.  He  commended 
the  society  for  its  efforts  in  assisting  the  East  Hart- 
ford Hospital  to  gain  official  AMA  approval. 

Bristol  Hospital  directors  elected  Herman  W. 
Winters  chief  of  the  medical  board  at  their  recent 
December  election.  Philip  S.  Brezina  was  appointed 
chief  of  surgery;  Harry  H.  Hershman,  chief  of 
medicine;  William  E.  Furniss,  chief  of  obstetrics; 
Arnold  H.  Becker,  chief  of  pediatrics;  John  S.  Papa, 
head  of  records  committee,  and  Martin  I.  Hall, 
secretary  of  staff. 

Walter  L.  Hogan,  Hartford  ophthalmologist,  now 
heads  the  medical  and  surgical  staff  of  St.  Francis 
Hospital.  Richard  Buckley  is  president-elect.  Others 
elected  were:  John  E.  Franco,  secretary;  Timothy 
L.  Curran,  treasurer;  and  James  S.  Missett,  assistant 
secretary. 

Henry  L.  Birge  gave  three  lectures  in  December  to 
the  Virginia  Academy  of  Medicine  and  the  Rich- 
mond Medical  Society. 

Dr.  Wilmar  Allen,  director  of  Hartford  Hospital 
for  1 7 years,  retired  the  first  of  the  year,  for  reasons 
of  health.  His  successor  is  Dr.  Thomas  S.  Hamilton, 
former  director  of  the  Newton  Wellesley  Hospital 
in  Newton,  Massachusetts.  Dr.  Allen  will  remain  in 
a consulting  capacity. 

Ralph  A.  Richardson  has  retired  as  chief  of  staff 
at  Bristol  Hospital  after  27  years  in  this  position. 
Herman  W.  Winters  has  been  named  to  succeed  him. 


Middlesex 

Augustus  Harris  and  Christie  E.  McLeod  of 
Essex  are  the  authors  of  “Colloid  Adenocarcinoma 
of  the  Fundus  of  the  Bladder  Arising  in  the  Epithe- 
lium of  the  Urachal  Canal”  published  in  The  Ameri- 
can Journal  of  Surgery^  December  1953. 

New  Haven 

Thomas  P.  Murdock  of  Meriden,  a member  of  the 
AMA  Board  of  Trustees,  addressed  a meeting  of  the 
American  Association  of  Nursing  Homes  in  Minne- 
apolis recently  on  the  subject,  “Importance  of 
Standardization  of  Nursing  Homes.” 

The  Yale  Medical  Society  on  January  1 1 pre- 
sented three  papers  at  the  Brady  Memorial  Labora- 
tory. The  first  paper  was  “The  Attenuation  of 
Poliomyelitis  Virus  on  Passage  Through  Tissue 
Culture,”  by  Joseph  L.  Melnick  and  C.  Allan  Phillips. 
The  second  paper  was  the  “Fine  Structure  of 
Neurons”  by  Sanford  L.  Palay,  and  the  third  paper 
was  “The  Orbital  Undercutting  in  the  Treatment 
of  Various  Benign  Psychiatric  Disorders  with  Espe- 
cial Reference  to  Psychoneuroses,  Depressions  and 
Senile  Disturbances,”  by  William  B.  Scoville.  The 
last  paper  was  “The  Fe59  Turnover  Rate  of  Cyto- 
chrome C.”  by  S.  C.  Finch  and  J.  F.  Ross. 

The  New  Haven  Medical  Association  meetings 
were  held  as  usual  and  the  paper  on  January  6 was 
a very  interesting  discussion  of  “The  Soft  Tissues 
in  X-rays,  as  Pertaining  to  Pediatric  Radiology.” 
The  paper  was  given  by  Edward  Neuhauser,  direc- 
tor of  The  Department  of  Radiology,  Children’s 
Hospital,  Boston.  On  January  20  Edwin  Astwood, 
Department  of  Adetabolism,  New  England  Center, 
Boston,  spoke  on  “The  Advantages  of  Metabolism  of 
The  Pituitary  Gland  and  Related  Factors.”  On  Feb- 
ruary 3 C.  Stuart  Welch  will  be  the  speaker  of  the 
evening. 

The  Society  of  The  University  Surgeons  will  hold 
its  meeting  in  Rochester,  New  York  on  February 
II,  12,  13. 

New  London 

The  regular  meeting  of  New  London  County 
Adedical  Association  was  held  Thursday,  January  7, 
1954,  at  8:30  p.  M.,  at  the  Uncas-on-Thames  Sana- 
torium. The  speaker  was  John  Leonard,  medical 
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Distal  Colon  Stasis 


COMPARATIVE  RESPONSE  TO  COMMON  METHODS  OF  THERAPY 
IN  24  CASES  OF  DISTAL  COLON  STASIS 
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Management  of 

Distal  Colon  Stasis  with  Metamucif 


The  “irritable  colon” resulting  in  distal 
colon  stasis  is  a hard-to-manage  by-product 
of  many  abdominal  or  stress  conditions. 

Roentgen  evaluation  of  the  commonly  used 
methods  to  combat  colonic  stasis  has  shown 
the  value  of  Metamucil  because  of  its  lack  of 
irritation  and  its  high  degree  of  effectiveness* 
in  this  most  prevalent  type  of  stasis. 

Metamucil  is  the  highly  refined  mucilloid 
of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  It  produces  smooth 
fecal  bulk  necessary  to  incite  the  normal  per- 
istaltic reflexes,  without  causing  irritation, 
straining,  impaction  or  interference  with  the 


digestion  or  absorption  of  vitamins. 

The  average  adult  dose  is  one  teaspoonful 
of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated.  This  amount  of  fluid  is 
essential  for  the  production  of  “smoothage.” 
It  is  supplied  in  containers  of  4,  8 and  16 
ounces.  Metamucil  is  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association. 

SEARLE  Research  in  the  Service  of  Medicine 

♦Barowsky,  H. : A Roentgenographic  Evaluation  of 
the  Common  Measures  Employed  in  the  Treatment 
of  Colonic  Stasis.  Rev.  Gastroenterol.  19:154 
(Feb.)  1952. 
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director  of  Hartford  Hospital,  his  subject,  “Hyper- 
tension.” 

Hugh  Lena  was  recently  appointed  to  the  active 
surgical  staff  of  the  Lawrence  and  Ademorial  Asso- 
ciated Llospitals. 

L.  Frank  Cole  has  been  appointed  anesthesiologist 
at  the  Lawrence  and  Ademorial  Hospital. 

On  January  5,  Norman  L.  Cressey,  director  of 
medical  education  at  Uncas-on-Thames,  addressed 
the  stalT  of  the  Lawrence  and  Ademorial  Hospital 
on  “Virus  Pneumonia.” 


Polio  Foundation  Aids  Nursing  Recruitment 

From  the  Adarch  of  Dimes  this  year  will  go 
$47,690  to  assist  the  Committee  on  Careers  of  the 
National  League  for  Nursing  to  continue  its  na- 
tional program  of  recruitment  of  students  for  schools 
of  professional  and  practical  nursing.  This  committee 
is  sponsored  by  national  nursing,  medical  and  hos- 
pital organizations  along  with  other  professional 
and  business  groups.  The  National  Foundation  for 
Infantile  Paralysis  is  making  this  grant  as  it  con- 
siders adequate  nursing  an  important  element  in  the 
treatment  of  polio  patients. 


NEW  BOOKS  IN  REVIEW 

HUNTED  HERETIC:  THE  LIFE  AND  DEATH  OF 

SERVETUS.  By  Roland  H.  Bainton.  Boston:  Beacon 

Press.  1953.  270  pp.  $3.75. 

Reviewed  by  Stanley  B.  Weld 

Two  points  of  interest  should  attract  the  Connecticut 
physician  to  this  book:  (i)  the  author  is  Titus  Street 

Professor  of  Ecclesiastical  History  at  Yale;  (2)  the  subject 
of  the  story  in  addition  to  his  other  varied  accomplish- 
ments was  a Doctor  of  Aledicine  of  the  University  of 
Paris.  Connecticut  students  of  religious  history  need  no 
introduction  to  Professor  Bainton  but  to  the  medical  pro- 
fession his  is  probably  an  unfamiliar  name.  Toward  the 
production  of  this  historical  document  Professor  Bainton 
began  to  lay  the  groundwork  in  1926.  The  instance  for 
the  actual  publication  was  the  anniversary  of  the  execution 
of  Servetus  on  October  27,  1553. 

To  the  commemoration  of  this  event  the  Yale  Historical 
Library  collected  and  placed  on  exhibit  its  valuable  collec- 
tion of  the  writings  of  Servetus,  a very  rare  display.  To- 
gether with  these  were  exhibited  various  commentaries  and 
biographies,  including  Professor  Bainton’s  “Hunted  Here- 
tic.” 

Now  for  the  man,  Michael  Servetus.  His  primary  interest 
for  physicians  lies  in  the  fact  that  buried  in  the  fifth  part 


of  his  volume  on  the  Restitution  of  Christianity,  there  is 
an  excellent  description  of  the  lesser  circulation  of  the 
blood.  Servetus’  discovery  marked  a noteworthy  advance 
in  the  knowledge  of  human  anatomy  and  physiology  of 
the  blood.  He  retained  the  view  of  Galen  that  the  blood 
originated  in  the  liver  and  because  of  this  fact  missed  the 
larger  understanding  of  the  circulation  of  the  blood 
throughout  the  body.  He  did  discover,  however,  the  exact 
course  of  the  blood  through  the  heart  and  lungs. 

The  remainder  of  the  book  is  largely  filled  with  Serve- 
tus’ theological  views,  his  violent  opposition  to  infant 
baptism,  his  trials  and  escapes,  his  continuing  controversy 
with  John  Calvin  the  great  dissenter,  and  his  final  trial  at 
Geneva  and  his  death  at  the  stake  at  Champel.  His  was  a 
stormy  existence;  the  end  is  reminiscent  of  that  death  on 
Calvary.  Servetus  is  quoted  as  crying  out  while  the  flames 
were  mounting  around  his  fettered  body,  “O  Jesus,  Son 
of  the  Eternal  God,  have  pity  on  me!” 

One  is  forced  to  close  Professor  Bainton’s  vivid  account 
of  this  1 6th  century  zealot  with  a realization  that  men  really 
died  for  their  convictions  in  the  Middle  Ages.  Born  in 
Spain,  educated  in  France  and  Switzerland,  author,  editor, 
lecturer,  and  practitioner  of  medicine,  he  was  almost  con- 
stantly in  hot  water  because  of  his  views  on  the  Trinity 
and  on  infant  baptism.  “Throughout  the  unruffled  decade, 
by  the  bedsides  of  the  sick,  he  was  engaged  in  eschatolog- 
ical reveries;  while  editing  Thomas  Aquinas  in  Spanish 
he  was  seething  with  revulsion  against  the  usurper  of  the 
keys  of  the  Kingdom.”  He  was  finally  to  fall  a victim  of 
the  persevering  antagonism  of  our  spiritual  ancestor,  John 
Calvin,  “the  granite  block  from  which  we  of  the  Puritan 
tradition  have  been  carved.”  As  the  author  points  out: 
“This  study  may  be  revealing  as  to  the  reasons  why  men 
persecute  and  the  reasons  why,  as  Christians,  they  should 
not.” 

FEMALE  SEXUALITY.  By  Marie  Bofiaparte.  New  York: 

International  University  Press,  Inc.  1953.  225  pp.  $4.50. 

Reviewed  by  Richard  Karpe 

Theodor  Reik,  a prolific  writer  himself,  in  one  of  his 
many  self-analytic  writings  calls  Marie  Bonaparte  an  amaz- 
ing person.  One  certainly  has  to  agree  with  him  if  one 
reads  this  amazingly  readable  book.  The  reader  of  this 
Journal  may  not  know  that  Marie  Bonaparte  is  a member 
of  one  of  the  few  remaining  royal  families  in  Europe, 
that  she  became  a practicing  psychoanalyst  in  Paris,  and 
that  her  friendship  with  Sigmund  Freud  played  a decisive 
part  in  the  rescue  of  Freud  and  his  family  from  the  Nazis. 
Besides  that  she  is  a fruitful  contributor  to  psychoanalytic 
literature. 

This  book  grew  out  of  thinking  and  writing  of  many 
years  duration.  Papers  which  I heard  at  the  International 
Psychoanalytic  Congresses  in  Lucerne  and  Marienbad  in 
1934  and  1936  form  a part  of  this  book.  She  reviews  and 
discusses  the  whole  psychoanalytic  literature  on  the  topic 
of  female  sexuality  and  explains  her  own  views  which 
differ  in  some  significant  details  from  those  expressed  in 
present  writings  of  other  authors.  She  stands  firmly  on  the 
basis  of  the  psychoanalytic  theory  by  Freud  but  comes  some- 
times to  differ  in  results.  Her  main  topic  is  the  disturbances 
of  the  female  libido.  She  starts  with  woman’s  frequent  mal- 
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Solution  * Tablets 


FOR  EDEMA 
due  to 

cardiovascular 
and  renal 
insufficiency, 
as  well  as 
hepatic 
cirrhosis 


By  a dual  action  on  the  kidneys  which  both  increases  the  volume 
of  the  glomerular  filtrate  and  diminishes  tubular  resorption, 
Salyrgan-Theophylline  rapidly  produces  copious  diuresis. 

The  response  to  Salyrgan-Theophylline  solution 
does  not  "wear  out"  so  that  doses  may 
usually  be  repeated  as  required, 
without  loss  of  efficiency. 


With  Salyrgan-Theophylline  tablets  taken  orally,  patients 

appreciate  the  gradual,  non-flooding  diuresis 

and  the  greater  convenience.  Salyrgan-Theophylline  tablets 

"can  successfully  decrease  the  patient's  burden... 

either  by  decreasing  the  need  for  frequent  mercurial  injections 

or  by  actually  replacing  the  injections  entirely."’ 


1.  Abramson,  Julius,  Bresnick,  Elliott, 
and  Sapienza,  P.  L.: 

New  England  Jour.  Med., 

243:44,  July  13,  1950. 


f 

Salyrgan,  trademark  reg.  U.  S.  & Canada,  brand  of  mersalyl 
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craft  can  get  through.  Only  Ground  Observers  can 
plug  these  loopholes  and  the  Air  Force  says  so.  It’s 
the  U.  S.  Air  Force  that  trains  these  GOC  spotters. 

The  farmer  in  this  story  can  tell  you  there’s  a thrill 
in  learning  the  different  types  of  planes  . . . de- 
tecting their  approach  by  eye  and  ear  . . . sort- 

ing out  the  ones  that  must  be  reported  instantly,  by 
special  Air  Force  circuit  ot  the  Air  Defense  Filter 
Center.  200,000  other  citizens  are  now  serving  proudly 
wearing  their  GOC  wings.  300,000  more  vohmteers 
are  urgently  needed  on  the  Air  Defense  Team  NOW. 


JOIN  NOW!  Contact  your  nearest  Civil  Defense  Director 

or  write  to: 


GROUND  OBSERVER  CORPS,  U.S.  Air  Force,  Washington  25,  D.  C. 


This  farmer  works  harder  at  his  regular  job  than 
most  of  us — and  puts  in  longer  hours.  Yet  he  gladly 
makes  time  to  handle  a second  job.  As  a civilian 
spotter  with  the  Ground  Observer  Corps,  he  puts  in 
four  hours  a week  at  his  local  Observation  Post. 
Because  he  knows  this  nation’s  defense  must  be  a 
total  defense  . . . nothing  less  can  assure  the 

peace  of  the  world  and  onr  survival. 

Sure,  there’s  radar.  The  U.  S.  Air  Force  is  on  24-hour 
combat  alert,  with  its  radar  backed  by  fighter-inter- 
ceptors and  anti-aircraft.  But  there  are  low-altitude 
loopholes  between  radar  scanners  where  enemy  air- 
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adaption  to  the  erotic  function  which  she  separates  clearly 
ifroni  woman’s  reproductive  function.  She  uses  a reaction 
of  the  girl  towards  a difference  between  tlie  sexes  for  a 
differentiation  of  personality  types,  calling  them  the  re- 
nouncers,  the  claimers,  and  the  acceptives,  joining  the 
many  mostly  unsuccessful  attempts  of  other  authors  to 
find  simple  classifications  of  personality  types. 

Among  the  modifications  of  presently  accepted  views 
she  suggests  a change  of  the  now  famous  table  of  Karl 
.\braham  about  the  development  of  the  libido.  Site  sub- 
divides with  apparent  good  reason  the  phallic  stage  into 
an  early  and  late  one,  a subdivision  similar  to  the  one  which 
was  proposed  by  Abraham  for  tlic  preceding  oral  and  anal 
stages  but  which  he  omitted  for  the  phallic  one.  Marie 
Bonaparte  suggests  a logical  correction  of  that  omission. 
She  uses  biological,  anthropological,  and  psychological 
concepts  to  e.xplain  her  views  and  discusses  in  a very  con- 
; vincing  way  why  the  woman  lias  greater  difficulties  with 
her  adaptation  to  the  erotic  fuction  than  the  man.  For 
the  man  the  erotic  and  reproductive  functions  are  con- 
centrated in  one  identical  act,  the  coitus  which  is  connected 
iwith  pleasure.  The  woman  has  in  her  preparation  for  that 
act  and  in  the  consequences  of  it  to  suffer  many  discom- 
forts:  menstruation,  defloration,  pregnancy,  parturition,  and 
; lactation.  A general  biological  defense  against  any  intru- 
ision  in  one’s  body  together  with  additional  cultural  inhi- 
'bitions  increase  the  woman’s  anxieties  towards  sex.  Those 
i anxieties  are  associated  with  a constitutionally  smaller 
quantity  of  libido  and  make  the  complete  undisturbed  adap- 
tation of  the  woman  to  her  erotic  function  rather  an  ex- 
ception than  a rule;  but  many  women  are  still  capable  of 
[erotic  pleasures,  craving  for  caresses  with  absence  of  maso- 
Ichism.  Woman’s  share  in  sexual  pleasure  is  deducted  from 
remainders  of  virility  in  female  organism  and  dependent 
on  man’s  potency  and  upon  the  time  which  man  allows 
I for  her  slower  gratification.  The  earlier  in  her  development 
the  girl  observes  the  sexual  act,  the  more  it  is  conceived 
I by  her  as  an  aggression  which  interferes  with  an  ideal 
erotic  development.  She  has  to  learn  to  differentiate  be- 
t^veen  masochism  and  passivity,  to  accept  completely  her 
! normal  passive  erotic  function  in  intercourse.  She  has  to 
' see  that  normal  vaginal  coitus  does  not  hurt  a woman, 
j but  quite  the  contrary.  If  passivity  is  confused  with  maso- 
chism, the  girl  might  get  frightened  and  reject  her  passive 
I role. 

I Any  one  familiar  with  the  psychoanalytic  literature  will 
I read  this  book  with  great  gain.  It  certainly  will  become 
required  reading  for  any  student  of  psychoanalysis.  The 
' medical  practictioner  with  only  partial  knowledge  of  the 
I psychoanalytic  discussions  of  this  topic  will  be  able  to 
follow  and  understand  a great  part  of  this  book  which  is 
not  burdened  with  extensive  clinical  examples  or  case  his- 
tories. The  advertisements  which  try  to  sell  this  book  with 
the  promise  that  it  explains  the  facts  that  Kinsey  reports 
are  untrue.  One  hears  and  reads  more  about  Kinsey  but 
that  one  learns  more  about  female  sexuality  from  Marie 
Bonaparte. 

(Truly  an  amazing  book.  All  gynecologists  should  read 
it  and  the  GP  should  take  it  with  him  for  travel  read- 
ing.— Editor.) 
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DISEASES  OF  WOMEN.  (Tenth  Edition.)  By  Robert 
Javies  Crossen,  a.b.,  m.d.,  f.a.c.s.  Assistant  Professor  of  i 
Clinical  Gynecology  and  Obstetrics,  Washington  Uni-  ( 
versity  School  of  Medicine;  Section  Head  of  Unit  i 
Obstetrics  and  Gynecology,  St.  Louis  City  Hospital; 
Assistant  Gynecologist  and  Obstetrician  to  Barnes  Hos- 
pital and  St.  Louis  Maternity  Hospital;  Assistant  Gynec- 
ologist to  St.  Louis  Children’s  Hospital;  Gynecologist 
and  Obstetrician  to  St.  Luke’s  Hospital;  Member  of 
American  Academy  of  Obstetrics  and  Gynecology,  Cen- 
tral Association  of  Obstetricians  and  Gynecologists, 
American  Radium  Society,  American  Society  for  the 
Study  of  Sterility,  International  Lertility  Association; 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology.  St.  Louis:  C.  V.  Mosby  Co.  1953.  935 

pp.  I18.50.  I 

Reviewed  by  Stanley  B.  Weld 

Since  the  last  previous  edition  of  Crossen’s  “Diseases  of 
Women”  appeared  in  1941  the  senior  author,  Harry  Stur- 
geon Crossen,  has  passed  on  to  his  reward.  The  monumental 
task  of  producing  the  present  edition  was  assumed  and  ! 
consummated  by  the  present  author  single  handed,  if  we 
exclude  two  sections  by  Drs.  Willard  Allen  and  A.  N. 
Arneson  and  editorial  advice  and  assistance  from  several 
others.  To  say  that  the  task  has  been  well  done  is  express- 
ing it  mildly.  One  need  only  read  Chapter  i to  realize  some 
of  the  changes  in  the  te.xt  book  which  time  and  progress 
have  made  necessary.  Lor  example,  advances  in  the  knowl- 
edge of  embryology  and  a new  concept  of  oogensis  and  the 
development  of  various  ovarian  structures  have  helped  to 
produce  a clarification  of  ideas  on  the  origin  of  tumors 
composed  of  specific  ovarian  mesenchyma  as  well  as  those  I 
produced  from  tissue  accidentally  enclosed  in  the  ovarian 
parenchyma  during  the  developmental  stage  of  the  ovary. 
Dr.  Willard  Allen  has  contributed  in  Chapter  i a discussion  * 
of  “Endocrine  Relations  Concerned  in  the  Ovarian  Cycle.” 
In  Chapter  2 the  author  has  added  an  entire  new  section 
on  “Psychosomatic  Aspects  of  Gynecology;”  a short  sec-  i 
tion  on  examination  of  the  breasts;  new  special  examina- ' 
tions  such  as  premarital,  culdoscopy,  peritoneoscopy,  vaginal  i 
smears,  and  cervical  biopsy;  and  several  newer  pregnancy  i 
tests.  The  former  detailed  description  of  the  preparation 
of  a patient  for  examination  has  been  omitted. 

In  Chapter  3 we  find  radical  node  dissection  discussed : 
and  in  Chapter  6 new  material  on  conization,  added  dis-j 
cussion  of  puerperal  endometritis,  and  the  newer  treatment! 
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of  tuberculosis  of  the  uterus  outlined.  New  material  in 
Chapter  7 covers  the  etiology  of  uterine  myoma,  miscel- 
laneous growths  of  the  uterus  and  benign  tumors  of  the 
cervix. 

In  Chapter  8 there  is  new  material  on  the  etiology  of 
cancer  and  of  cancer  of  the  cervix  in  particular.  Intra- 
epethelial  carcinoma  of  the  cervix  is  a new  section  and 
there  is  new  material  on  early  diagnosis  of  cancer  of  the 
cervix.  In  this  chapter  under  the  treatment  of  carcinoma 
of  the  cervix  there  is  a section  on  “Radiation  Therapy” 
by  A.  N.  Arneson,  m.r.,  and  a discussion  of  the  operative 
treatment  by  the  author.  New  material  on  the  etiology  of 
adinocarcinoma  of  the  corpus  is  offered  and  the  treatment 
of  sarcoma  of  the  uterus  is  amplified. 

In  the  remaining  eight  chapters  there  is  much  that  is 
new.  Some  of  these  follow:  operative  results  in  chronic 
pelvic  cellulitis,  treatment  of  tubal  tuberculosis,  miscel- 
laneous rare  diseases,  histogenic  classification  of  ovarian 
tumors,  congenital  anomalies,  Stein-Leventhal  syndrome, 
malformations  of  the  genito-urinary  tract,  endocrine  dys- 
function, painful  menstruation,  and  an  entire  new  chapter 
on  “Sterility  and  Sexual  Disturbances.” 

Two  chapters  have  been  deleted,  one  on  “The  Lower 
Intestinal  Tract  in  Relation  to  Gynecology”  and  the  other 
on  “Invasion  of  the  Peritoneal  Cavity.”  Aiany  new  illustra- 
tions appear  in  this  edition  as  well  as  several  excellent  new 
colored  plates.  The  lists  of  references  have  been  returned 
to  the  end  of  their  respective  chapters  where  they  right- 
fully belong  and  of  course  have  been  brought  up-to-date. 
There  has  been  a shift  in  bold  face  type  and  light  face 
capitals  which  may  or  may  not  be  confusing  but  at  least 
expresses  an  apparent  desire  on  the  part  of  the  author  for 
a change. 

It  is  an  excellent  edition  and  will  be  welcomed  as  a 
valuable  reference.  The  author  is  to  be  complimented  on 
the  text  and  the  publishers  on  the  finished  product  with 
its  new  red  and  blue  cover. 
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ARTERIAL  LIGATIONS  IN  CIRRHOSIS  OF  LIVER 
Selection  of  Patients  and  Results 

Jacob  K.  Berman,  m.d.,  E.  Dale  Habegger,  m.d.,  mid  Don  C.  Fields,  m.d., 

Indianapolis,  Indiana 


Atrophic  cirrhosis  is  a progressive  degenerative 
^ disease  and  therefore  any  new  ideas  which  may 
lead  to  an  alteration  of  its  course  or  aid  in  the  man- 
; agement  of  its  lethal  complications  should  be  wel- 
I come.  The  normal  liver  is  an  elastic  vascular  organ 
I without  definite  control  over  the  amount  of  blood 
: it  receives  or  discharges,  yet  because  of  its  disten- 
sibility  it  is  able  to  adjust  to  wide  variations  in  blood 
volume.  The  atrophic  cirrhotic  liver  is  a shrunken, 
fibrotic,  inelastic  organ  which  cannot  adjust  to 
changes  in  blood  flow  nor  permit  a sufiicient  amount 
of  portal  blood  to  reach  its  ischemic  parenchyma. 
Under  these  conditions  the  liver  and  the  entire 
splanchnic  bed  may  harbor  huge  networks  of  ab- 
normal arteriovenous  and  venovenous  communica- 
tions which  bypass  the  sinusoids. These  auxil- 
iary passages  or  shunts  may  become  inordinate  lead- 
ing to  vascular  and  lymphatic  decompensation  with 
resultant  esophageal  and  other  varies  and  ascites. 

Ligations  of  the  arterial  components  of  this  net- 
work should  reduce  the  high  pressure  in  the  portal 
system,  decrease  the  competition  between  venous 
and  arterial  constituents  for  peripheral  resistance 
permitting  a greater  volume  of  portal  blood  to  flow 
through  the  liver.  The  spontaneous  Eck  fistulae 
could  then  function  on  a much  lower  pressure 
level.^^’^^’^'^ 

DANGERS  OF  THE  PROCEDURE 

Occlusion  of  the  arterial  or  venous  hepatic  inflow 
is  not  without  danger  unless  in  either  instance  com- 
pensatory vascular  adjustments  have  developed. 
This  is  especially  true  of  the  portal  venous  supply 


Dr.  Berman.  Aswciate  Professor  of  Surgery,  Indi- 
ana University  School  of  Medicine 

Dr.  Habegger.  Resident  in  Surgery,  Indianapolis 
General  Hospital 

Dr.  Fields.  Research  Fellow  in  Surgery  for  the 
Charles  ].  Wolf  F oundation  for  Medical  Research, 
Indianapolis  General  Hospital 


SUMMARY 

This  article  is  a report  of  the  results  of  hepatic, 
splenic  and  left  gastric  arterial  ligations  in  patients 
with  advanced  atrophic  cirrhosis  of  the  liver  with 
portal  hypertension  one  or  more  years  following  sur- 
gery- 

The  rationale  for  the  procedure,  its  major  hazards, 
indications  and  contraindications  are  considered. 

A clinical  classification  of  patients  with  portal  cir- 
rhosis is  suggested  so  that  candidates  for  surgery  may 
be  better  categorized.  Diagnostic  measures  which  may 
aid  in  the  proper  selection  of  patients  for  surgery  are 
reviewed. 


but  it  is  also  important  in  arterial  interruption. 
Experimental  and  clinical  observations  emphasize  the 
following  perils. 

( I ) Necrosis.  The  chief  danger  from  interruption 
of  the  arterial  blood  supply  to  the  ischemic  liver  is 
anoxemia  with  patchy  necrosis.  This  hazard  has  been 
greatly  reduced  by  the  use  of  antibiotics  which 
decrease  the  indigenous  bacterial  flora.  However, 
hepatic  infarction  may  occur  and  the  prediction  of 


Presefited  at  28th  Connecticut  Clinical  Congress,  New  Haven,  September  16, 

From  the  Departments  of  Surgery,  Indianapolis  General  Hospital  and  the  Indiana  University  Medical  Center,  Indianapolis, 
Indiana 
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this  complication  is  one  of  the  major  challenges  in 
the  selection  of  patients. 

( 2 ) Portal  venous  thrombosis  may  arise  as  a result 
of  arteriovenous  shunts  from  hepatic  artery  to  portal 
vein  producing  eddies  of  blood  in  the  capacious 
portal  bed  inviting  clot  formation.  If  the  portal  vein 
is  thrombosed  and  if  the  hepatic  artery  is  ligated 
the  liver  might  be  deprived  of  its  blood  supply 
except  for  collaterals  which  enter  into  its  angioma- 
tous transformation.^® 

(3)  Decrease  in  blood  flow  through  the  liver. 
Animal  and  perfusion  experiments  show  that  ligation 
of  the  hepatic  artery  in  atrophic  cirrhosis  permits  a 
greater  flow  of  blood  from  portal  through  hepatic 
veins.  Total  blood  flow  is  not  significantly  altered.^ 
If  numerous  arterial-portal  venous  shunts  are  present 
and  if  a portacaval  anastomosis  is  created,  blood 
would  flow  from  the  arterial  to  the  portal  venous 
bed  and  into  the  vena  cava  completely  bypassing 
the  liver. 

(4)  Difficulty  of  the  procedure.  The  operation  is 
not  easy  and  requires  good  team  work,  careful  dis- 
section and  complete  hemostasis.  No  less  important 
is  the  pre-  and  postoperative  care. 

(5)  Variations  in  arterial  supply.  Many  abnormal- 
ities exist  in  the  origin  and  distribution  of  the  hepatic, 
splenic  and  left  gastric  arteries. 

A single  celiac  common  hepatic  artery  is  found 
in  about  60  per  cent  of  normal  persons;  40  per  cent 
will  have  two  or  more  hepatic  arteries  with  various 
sites  of  origin.  Practically  all  aberrant  vessels  enter 
the  porta  hepatis  and  supply  lobes  or  segments  of  the 
liver.  Collaterals  from  the  phrenics  and  other  arteries 
communicate  with  intrahepatic  terminals  rather  than 
the  main  trunks  of  the  common  hepatic  or  its  prin- 
cipal branches.  The  general  distribution  of  the 
hepatic  artery  is  lobar  or  segmental  with  intrahepatic 
communications  in  only  25  per  cent  of  normal 
livers.®  This  does  not  include  the  rich  subcapsular 
plexus  concerning  which  little  is  known  at  present. 
The  vagaries  of  the  hepatic  artery  have  been  de- 
scribed by  one  of  us  previously.  We  believe  that 
in  over  90  per  cent  of  cirrhotics  with  adventitious 
arteriovenous  communications  we  can  locate  the 
common  hepatic  and  its  additive  or  substitutionary 
vessels  and  thereby  reduce  the  arterial  pressure 
within  the  liver,  permitting  more  portal  venous  blood 
to  flow  through  the  sinusoids. 

(6)  Sudden  deprivation  of  arterial  blood  supply 
does  not  permit  adjustment.  This  is  certainly  true 


in  the  common  carotid  artery.  Yet  in  the  presence  j 
of  hemangiomas  of  the  brain  its  ligation  rarely  ; 
produces  necrosis  but  often  gives  relief.  Perhaps  a 
slow  method  of  obliteration  of  the  hepatic  artery  , 
distal-  to  the  gastroduodenal  with  reacting  polythene 
film  or  other  fibroblastic  material  may  be  advan-  ; 
tageous. 

-I 

;1 

INDICATIONS  FOR  THE  PROCEDURE 

;i 

Thus  far  we  have  used  the  operation  only  in  i 
advanced  cases  of  atrophic  cirrhosis  with  recurrent  ; 
bleeding  and  persistent  ascites;  complications  which  ' 
are  known  to  be  lethal  within  a relatively  short  j 
time.  These  patients  failed  to  improve  or  were  actu-  j 
ally  deteriorating  under  prolonged  medical  manage-  i 
ment.  j 

Splenectomy  and  hepatic  arterial  ligation  was  done 
in  one  child  with  portal  hypertension,  hyperslpen- 
ism,  and  complicated  by  ascites  and  bleeding  from 
the  gastrointestinal  tract. 

CLINICAL  CLASSIFICATION 

Patients  with  advanced  atrophic  cirrhosis  may  be 
classified  into  five  major  groups,  based  upon  clinical 
and  laboratory  studies. 

Group  I.  Atrophic  cirrhosis  with  transient  ascites. 
The  portal  system  is  in  temporary  vascular  decom- 
pensation and  the  ascites  is  probably  due  to  electro- 
lyte imbalance,  lymph  and  portal  venous  stasis, 
hypoproteinemia  and  hypoprothrombinemia.^^  As- 
cites is  usually  controlled  by  a low  sodium  diet, 
cation-anion  resins,  mercurial  diuretics,  iron,  vita- 
mins, abstinence  from  alcohol  and  paracentesis  of 
small  amounts  of  fluid  as  needed.  Surgery  is  not 
indicated. 

Group  II.  Atrophic  cirrhosis  with  persistent  as- 
cites. There  is  hepatic  venous  and  lymphatic  decom- 
pensation, protein  and  electrolyte  imbalance  which  - 
cannot  be  controlled  by  medical  management  or  | 
paracentesis.  Surgery  may  be  indicated.  j 

Group  III.  Atrophic  cirrhosis  with  bleeding 
esophageal  varices  indicating  hepatic  venous  decom-  [ 
pensation.  Surgery  is  indicated.  j 

Group  IV.  Atrophic  cirrhosis  with  uncontrolled 
ascites  and  bleeding  varices  indicating  complete  ! 
vascular  and  lymphatic  decompensation.  Surgery  is  i 
indicated. 

Group  V.  Cirrhosis  with  persistent  ascites  and  | 
bleeding  varices  plus  one  of  the  following  contrain-  j 
dications  to  surgery:  a.  active  bleeding  varices;  b. 
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continuing  jaundice;  c.  systemic  hypertension;  d. 
large  liver;  e.  other  contraindications  common  to 
all  types  of  surgery  such  as:  cardiac  decompensation; 
acute  pulmonary  infection;  bacteriemias,  etc.  The 
Sengstaken-Blakemore  tube  or  transesophageal  liga- 
tions^ may  be  indicated  as  emergency  measures  to 
control  bleeding;  later  arterial  or  venous  operations 
may  be  performed  more  safely. 

The  reasons  for  the  contraindications  listed  in 
Group  V should  be  briefly  explained,  a.  Active 
hemorrhage.  Exanguinated  patients  are  in  hemato- 
genic shock  and,  despite  a continuous  flow  of  blood, 
hypotension  may  persist  and  so  impair  the  function 
of  the  ischemic  liver  as  to  make  shock  irreversible. 
Moreover,  after  the  blood  volume  has  been  replaced 
repeatedly  clotting  factors  may  be  disrupted  due 
to  the  incompatibilities  or  other  disturbances  which 
are  not  yet  clearly  understood.  Immediately  after 
hemorrhage  there  is  a decrease  in  clotting  time  and 
resistance  to  heparin.  With  the  control  of  bleeding 
the  blood  becomes  hypocoagulable  and  sensitive  to 
heparin.  Should  bleeding  continue  clotting  time  may 
be  greatly  prolonged.  In  fact,  after  anticlotting 
factors  have  become  predominant  for  awhile  they 
are  difiicult  to  control,  even  with  the  use  of  prota- 
mine, plasma  or  whole  blood."^  Two  or  our  first 
twelve  patients  were  operated  upon  during  active 
bleeding  and  subsequently  died.^‘^  One  had  ligations 
of  the  hepatic  and  splenic  arteries  and  the  other  had 
in  addition  transesophageal  ligations.  In  both  cases 
portal  pressures  were  definitely  lowered  following 
arterial  ligations.  In  our  original  cases  we  tied  the 
hepatic  and  splenic  arteries  but  not  the  left  gastric. 
It  may  be,  as  Witter  and  First^^  have  pointed  out, 
that  by  so  doing  we  increased  the  pressure  in  this 
component  of  the  celiac  axis  and  actually  favored 
more  bleeding. 

(b)  Continuing  jaundice.  Many  articles  and  per- 
sonal case  reports  indicate  good  results  from  the 
operation  in  the  presence  of  jaundice.  However,  to 
us  it  implies  either  advanced  hepatocellular  damage, 
or  occlusion  of  bile  ducts  due  to  edema,  inflamma- 
tion or  degeneration  of  ductal  epithelium.  Transient 
jaundice  is  common  and  no  doubt  represents  tem- 
porary duct  occlusion.  However,  the  role  of  hepa- 
titis as  a causative  or  complicating  factor  in  many 
types  of  cirrhosis  is  not  clearly  understood.  It  is 
noteworthy  that  in  obstructive  biliary  cirrhosis, 
relief  of  the  obstruction  is  of  great  value. 

(c)  Systemic  hypertension  is  rare  in  patients  with 
advanced  Laennec’s  cirrhosis. Normally  there  is  a 


ratio  of  pressures  between  the  hepatic  arterial  (about 
120  mm.  of  mercury)  and  portal  venous  (about  10 
mm.  of  mercury)  components  of  approximately  10 
to  I . In  most  cirrhotics  the  portal  pressure  is  elevated 
but  the  arterial  pressure  remains  the  same.  There- 
fore, the  ratio  becomes  greatly  reduced  amounting 
to  about  5 to  I . Livers  with  such  moieties  of  circula- 
tion seem  to  withstand  the  sudden  decrease  of 
arterial  pressure  after  ligation,  although  there  is  a 
temporary  insufficiency  of  arterial  blood  as  mani- 
fested clinically  by  what  we  have  termed  “hepatic 
crisis.”  In  patients  with  hypertension  the  ratio  of 
pressures  is  again  about  10  to  i,  just  as  in  the  normal 
where  arterial  ligation  is  hazardous.  It  is  however 
on  a much  higher  level.  One  of  our  patients  had  a 
portal  pressure  of  22  mm.  of  mercury  and  the 
systolic  blood  pressure  230.  The  cirrhotic  liver  cells 
under  such  conditions  obtain  their  oxygen  through 
excessive  arterial  and  venous  presssure  which  they 
demand  to  remain  viable,  and  they  cannot  stand 
the  sudden  drop  to  near  zero  after  hepatic  arterial 
ligation.  In  this  regard  the  sequence  may  be  com- 
pared to  the  anuria  which  follows  prolonged  hypo- 
tension in  patients  with  ischemic  kidney  and  high 
blood  pressure.  Indeed,  the  anuria  in  the  hepato- 
renal syndrome  following  hepatic-splenic-arterial 
ligation  may  be  due  to  the  fall  in  blood  pressure 
which  usually  occurs  in  hepatic  crisis.  Liver  cells 
seem  to  remain  viable  long  enough  for  collaterals  to 
form,  if  they  have  become  acclimated  to  the  ratio 
of  pressures  which  usually  occur  in  cirrhotics  who 
are  normotensive. 

(d)  The  large  cirrhotic  liver  is  a contraindication 
to  hepatic  arterial  ligation,  because  a sudden  decrease 
in  its  size  is  a grave  omen  and  hepatic  arterial  liga- 
tion might  induce  this  change.  Moreover,  we  believe 
that  it  indicates  an  acute  phase  of  the  disease  which 
should  be  allowed  to  regress.  Perhaps  a more  signifi- 
cant finding  is  the  difference  in  vascular  moieties  in 
the  small  atrophic  cirrhotic  liver  where  the  portal 
venous  component  comprises  about  75  per  cent  or 
more  of  the  total  blood  flow,  and  in  the  enlarged 
cirrhotic  liver  where  the  hepatic  artery  contributes 
approximately  75  per  cent  and  the  portal  vein,  25  per 
cent.7“ 

(e)  Cardiac  inadequacy  due  to  congestive  failure 
or  constrictive  pericarditis  and  the  accompanying 
passive  hyperemic  cirrhosis  will  not  respond  to  any 
form  of  liver  therapy  until  compensation  is  restored. 
Acute  pulmonary  infections,  bacteriemias  and  other 
complications  must  be  recognized  and  treated.  We 
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iiicnrion  rhcsc  l)cc;uisc  in  one  of  our  failures  there 
w as  “cardiac”  cirrhosis  and  in  anotlier  tiiere  was  an 
unrecogni/ed  sul)acute  bacterial  endocarditis  super- 
iniposeal  on  mitral  stenosis  w hicli  caused  the 
tleniise  of  the  patient  and  w hich  we  did  not  tlis- 
cover  despite  a long  period  ol  ohsei'vation  until  an 
autopsN  had  been  done. 

AIDS  i\  SI  I l■(;l  lo^'  or  I'Aiikn  is 

/\  reliable  test  for  ascertaining  the  [iresence  of 
arterio\'enous  shunt  mechanisms  wouUl  be  helpful. 
Several  methods  seem  promising,  (ilinical  and  labora- 
tory studies  w ill  enable  us  to  classify  the  patient  in 
one  of  the  h\e  grouiis  listed.  Aleasurements  of  the 
hepatic  x'cnous  pressure  reweal  commensurate 
changes  in  sinusoidal  and  portal  pressure  and  are 
therefore  giiiile  posts  in  the  selection  of  patients  who 
are  suitable  for  ligation.  I hc  normal  gradient  is 
from  S to  lo  mm.  of  mercury  in  the  portal  vein 
to  I to  2 mm.  of  mercury  in  the  hepatic  vein.  In 
early  cirrhosis,  portal  \enous  pressure  is  high  and 
hepatic  \enous  pressure  is  lower  than  normal.  This 
implies  obstruction  w ithout  prox  ision  for  collateral 
circulation  and  here  ligation  would  not  be  indicated, 
l^'i'icdman  and  Weiner’’  placed  a catheter  within  the 
hepatic  vein  as  far  as  it  could  be  conveniently  in- 
serted and  another  in  the  portal  vein  into  the  liver 
so  that  the  tw  o catheters  came  to  lie  on  either  end 
of  the  sinusoids.  1 he\'  found  that  the  average  free 
portal  venous  pressure  w as  i and  the  average 
occluded  pressure  9.^  cm.  of  w ater,  w hei'eas  the 
average  free  hepatic  pressure  was  0,4  cm.  and  the 
average  occluded  hepatic  pressure  was  14.3  cm.  of 
water.  I he  average  sinusoidal  pressure  as  estimated 
at  a midpoint  between  the  occlusive  portal  and  the 
occlusive  hepatic  pressure  was  11.5.  The  average 
free  sinusoidal  pressure  by  the  same  method  of  cal- 
culation would  be  6.7  cm.  of  water.  If  the  hepatic 
venous  pressure  is  higher  than  the  highest  normal 
portal  venous  pressure,  cirrhosis  with  shunt  mecha- 
nism is  probably  present.  1 bus  Aleyers  and  I'aylor'^'^ 
showed  that  in  eighteen  patients  with  Laennec’s  cir- 
rhosis the  mean  hepatic  sinusoidal  pressure  was  21 
mm.  of  mercury  as  opposed  to  a mean  pressure  of  5 
mm.  of  mercury  in  a controlled  group  without  he- 
patic disease.  Aloreover,  no  patient  w ith  cirrhosis  had 
a pressure  as  low  as  the  highest  controlled  value, 
establishing  for  the  procedure  a high  degree  of 
accuracy  in  distinguishing  cirrhosis.  A'lost  important 
was  the  demonstration  by  these  authors  that  there 
was  a close  and  positive  correlation  between  the 
height  of  the  sinusoidal  pressure  and  an  increase  in 


1)I(hh1  \'olume,  presence  of  esophageal  varices  and 
complication  of  cirrhosis  by  jaundice.  In  contrast,  ' 
no  correlation  existed  between  the  degree  of  increase 
in  sinusoitlal  pressure  ami  the  presence  or  absence 
of  ascites.  1 his  obseiwation  indicates  that  the  tw'o  ■ 
complications  may  be  caused  by  different  mecha-  ^ 
nisnis.  jj 

'The  arteriovenous  oxygen  difference  may  be 
determined  in  the  normal  and  cirrhotic  patient  : 
through  venous  catheterization  before  surgery  and 
ewaluated  after  surgerv  by  cannulation.'*  If  the 
arteriohepatic  venous  difference  is  greater  than  nor- 
mal one  would  be  led  to  assume  that  perhaps  cirrhosis 
is  present  and  that  the  increase  in  the  difference  is 
due  to  increased  oxygen  uptake  by  the  ischemic  liver  7 
cells,  sluggishness  of  flow  through  the  liver  and  - 
splanchnic  bed  permitting  a more  complete  deoxy- 
genation ami  diffusion  of  oxygenated  blood  through 
shunts  into  the  s\’stemic  ciretdation.  If  the  patient 
has  supeiTcial  abdominal  xenons  collaterals,  the 
arterial-portal  venous  oxygen  difference  may  be 
determined  and  compared  with  hepatic  venous  and 
systemic  venous  oxygen  content.  Our  studies  show’ 
that  there  is  a great  decrease  in  the  arterioportal 
venous  oxygen  difference  over  that  of  the  arterio- 
swstemic  venous  difference  indicating  that  many 
arteriovenous  shunts  exist  in  the  portal  Ixed.^*^ 

Complete  artei'ialization  of  the  hepatic  blood 
supply  in  dogs  by  acartic-portal  venous  anastomosis 
produces  rlilatation  and  thickening  of  the  portal  | 
vein  radicles  with  acute  necrotizing  vascrditis.“  A 
careful  study  of  portal  venous  branches  in  atrophic  : 
cirrhosis  using  special  stains  may  disclose  similar 
changes  in  man.  I'he  routine  use  of  needle  biopsy 
affords  the  pathologist  an  opportunity  to  compare  < 
morphological  variations  w ith  oxygen  content  and 
pressure  changes  in  the  portal  vein. 

These  tests  are  not  pathognomonic  and  must  be  i 
interpreted  in  the  light  r>f  clinical  studies  in  the 
selection  of  cases  suital)le  for  ligation. 

CriMCAL  FA  ALL  A1  ION  OF  AR  I i lUAF  FKJA  IION 

A large  numl)er  of  carefidly  ol)served  patients 
over  a period  of  years  is  rei]uired  in  order  to  draw 
conclusions.  Aloreover,  studies  must  be  limited  to 
one  type  of  ciri'hosis  and  classified  into  the  various 
groups  within  this  type.  Tven  then,  the  natural 
course  of  the  disease  is  known  to  vary  greatly  and 
individual  cases  must  be  carefully  and  objectively  j. 
evaluated.  VVe  have  received  numerous  reports  from  j* 
our  colleagues  and  have  read  the  many  published  ! 
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observations  for  and  against  arterial  ligations  but  we 
feel  that  even  ^^■ith  lengthy  questionnaires,  conclu- 
sions draM  n from  experiences  other  than  our  own 
might  be  misleading.  Therefore,  we  have  elected  to 
report  tlie  results  in  all  patients  \t  ho  have  been 
followed  for  one  year  or  more. 

Hepai'ic,  Splenic  and  Leet  Gastric  Arteriai.  Licahons  in 
Advanced  Poim  al  Cirrhosis 


NO.  per 
cases  cent 


Number  of  cases  operated  upon 23 

Immediate  deaths  (during  first  three  weeks 

after  surgery)  7 

Active  bleeding  from  esophageal  varices....  3 
Systemic  hypertension  2 


Patchy  necrosis  of  liver  and  spleen  with 
hemorrhage  in  liver  capsule,  pericardium, 
in  one  patient,  autopsy  not  obtained  in 
the  other 

Mitral  stenosis  with  active  streptococcus 
viridans,  subacute  bacterial  endocarditis 


plus  portal  cirrhosis i 

Post  operative  hemorrhage i 

Deaths  within  one  year 9 

Recurrent  bleeding  from  esophageal  varices  3 
Recurrent  ascites  with  gradual  hepatic 

insufficiency  5 

Coronary  occlusion  i 

Alive  without  ascites  or  bleeding 6 

Alive  with  recurrence  of  bleeding i 


30.4 


39.1 


26.1 

4-3 


Mr.  E.  H.,  our  first  patient,  was  operated  upon  in 
November  1 950.1*^  His  liver  profile  is  now  normal 
and  there  has  been  no  recurrence  of  ascites  or  bleed- 
ing since  surgery.  One  year  after  operation  we 
repaired  a large  umbilical  hernia  and  secured  a liver 
biopsy  which  showed  much  hepatic  regeneration. 
Another  patient,  Mrs.  R.  S.,  returned  to  the  hos- 
pital for  herniorrhaphy  one  year  after  surgery. 
About  200  cc.  of  ascitic  fluid  were  present.  We  were 
impressed  by  the  increase  in  size  of  the  liver  and 
change  in  its  consistency.  She  has  not  required 
paracentesis  and  there  has  been  no  bleeding. 

The  only  patient  with  bleeding  was  Mrs.  K.  J. 
who  had  a triple  ligation  on  July  12,  1951.  At  this 
time  the  hepatic,  splenic  and  left  gastric  arteries  were 
doubly  ligated  and  divided  and  splenectomy  was 
performed  because  of  hypersplenism.  Portal  pressure 
at  that  time  was  320  mm.  of  H2O  and  after  ligation 
it  fell  to  230  mm.  H2O.  Her  postoperative  course 
was  satisfactory  and  she  remained  free  of  ascites  and 
bleeding  although  she  was  placed  on  a low  sodium 
diet  and  given  cation-anion  resins  occasionally.  Early 


in  1953  she  returned  to  her  alcoholic  diet  and  did 
not  report  to  the  Outpatient  Clinic.  In  July  1953  she 
re-entered  the  Indianapolis  General  Hospital  because 
of  bleeding  from  esophageal  varices.  Hemorrhage 
Avas  controlled  with  a Sengstaken-Blakemore  tube 
and  two  weeks  later  she  was  re-explored.  There  was 
no  ascites  and  the  liver  liad  increased  in  size.  Portal 
pressure  was  120  mm.  of  H2O.  The  esophagus  and 
cardiac  end  of  the  stomach  w'ere  opened  and  no 
discernible  varices  were  found.  There  Avere,  hoAV- 
ever,  three  mucosal  longitudinal  ridges  wdaich  repre- 
sented thickened  perivenous  fibrosis.  These  were 
imbricated  Avith  chromic  catgut  sutures.  We  believe 
that  hemorrhage  Avas  due  to  esophageal  erosions. 
Biopsy  of  the  liAxr  showed  some  changes  Avith  no 
apparent  progression  of  the  disease  (Figures  i and 

a)- 


Figure  i 

Mrs.  K.  J.  Biopsy  of  the  liver  taken  prior  to  ligation 
of  the  hepatic,  splenic  and  left  gastric  arteries  in 
July,  1951 

A — Low  power  photomicrograph  X 180  showing 
relatively  .small  amounts  of  normal  liver  parenchyma 
witli  wide  areas  of  fibrosis  densely  infiltrated  with 
lymphocytes 

B — Higli  power  photomicrograph  X 850  showing 
profusion  of  lymphocytes  in  the  connective  tissue 
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Figure  2 


Mrs.  K.  J.  Biopsy  of  liver  taken  two  years  after 
ligation  of  the  hepatic,  splenic  and  left  gastric  arteries 
C — Low  power  photomicrograph  X 180.  There  is  a 
decrease  in  interlobular  connective  tissue  as  com- 
pared with  “A”  in  Figure  i 
D — High  power  photomicrograph  X 850  showing 
the  sparsity  of  lymphocytes  as  compared  with  “B” 
in  Figure  i 

All  survivors  now  have  satisfactory  liver  profiles. 
This  would  give  us  an  overall  salvage  in  advanced 
portal  cirrhosis  of  30.4  per  cent  including  all  the 
contraindications  which  we  now  know  to  exist.  It 
should  be  noted  that  all  of  these  patients  are  now 
on  more  or  less  restricted  sodium  diets  and  they  are 
observed  at  frequent  intervals. 

Ligations  of  the  hepatic,  splenic  and  left  gastric 
arteries  when  combined  with  dietary  management, 
the  use  of  cation-anion  resins  during  the  early  and 
sometimes  later  postoperative  periods,  restriction  of 
sodium  to  about  1V2  Gm.  per  day  seem  to  give  the 
best  results  in  our  patients. 

DISCUSSION 

Arterial  ligations  in  portal  cirrhosis  are  still  in  the 


experimental  stage  and  their  use  at  present  should  be 
restricted  to  cases  of  atrophic  cirrhosis  which  are  ■ 
unsuited  for  other  types  of  therapy  so  that  results 
may  be  properly  evaluated.  Our  failures  have  been 
due,  in  part,  to  an  acceptance  of  all  late  cirrhotics  ■ 
without  definite  criteria  for  the  use  of  the  proce-  , 
dure.  Perhaps  better  results  will  be  obtained  when 
more  accurate  methods  for  selection  of  patients  are  ; 
available  and  when  more  is  known  of  the  effects  of  ; 
slow  progressive  occlusion  or  by  combinations  of 
occlusion  and  shunts. 

The  best  way  to  evaluate  the  results  is  the  clinical 
method,  because  the  height  of  portal  pressure  in  it-  ‘ 
self  neither  implies  nor  presages  the  bleeding  of  j 
varices  or  the  control  of  that  bleeding.  In  fact,  I 
bleeding  varices  occur  without  portal  hypertension  ' 
and  fail  to  appear  in  the  presence  of  extremely  high 
portal  pressures.  The  same  is  true  of  ascites.  Im- 
provement in  liver  function  as  determined  by  tests 
is  evidence  of  parenchymal  regeneration  and  gives 
added  assurance  of  arrestment  of  the  hepato-cellular 
degeneration.  But  the  correlation  between  laboratory 
studies  and  clinical  wellbeing  is  not  always  com- 
mensurable. Therefore,  the  absence  of  bleeding, 
ascites,  jaundice,  edema,  vomiting  or  diarrhea,  ano- 
rexia, somnolence  or  lethargy  and  a return  to  work 
indicate  a good  result. 

When  the  cause  of  atrophic  cirrhosis  is  known,  j 
the  need  for  palliative  maneuvers  will  be  over.  Until  i 
then  it  behooves  us  to  seek  methods  which  will,  at  Ij 
least,  delimit  the  progressive  changes  and  decompen-  li 
sations  which  occur  so  that  lives  may  be  prolonged,  i 
The  ultimate  goal  is  the  restoration  of  normal  hepatic  1 
physiology. 

This  study  was  supported  by  a grant  from  the  Charles  J.  ; 
Wolf  Foundation  for  Medical  Research.  | 
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DEPRESSION  AND  ITS  CLINICAL  MANIFESTATIONS 

John  Donnelly,  m.d.,  Hartford 


/^NE  of  the  four  divisions  of  mental  disorder 
formulated  by  Hippocrates,  melancholia  was 
defined  by  him  as  fear  or  distress  persisting  for  a 
long  time  and  having  its  origin  in  changes  produced 
by  the  black  bile.  Although  Hippocrates  and  the 
ancients  of  the  school  of  Cos  held,  regarding  its 
etiology,  views  which  are  not  tenable  today,  they 
described  the  essential  symptoms,  namely,  depression 
of  mood,  moroseness,  grief  and  sorrow,  insomnia, 
unreasonable  fears,  and  the  danger  of  suicide;  the 
accounts  also  include  such  bodily  changes  as  flatu- 
lence, dullness  of  the  eyes,  decreased  motor  activity, 
and  careworn  appearance.  Throughout  the  centuries 
there  have  been  innumerable  attempts  to  improve 
the  classification  of  mental  disorders,  but  melan- 
cholia has  invariably  held  a prominent  position. 
Whether  the  classifications  have  depicted  as  few  as 
the  four  divisions  of  Hippocrates  or  the  twenty  or 
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SUMMARY 

This  paper  is  a presentation  of  the  descriptive 
psychopathology  most  frequently  encountered  in  de- 
pression, together  with  some  remarks  on  the  difficulties 
in  the  classification  of  depressive  states. 


more  divisions  formulated  in  the  nineteenth  century, 
it  would  appear  that  under  melancholia  there  have 
always  been  grouped  disorders  which  would  now 
be  diagnosed  as  catatonic  or  paranoid  schizophrenia; 
paranoid  conditions  and  paranoia;  phobias  and  obses- 
sive-compulsive disorders.  Moreover,  even  within 
any  one  period  the  word  melancholia  held  different 
meanings,  depending  upon  the  writer,  with  the 
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result  that  there  was  much  confusion  and  misunder- 
standing. In  an  effort  to  remove  some  of  the  con- 
fusion, Adolph  Meyer  recommended  that  the  term 
“depression”  be  used  to  cover  the  entire  range  of 
affective  disturbances  formerly  grouped  under 
melancholia,  and  he  stressed  the  necessity  for  de- 
noting, on  a descriptive  level,  the  particular  kind  of 
depression.  Tliis  was  in  keeping  with  the  teachings 
of  iVIaudsley  and  Griesinger  who  stressed  that  the 
fundamental  disorder  was  in  the  affective  sphere  and 
that  intellectual  changes,  such  as  delusions,  hallucina- 
tions, etc.,  followed  the  change  in  mood.  Today, 
therefore,  the  place  of  “melancholia”  in  classifica- 
tions is  essentially  historical  and  “depression”  is 
now  the  current  term. 

Meyer  believed  that  “the  distinction  had  best  be 
made  according  to  the  intrinsic  nature  of  the  depres- 
sion,” but  he  well  realized  the  inadequacies  of  the 
then  current  psychiatric  knowledge  regarding  the 
nature  of  depression.  He  advocated  designation  of 
types  of  depression  according  to  etiology,  symptom 
complex,  course,  and  outcome,  criteria  which  help 
descriptively  but  which  cannot  be  fitted  into  any 
consistent  pattern  based  on  etiological  knowledge. 
Further  developments  have  led  to  even  simpler  classi- 
fications of  depression,  and  such  depressive  states, 
for  example,  as  those  occurring  in  dementia  praecox 
are  no  longer  grouped  nosologically  with  depression. 

It  was  once  held,  and  indeed  still  is  by  some,  that 
the  agitated  depressions  occurring  in  the  involu- 
tional period  are  fundamentally  different  from  other 
depressions,  a differentiation  based  largely  on  the 
age  of  the  initial  episode,  on  the  prepsychotic  per- 
sonality, and  on  the  clinical  picture.  But  again 
experience  shows  that  similar  clinical  conditions 
may  appear  in  early  adult  years  and  in  old  age, 
whereas  the  clinical  picture  of  the  manic-depressive 
depression  may  erupt  for  the  first  time  in  the  decade 
of  the  menopause.  In  the  recently  published  diag- 
nostic manual  of  the  American  Psychiatric  Associa- 
tion, involutional  depression,  over  which  so  much 
controversy  raged,  has  been  discarded  as  a diagnostic 
category  and  it  is  now  grouped  with  the  psychotic 
reactions  occurring  in  the  involutional  period  and 
attributed  to  disturbances  of  metabolism,  growth, 
nutrition,  or  endocrine  functions.  Yet  there  is  con- 
siderable evidence  that  these  disorders  are  primarily 
psychological  reactions  to  stress— the  stress  of  ap- 
proaching change  in  the  physical  status,  and  with 
this  the  change  in  the  individual’s  evaluation  of  her- 
self and  her  capacities.  It  is  true  that  disturbances  in 


endocrine  function  may  initiate  the  physical  changes, 
but  it  is  the  psychic  reactions  to  these  changes  rather 
than  the  biochemical  alteration  in  hormone  produc- 
tion directly  affecting  psychic  functioning  which 
appears  to  constitute  the  psychoses. 

There  are  three  main  categories  of  depression: 
namely,  manic-depressive,  psvchoneurotic,  and  psy- 
chotic depressive  reactions,  the  latter  two  being 
differentiated  only  by  the  severity  of  the  clinical 
picture.  Intrinsically  this  sort  of  differentiation  is 
based  on  certain  presumptions— there  is  implied,  for 
example,  the  belief  that  manic-depressive  reaction  is 
a constitutional  disorder,  while  the  psychoneurotic 
and  psychotic  depressions  tend  to  be  precipitated  by 
exposure  to  stress.  It  should  be  noted,  however,  that 
many  a manic-depressive  depression  appears  to  have 
been  precipitated  by  exposure  to  stress,  while  the 
picture  of  simple  neurotic  depression  frequently 
occurs  without  any  evidence  that  it  is  a reaction  to 
stress.  In  this  latest  diagnostic  manual  great  emphasis 
is  laid  on  the  premorbid  personality,  even  as  Hip- 
pocrates pointed  up  the  susceptibility  of  individuals 
with  a certain  temperament.  Of  course  in  the  last 
fifty  years  a great  deal  of  research  has  gone  into 
study  of  temperament  and  physical  constitution 
pointing  up  certain  frequently  recurring  factors. 
The  manic-depressive  constitution  has  been  associ- 
ated with  the  cyclothymic  temperament  and  a short- 
necked, rotund  body;  while  one  of  the  criteria  for 
diagnosis  of  involutional  psychotic  reaction  is  that 
of  the  obsessive-compulsive,  conscientious  and  per- 
fectionistic  premorbid  personality.  Though  the 
degree  of  correlation  between  types  of  premorbid 
personality  and  the  clinical  pictures  is  often  signifi- 
cant, it  is  still  low  enough  to  indicate  that  other 
important  factors,  some  perhaps  as  yet  unknown, 
frequently  play  a more  important  role. 

When  we  examine  the  purely  reactive  depressions, 
that  is,  the  psychoneurotic  and  psychotic,  the  ab- 
sence of  recognizable  environmental  stress  is  on 
occasion  striking.  In  fact,  examination  of  a series  of 
such  patients  shows  considerable  gradation  in  the 
degrees  of  stress  which  has  provoked  the  reaction. 
To  account  for  differing  opinions  concerning  the 
importance  of  stress,  it  has  been  suggested  that, 
since  the  examiner  makes  the  diagnosis,  he  tends  to 
utilize  as  a criterion  the  severity  of  the  trauma  as  it 
would  seem  to  him  w'ere  he  the  patient.  Even  assum- 
ing this  to  be  true  and  the  diagnostician  ever  so 
sensitive,  there  remain  a fair  numher  of  patients 
who  appear  to  react  in  a way  out  of  proportion  to 
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the  precipitating  factor.  In  these  cases  it  has  been 
arqued  that  the  event  has  a much  greater  symbolic 
siqnihcance  for  the  individual  than  is  apparent  to 
the  observer— a viewpoint  undoubtedly  true  in  many 
cases  but  not  helpful  in  classifying  disorders. 

It  can  be  seen,  therefore,  that  even  from  this 
limited  view  of  depressive  states,  our  present-day 
classifications  are  based  upon  a number  of  differing 
criteria  which  do  not  allow  any  true  etiological 
differentiation.  Diagnostic  classification  of  mental 
disorders  Yould  be  of  maximum  usefulness  if  of 
prognostic  and  therapeutic  value,  but  it  is  well  to 
remember  that  we  have  not  yet  achieved  this  mil- 
lenium.  In  practice  the  diagnosis  of  depression 
carries  with  it  prognostically  a relatively  benign 
connotation  (provided  that  early  and  prompt  treat- 
ment is  instituted),  a connotation  which  derives 
originally  from  the  Kraepelinian  formulation  that 
manic-depressive  depression  is  self  limiting  and  re- 
covery inevitable.  However,  it  should  be  remem- 
bered that  other  emotional  illnesses,  often  ushered 
in  by  episodes  of  depression,  do  not  carry  the  same 
favorable  outcome.  It  might  be  well  to  remember 
also  that  such  competent  observers  as  Guislain  and 
Griesinger  believed  that  depression  was  frequently 
present  in  the  early  stages  of  all  types  of  mental 
disorders,  and  the  necessity  for  early  evaluation  and 
treatment  is,  therefore,  emphasized. 

AFFECT 

Adost  people  experience  some  form  of  depression 
for  brief  periods  of  time,  describing  themselves  as 
out  of  sorts,  feeling  blue,  or  dissatisfied  with  life, 
but  such  episodes  are  usually  of  short  duration.  The 
diagnosis  of  depression  as  a clinical  entity  should  be 
made  only  when  the  disorder  of  affect  is  persistent, 
predominant,  and  apparently  the  primary  change, 
though  there  may  be  fluctuation  in  range  during  the 
course  of  the  illness  and  even  during  the  course  of 
the  day.  Furthermore,  the  affect  is  definitely  painful 
and  the  patient  complains  about  it.  A semantic 
difference  between  “melancholia”  and  “depression” 
is  very  often  brought  out  in  examination  of  de- 
pressed patients.  In  melancholia  the  idea  of  sadness  is 
to  a large  extent  implied,  and  though  some  patients 
do  say  that  they  feel  sad,  however,  a greater  number 
deny  this  when  questioned.  Adore  often  the  com- 
plaints are  of  feeling  “low,”  “miserable,”  “horrible;” 
frequently  there  are  complaints  of  confusion,  of 
inability  to  think  or  concentrate,  or  of  not  being 
able  to  feel  at  all;  but  whether  or  not  due  to  wide- 


spread infiltration  of  medical  terms  into  the  popular 
vocabulary,  many  patients  complain  simply  of  feel- 
ing depressed. 

Adanifestations  of  anxiety  are  so  frequent  as  to  be 
almost  universal  in  depression,  encompassing  such 
complaints  as  feelings  of  nervousness  and  inade- 
quacy (especially  when  called  upon  to  face  some  task 
which,  no  matter  how  simple,  the  patient  feels  in- 
capable of  undertaking);  feelings  of  restlessness  and 
general  uneasiness,  apprehension  and  fear.  In  the 
agitated  depressions  the  anxiety  may  be  the  most 
overt  manifestation  of  disordered  affect.  Adoreover, 
the  physiological  accompaniments  of  fear  and 
anxiety  produce  conspicuous  symptoms,  which  will 
be  discussed  further  under  bodily  changes.  With 
depression  there  is  an  almost  universal  seeking  for 
reassurance,  even  paradoxically  in  the  severe  states 
in  which  the  patient  appears  convinced  of  the  hope- 
lessness of  his  situation.  In  some  cases  of  schizo- 
phrenia there  may  be  marked  depressive  coloring, 
coupled  with  anxiety,  but  whereas  the  depressed 
person  is  concerned  about  his  future,  the  schizo- 
phrenic is  anxious  about  his  present  state.  There  is, 
moreover,  this  important  difference  between  the  two 
conditions:  namely,  that  in  depression  there  is  con- 
gruity  between  the  mood  and  the  mental  content, 
the  mood  being  consistent  with  the  beliefs  ex- 
pressed by  the  patient,  whereas  in  schizophrenia  the 
affect  is  inappropriate  to  the  content  of  the  verbali- 
zations. 

In  addition  feelings  of  guilt  are  extremely  com- 
mon. The  patient  is  full  of  self  reproach,  accusing 
himself  of  acts  and  deeds  which  he  considers  moral- 
ly wrong.  There  is  self  recrimination  for  the  com- 
mission of  “the  unpardonable  sin,”  which  may  in 
fact  vary  from  a minor  breach  of  social  rules  to  the 
most  serious  transgression  of  the  Decalogue.  It  is 
perhaps  unnecessary  to  stress  that  these  ideas  and 
beliefs  are  expressions  of  the  cultural  and  social 
background  of  the  patient  and  of  the  experiences 
and  interpersonal  pressures  to  which  he  has  been 
exposed  from  infancy  onward.  Sometimes  the  his- 
tory verifies,  in  some  measure,  the  offenses  of  which 
the  patient  accuses  himself,  but  more  frequently 
the  content  of  the  accusations  appears  to  have  de- 
lusional force. 

DELUSIONS 

Disturbances  of  thought  content  occur  much  more 
frequently  than  is  commonly  recognized,  and  manv 
statements  by  the  patient  \\  hich  are  accepted  on 
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their  face  value  as  correct  are  in  fact  true  delusions. 
These  are  associated  mainly  with  three  spheres  of 
human  values:  namely,  health,  wealth,  and  moral 
worth.  Under  lack  of  moral  worth  has  been  men- 
tioned the  patient’s  belief  that  he  has  failed  to  live 
up  to  a moral  code  and  that  he  has  been  guilty  of 
transgressions.  It  is  easy  for  the  observer  who  is  also 
subject  to  the  same  cultural  system  of  values  to 
understand  the  feeling  that  we  call  “guilt”  that  may 
arise  from  real  or  imagined  breach  of  the  moral 
code.  However,  for  the  patient  wdiose  sense  of 
values  has  been  accpiired  in  a family  background  in 
w'hich  great  emphasis  was  placed  on  health  and 
bodily  functions,  feelings  of  lack  of  w orth  are  read- 
ily manifested  in  hypochondriacal  delusions.  The 
great  emphasis  w'hich  our  society  places  on  adequate 
physiological  functioning— witness  the  use  of  the 
pressure  in  advertising— probably  helps  to  account 
for  the  frequency  of  the  hypochondriacal  com- 
plaint. Likewise  an  individual  w ho  has  been  exposed 
in  his  early  development  to  parents  to  whom  w^ealth 
and  possessions  are  all  important,  he  wdll,  w hen  he 
develops  a depression,  experience  the  distress  in 
association  wdth  delusions  of  poverty.  I would  like 
to  emphasize  at  this  point  that  the  dynamics  involved 
are  much  more  complicated  than  indicated  by  the 
simple  description  above. 

Varying  with  the  severity  of  the  clinical  condi- 
tion, there  may  be  simple  feelings  of  inadequacy  on 
the  job  or  in  managing  affairs,  or  more  typically  in 
the  material  sphere  may  occur  such  symptoms  as  the 
patient’s  belief  that  he  is  poverty  stricken,  having  lost 
his  business  or  his  home,  or  in  the  case  of  a house- 
wife that  there  is  not  enough  food  to  feed  the 
family  tomorrow^  even  though  the  refrigerator  is 
full  today.  Hypochondriacal  delusions  are  particu- 
larly varied;  the  gastro-intestinal  tract  is  probably 
the  greatest  source  of  reference,  wdth  complaints  of 
constipation,  indigestion  stoppages,  pain,  etc.  The 
next  most  frequent  source  of  reference  is  the 
genitalia,  many  patients  showing  evidence  of  sexual 
preoccupation;  but,  any  physiological  system  may 
be  the  focus  of  attention. 

Nihilistic  is  the  adjective  applied  to  delusions  in 
which  the  patient  may  deny  the  existence  of  the 
wmrld  or  anything  in  it,  or  of  himself  or  parts  of 
himself;  he  has  no  heart,  no  bow^els,  no  feelings, 
nothing.  1 his  syndrome  of  negation,  the  syndrome 
of  Cotard,  is  certainly  more  common  in  patients  who 
develop  psychotic  illness  during  the  involutional 


period,  but  symptoms  of  this  nature  may  be  found 
in  depressions  occurring  in  other  periods  of  life. 

Ideas  of  reference  and  paranoid  delusions,  con- 
trary to  general  impression,  are  present  in  more 
than  50  per  cent  of  patients  suffering  from  depres- 
sive states.  Feelings  of  worthlessness,  for  example,  i 
represent  the  attitude  of  the  patient  toward  himself, ; 
but  the  projection  of  this  attitude  onto  others  may  ' 
occur  so  that  he  believes  he  is  disliked  or  held  in  ' 
contempt  by  others.  Likewise  attitudes  arising  from 
beliefs  of  loss  of  money  and  possessions  may  be 
projected  in  patients  who  value  economic  success,  ; 
so  that  they  believe  they  are  scorned  by  those  they  ! 
wmuld  wish  to  emulate.  Starting  w ith  such  premises,  j 
secondary  elaborations  may  occur,  and  in  such  cases  | 
the  patient’s  attitude  toward  the  imagined  hostility 
is  one  of  acceptance  because  he  believes  it  justified 
and  himself  deficient.  However,  there  are  patients 
who  are  completely  unable  to  account  satisfactorily 
to  themselves  for  this  rejection,  and  they  are  very 
resentful  and  hostile  in  a typical  paranoid  fashion. 
The  patient  may  have  paranoid  ideas  varying  from 
simple  belief  of  attitudes  of  hostility  by  others  to 
belief  that  he  w ill  be  persecuted,  even  imprisoned  or 
killed.  It  should  be  mentioned  here  that  even  in  the 
delusions  of  the  depressed,  there  are  often  indica- 
tions of  a grandiose  self  evaluation;  thus  the  patient 
declaims  that  he  is  the  most  evil  person  in  the  world 
or  currently  that  a Senator  from  Wisconsin  is  in- 
vestigating his  background. 

There  is  a large  number  of  patients  who  show^ 
fluctuations  in  clinical  condition  so  that  at  one  time 
the  affective  change  appears  to  predominate,  w'ith  a 
lessening  of  paranoid  trends;  while  at  another  time 
the  paranoid  trends  become  more  prominent,  accom- 
panied by  overt  hostility,  while  the  depressive  state 
appears  less  obvious. 

MOTOR  ACTIVITY 

It  is  usually  assumed  that  the  presence  of  anxiety 
is  accompanied  by  increased  motor  activity  wTich 
may  vary  from  simple  restlessness  to  extreme  and 
exhausting  agitation.  But  that  this  is  not  in  fact  uni- 
versally true  can  be  discovered  by  examination  of 
patients  wdio  have  passed  through  retarded  states. 
By  retardation  is  meant  inhibition  of  physical  or 
psychic  functions.  In  the  physical  sphere  the  patient 
has  an  aw'areness  of  a deceleration  in  his  motor  per- 
formance and  of  inability  to  undertake  physical 
activity  of  wJaich  he  is  normally  easily  capable.  He 
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rends  ro  sit  in  the  same  position  with  a minimum  of 
spontaneous  movement,  and  can  progress  to  a 
stuporous  condition  (seldom  seen  now  because  of 
electroshock  treatment)  in  which  the  patient  is 
apparently  completely  indifferent  to  his  surround- 
ings, is  mute,  neglectful  of  his  presonal  hygiene,  and 
requires  feeding  by  tube.  It  is  on  occasion  necessary 
to  differentiate  such  stupors  from  similar  schizo- 
phrenic conditions,  some  of  the  distinguishing 
features  being  that  the  mute  depressive  will  some- 
times talk  with  relatives,  usually  takes  care  of 
physiological  functions,  has  a personal  appearance 
suggesting  utter  misery,  and  is  not  completely  in- 
different to  stimuli  in  the  environment,  such  as  the 
prick  of  a pin. 

i Retardation  in  a non  interrupted  depression  tends 
i;to  increase  steadily  from  a relatively  small  beginning 
' I until  the  maximum  degree  of  inhibition  is  reached, 

I and  then  as  the  depression  is  apparently  beginning 
I to  lift,  so  also  does  the  retardation  tend  to  clear. 

1 However,  as  will  be  emphasized  later,  the  time  at 
! which  the  retardation  is  decreasing  is  one  of  the 
I periods  when  the  danger  of  suicide  is  greatest.  In 
|some  patients  the  motor  retardation  is  manifested  by 
a slowness  of  speech  and  of  response  to  questions; 
[the  replies,  furthermore,  tend  to  be  monosyllabic. 

I Retardation  in  the  psychomotor  field  is  sometimes 
much  more  obvious  than  that  in  the  motor.  The 
^patient  complains  of  or  manifests  difficulty  in  think- 
ing and  in  reaching  decisions.  For  example,  many 
I women  patients  will  state  on  questioning  that  when 
jishopping  they  have  had  the  greatest  difficulty  in 
choosing  between  two  brands  of  a particular 
I product,  and  that  after  spending  many  minutes  in 
futile  efforts  they  fail  to  make  the  purchase  needed 
i because  of  the  difficulty  in  making  the  selection. 

! Neglect  of  business  or  housework  may  next  ensue 
as  the  depression  deepens.  There  is  definite  poverty 
of  ideation  wdiich  is  fairly  obvious  where  spontane- 
jous  speech  is  greatly  reduced,  but  the  poverty  of 
' ^ideation,  though  less  obvious,  is  equally  a fact  in 
iagitated  depressions  in  which  the  patient  may  appear 
, 'to  be  quite  voluble.  Here  examination  of  the  con- 
jjtent  of  the  talk  reveals  preoccupation  with  only  a 
' few  ideas  which  occur  repetitively. 

1 DEPERSONALIZATION 

Feelings  of  depersonalization  and  derealization 
j are  frequently  encountered,  especially  in  the  early 
I stages  of  depressive  states.  By  depersonalization  is 
I meant  the  experience  of  a change  of  personality  so 


that  there  is  a sense  of  loss  of  affective  response; 
the  patient  may  feel  that  he  is  detached  from  his 
body,  is  like  an  automaton,  has  no  emotion,  is  unable 
to  experience  pleasure  from  the  things  which  once 
evoked  such  response,  has  a dead  or  numb  feeling, 
and  indeed  he  may  believe  that  his  body  is  changed 
or  does  not  belong  to  him.  At  the  same  time  there 
is  no  disorder  of  body  image;  he  knows  intellectually 
that  it  is  his  own  body  and  though  he  may  experi- 
ence numbness  and  lack  of  feeling,  yet  he  does  in 
fact  recognize  stimulation  of  the  senses.  Derealization 
is  the  feeling  that  in  some  intangible  way  the  out- 
side world  is  changed,  persons  and  objects  are  un- 
real, lacking  their  normal  attributes.  But  again  the 
patient  perceives  the  external  world  as  it  is.  There 
is,  as  some  patients  will  say,  the  loss  of  an  emotional 
bond  with  the  environment.  (These  symptoms  often 
have  to  be  sought  in  order  to  be  recognized.)  Fre- 
quently, in  spite  of  complaints  of  lack  of  emotion, 
the  patient  is  much  concerned  with  the  subjective 
change,  complains  of  his  isolation  and  his  difference 
from  his  normal  state,  and  presents  many  of  the  hall 
marks  of  anxiety.  Derealization  and  depersonaliza- 
tion when  present  do  not  always  occur  together; 
sometimes  one  alone  is  present.  These  symptoms 
may  be  relatively  inconspicuous  as  far  as  the  corn- 
paint  of  the  patient  is  concerned,  but  sometimes  an 
unusual  feature  is  seen  when  after  treatment  by 
shock  therapy  the  depression  lifts,  apparently  com- 
pletely, and  the  feelings  of  depersonalization  and 
derealization  bcome  so  predominant  that  the  patient 
states  he  prefers  the  previous  misery  of  his  depres- 
sion. It  may  be  stated  that  these  states  of  unreality 
occur  in  many  psychiatric  syndromes,  including 
schizophrenia,  hysterical  reactions,  in  fatigue  states, 
and  often  in  adolescence— the  latter  without  gross 
emotional  disturbance. 

SUICIDE 

The  most  dramatic  event  of  depression  is  of 
course  suicide  or  attempted  suicide.  The  frequency 
of  successful  suicide  is  such  that  it  is  now'  one  of  the 
major  causes  of  death  in  the  community.  In  recent 
years  the  number  of  deaths  resulting  from  motor 
accidents  in  Connecticut  has  been  almost  equalled 
by  the  number  resulting  from  felo-de-se,  and  it  is 
probable  that  the  latter  statistical  mortality  rate  is 
low^er  than  actual.  In  every  patient  coming  under 
observation  it  is  imperative  that  the  risk  of  self 
injury  be  evaluated.  There  are,  unfortunately,  no 
criteria,  the  application  of  which  will  universally 
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indicate  when  suicide  will  be  attempted.  Almost 
every  patient  will  on  questioning  admit  having  had 
thoughts  that  life  was  no  longer  worth  living.  Many 
admit  the  wish  to  die  and  some  admit  having  con- 
sidered making  an  attempt.  The  majority,  however, 
usually  hasten  to  emphasize  that  they  would  never 
do  it,  sometimes  because  of  moral  and  religious 
reasons,  sometimes  because  of  the  consequences  to 
their  family.  Nevertheless,  such  reasons  cannot  be 
accepted  as  justification  for  dismissing  the  risk,  for 
the  suicidal  act  is  frequently  the  result  of  an  impulse 
which  is  not  controlled  by  these  considerations. 
There  is  greatest  risk:  (i)  when  there  is  a history 
of  previous  suicidal  attempts;  (2)  when  there  is  a 
history  of  suicide  or  suicidal  attempts  in  the  family; 
(3)  toward  the  beginning  of  the  illness  when  the 
depression  is  deepening  and  before  motor  retardation 
has  become  marked;  (4)  when  the  patient  definitely 
admits  to  a loss  of  desire  to  live  and  when  he  does 
not  attempt  to  deny  the  possibility  of  suicide;  (5) 
when  the  patient  complains  of  failure  in  relation- 
ships or  obligations  to  others,  especially  those  close 
to  him.  In  my  own  experience  with  patients  who 
have  made  suicidal  attempts  while  under  my  observa- 
tion or  whom  I have  seen  immediately  following 
such  attempts,  the  presence  of  unreality  feelings, 
coupled  with  even  relatively  mild  depressive  symp- 
toms, appears  to  constitute  definite  susceptibility. 
The  depth  of  the  depression  in  itself  is  not  a good 
index  because  motor  retardation  may  be  such  that 
the  intention  even  when  present  cannot  be  carried 
out.  On  the  contrary,  one  of  the  periods  of  greatest 
danger  occurs  when  the  depression  is  beginning  to 
lift  and  motor  retardation  is  diminishing.  It  is  at 
this  time  that  precautions  tend  to  be  relaxed;  yet 
the  suicidal  drive  may  still  be  strong  and  often 
manifests  itself  in  positive  action.  One  frequently 
finds  that  when  a patient  has  made  a definite  but 
unsuccessful  attempt,  especially  one  of  a violent 
nature,  and  has  incurred  physical  injury,  the  depres- 
sion disappears  relatively  quickly,  an  effect  possibly 
related  to  alleviation  of  guilt  feelings  by  the  self 
punishment  inflicted.  Nevertheless,  there  are  not  a 
few  patients  who  will  make  repeated  attempts  if 
permitted.  Some  patients  report  an  obsessive  type 
of  thought  telling  them  to  commit  suicide,  but  it  is 
impossible  to  deduce  from  this  whether  or  not  an 
attempt  will  be  made.  I have  been  impressed  also  by 
the  presence  of  paranoid  trends  in  depressed  patients 
who  have  tried  to  take  their  lives.  There  seems  little 
doubt,  however,  that  patients  with  suicidal  drive 


when  placed  in  a protected  environment  appreciate' 
the  security  and  the  precautions  taken,  for  most  oft 
them  will  subsequently  admit  to  the  relief  they  felt, 
at  the  time. 

Familiar  is  the  newspaper  account  of  attempted' 
homicide  and  suicide  by  the  depressed  person.  The 
object  of  the  aggressive  act  is  always  a person  orl 
persons  very  dear  of  the  patient.  When  the  aggressoril 
survives,  the  explanation  given  is  of  the  uter  hope- 
lessness of  the  future  experienced  by  the  patient,  a : 
hopelessness  that  sees  nothing  in  life  for  himself  orij 
those  he  loves;  and  the  homicidal  act  represents 
superficially  an  attempt  to  save  the  loved  ones  fromi 
misery  and  unhappiness.  The  ambivalence  univer- 
sally present  in  depression  is  well  pointed  up  in ; 
these  cases  and  in  those  of  the  suicidal  pact.  | 

The  frequency  of  the  loss  of  the  desire  to  live  and  j 
even  of  the  occurrences  of  suicidal  thoughts  is  so 
high  that  all  patients  in  whom  these  occur  cannot  be 
hospitalized— nor  indeed  is  this  always  necessary; 
nevertheless  it  would  seem  that  many  deaths  by 
suicide  could  be  prevented  by  the  early  application 
of  therapeutic  measures. 

INSOMNIA 

Disturbance  of  the  sleep  pattern  is  practically 
universal  even  though  there  are  variations.  Classically 
in  depression  with  retardation  and  without  consider- 
able overt  anxiety  the  patient  is  able  to  sleep  easily 
on  retiring  for  the  night  but  awakening  in  the  small 
hours  of  the  morning  is  unable  to  return  to  sleep.  ! 
Though  wide-awake,  feelings  of  fatigue  are  promi- 
nent, and  no  matter  how  uncomfortable  the  bed,  the 
patient  finds  it  difficult  to  arise  and  dress.  The  morn- 
ing hours  are  in  fact  the  worst  period  of  the  day 
for  the  patient,  and  there  is  progressive  improve- 
ment so  that  the  evenings  are  the  least  miserable  ! 
and  often  the  most  active,  the  pattern  being  repeated  | 
each  day.  Likewise,  difficulty  in  thinking  and  in  j 
concentration  are  worse  in  the  morning,  lessening  • 
toward  evening.  j 

One  the  other  hand,  a patient  who  shows  overt  [ 
anxiety  may  complain  of  inability  to  go  to  sleep  i 
until  the  early  morning  hours,  although  he  tends  to  i 
waken  at  an  hour  earlier  than  is  his  custom.  One  j 
might  remember  here  that  patients  with  simple  ’ 
anxiety  states  also  show  difficulty  in  getting  to  ; 
sleep,  though  such  patients  tend  to  awaken  late.  In 
hospital  practice  one  frequently  hears  complaints  of 
only  one  or  two  hours  sleep  or  even  of  no  sleep  at 
all  night  after  night;  yet  sleep  checks  reveal  that  the 
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■ hours  of  sleep  are  usually  greater  in  number  than 
admitted  by  the  patient.  However,  most  depressed 
patients  tend  to  be  light  sleepers,  and  it  would  seem 
that  much  of  the  disturbance  is  due  to  dreams  which 
I arouse  anxiety;  at  least  some  patients  who  fear  that 
; they  will  not  sleep  are  in  fact  afraid  that  they  will; 
! the  source  of  the  fear  being  the  drives  which  mani- 
fest themselves  in  the  dream  content. 

PHYSICAL  SIGNS 

Observation  of  the  depressed  and  retarded  patient 
reveals  little  spontaneous  activity;  the  posture  is 
huddled,  the  face  is  pale  and  sallow,  there  is  accentu- 
ation of  the  facial  wrinkles  and  of  the  eyelid  folds; 
the  hair  lacks  lustre,  the  tongue  is  coated,  the  breath 
is  foul;  there  is  a definite  trend  toward  constipation. 
There  is  usually  prominent  loss  of  weight  which  is 
'.not  adequately  accounted  for  by  the  loss  of  appetite 
I land  consequent  decrease  in  nutritional  intake.  Blood 
: pressure  tends  to  fall  though  the  opposite  is  some- 
' .times  true.  Parotid  function  is  reported  to  be  lowered 
I during  the  depression  and  the  foot  temperature  to 
’ Te  raised. 

' The  physical  concomitants  of  anxiety  are  fre- 

I quently  found  in  retarded  depressions  as  well  as  in 

( agitated  states.  Axillary  sweating,  palpitation,  rapid 

j;|  pulse,  pallor,  tumor  of  the  extremities,  and  even 

bsyncope  on  occasions  may  occur.  These  symptoms 

[ become  more  noticeable  when  the  patient  is  exposed 

; to  stress  and  may  be  seen  during  interviews,  but 

|)ithey  may  also  be  present  as  the  patient  sits,  alone 

I , contemplating  the  “causes”  of  his  misery.  In  some 

■/  instances,  the  complaints  of  the  patient  may  center 

3,  around  these  phenomena  especially  when  hypo- 

1 ' chondriasis  is  prominent  and  the  depression  of  mood 

' less  obvious. 

I 

|f|  INSIGHT  AND  JUDGMENT 

■j  Though  not  a universal  rule,  patients  suffering 
i;from  depression  realize  that  they  are  ill  and  usually 
1 seek  treatment.  They  feel  they  are  not  well,  either 
I physically  or  mentally,  and  they  recognize  the 
• changes  as  being  pathological.  There  is  little  impair- 
ment of  intellectual  functioning  though  difficulties 
.may  arise  because  of  preoccupation  with  their  un- 
happy  state  and  of  their  delusional  beliefs.  It  is  to 


be  remembered  that  just  as  the  manic  patient  may 
dissipate  his  financial  resources  because  of  his  delu- 
sions about  his  wealth  and  his  abilities,  so  the  de- 
pressed patient,  concerned  with  his  ideas  of  eco- 
nomic loss,  may  make  serious  errors  in  the  adminis- 
tration of  his  business.  The  patient  may  give  an 
apparently  factual  account  of  this  loss  of  capital  or 
of  bankruptcy,  or  business  reputation,  due  to  mis- 
management of  his  affairs  arising  as  the  result  of 
action  by  himself  or  others;  and  the  depression  may 
be  attributed  to  the  result  of  the  changed  economic 
position.  Occasionally  information  supplied  by  the 
nearest  of  kin,  for  example,  the  wife,  may  appear 
to  confirm  the  accuracy  of  the  patient’s  statements 
and  only  careful  inquiry  from  independent  sources 
will  reveal  the  falsity  of  the  ideas.  The  judgment  of 
the  patient  in  areas  of  his  activities  not  affected  by 
the  delusions  may  be  completely  intact.  Depressions 
occurring  in  elderly  people  may  produce  a clinical 
picture  very  suggestive  of  organic  impairment, 
memory  changes  both  in  recall  and  retention,  inabil- 
ity to  comprehend  and  to  elaborate  and  a tendency 
to  perseveration  being  extreme  so  that  at  first  glance 
the  use  of  shock  therapy  may  be  ruled  out  for  fear 
of  provoking  further  damage.  In  these  cases  a careful 
investigation  will  reveal  that  the  results  of  apparent 
organic  changes  are  due  primarily  to  psychomotor 
retardation  and  to  preoccupation. 

CONCLUSION 

No  attempt  has  been  made  to  discuss  psycho- 
dynamics, prognosis,  or  treatment.  The  sole  purpose 
of  this  paper  has  been  to  present  an  outline  of  the 
symptomatology  occurring  in  depressive  states.  To 
my  readers  who  are  not  practicing  in  the  specialty, 
I hope  the  paper  has  been  useful,  and  to  those  already 
familiar  with  all  data  therein  contained,  I offer  my 
thanks  for  bearing  with  me. 

RECOMMENDED  READING 

1.  Abraham,  Karl:  (1953)  Selected  Papers;  Basic  Books,  pp. 
418-470. 

2.  Fenichel,  Otto:  (1945)  Psychoanalytic  Theory  of  Neu- 
rosis; Norton,  pp.  249,  260,  387-406. 

3.  Lewis,  A.  J.:  (1934)  J.  Menu  Sci:;  80;  pp.  277-378. 

4.  Meyer,  Adolph:  (1905)  J.  Nerv.  Ment.  Dis.;  32,  p.  114. 


2 lO 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


EXCHANGE  TRANSFUSION  RESULTS  IN  ERYTHROBLASTOTIC  INFANTS 

Rolf  Katzenstein,  m.d.,  and  Allan  J.  Ryan,  m.d.,  Meriden 


Dr.  Katezenstein.  Assistant  Clinical  Professor  of 
Pathology,  Yale  University  School  of  Medicine 


SUMMARY 

In  a series  of  thirty-two  erythroblastotic  children 
born  alive,  nineteen  received  exchange  transfusions, 
and  five  died. 

Follow-up  of  the  fourteen  children  receiving  ex- 
change transfusion  who  survived  the  neonatal  period 
from  three  months  to  five  years  disclosed  two  children 
suffering  from  spastic  disease  who  are  alive,  and  one 
child  who  died  of  acute  leukemia  at  the  age  of  eighteen 
months. 


first  exchange  transfusion  at  the  Meriden 
Hospital  in  a case  of  erythroblastosis  was  carried 
out  live  years  ago.  The  nineteen  children  who  have 
been  treated  here  by  this  form  of  transfusion  pro- 
vide a basis  for  the  evaluation  of  the  long  term 
outcome,  as  well  as  the  immediate  result  of  this 
method  and  an  opportunity  to  compare  the  results 
with  those  reported  from  other  institutions.  It  also 
provides  an  opportunity  to  compare  the  results  with 
those  obtained  in  children  treated  with  small  trans- 
fusions without  replacement  and  those  who  were 
untreated. 

REVIEW  OE  LITERATURE 

The  exchange  transfusion  was  first  advocated  by 
Wallerstein^  and  because  of  its  dramatic  effects  and 
the  relatively  high  mortality  at  that  time  prevalent 
in  erythroblastosis,  it  quickly  came  into  general  use 
with  early  reports  of  remarkable  results.  Seven 
children  in  Wallerstein’s^  series  with  an  apparently 
grave  prognosis  responded  well  to  exchange  trans- 
fusions and  lived  without  signs  of  kernicterus. 
Among  Wiener  and  Wexler’s-  twenty-eight  treated 
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In  our  experience  a hemoglobin  below  12  Gm.,  and 
a nucleated  red  cell  count  above  20,000  per  cc.  imme- 
diately after  birth  are  unfavorable  prognostic  signs  and 
indicate  a fatal  outcome  in  spite  of  exchange  trans- 
fusion. 

We  have  not  found  that  the  level  of  the  anti-rh  titer 
before  birth  provides  a definite  prognostic  sign  of 
development  and/or  severity  of  erythroblastosis  in  the 
infant. 


children,  sixteen  had  severe  involvement  which 
would  almost  certainly  have  been  fatal.  One  of  the 
most  enthusiastic  reports  was  that  of  Diamond^  who 
demonstrated  in  severe  cases  a recovery  rate  in 
treated  children  of  seventy  per  cent,  contrasted  with 
only  ten  per  cent  recoveries  in  untreated  children. 

Among  the  reports  in  literature  of  the  results  of 
treatment  by  exchange  transfusion,  crude  survival 
rates  varying  from  loo  per  cent  in  two  series  of  six 
and  eleven  cases,  respectively,  to  65  per  cent  in  a 
series  of  34  cases  can  be  discovered  (Table  i). 
Molony“  reported  a twenty-nine  per  cent  mortality 
in  a series  of  children  with  replacement  transfusion 
compared  to  twenty-two  per  cent  in  those  untreated. 
Van  Loghem  and  associates’^  reduced  their  mortal- 
ity rate  by  the  use  of  exchange  transfusion  from 
sixty-three  to  twenty-two  per  cent,  and  Diamond^ 
from  ninety  to  thirty  per  cent.  In  spite  of  this  out- 
standing improvement  Diamond  felt  that  more  could 
be  accomplished  and  suggested  the  use  of  female 
blood  for  the  exchange.  The  advantages  of  this 
procedure  have  not  been  confirmed  by  others.’^ 
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Table  1 

Crude  iMortaluv  Rate  Following  Exchange  Transfusion 
IN  Erythroblastosis  ]^ue  to  Rh  Sensitization 


lwestigator 

NO.  OF 
CASES 

deaths 

PER  CENT 
MORIALITY 

Brancato^  

29 

4 

13.8 

W’iener  and  Wexler- 

106 

18 

17.0 

Diamond,  Allen,  and  Thomas'’ 

347 

61* 

17.8 

Bartel  and  van  EoR'lienff 

>41 

2 I 

18.5 

Tzanck,  Bessis,  and  Buhoff 

34 

12 

35-3 

Raska*  

*»  ■> 

4 

18.2 

^\"allerstein^  

41 

8 

19.5 

Alollison  and  Cuthush^ 

30 

7 

23-3 

iMustard  and  Eraser’" 

24 

3 

12.5 

Alolonv’’  

45 

13 

29.0 

Ginsberg  and  Eeldman’- 

1 I 

0 

0 

Shapiro’®  

6 

0 

0 

*19  cases  of  kernicterus,  living  or  dead,  are  included 


The  various  indications  for  exchange  transfusion 
reported  by  different  institutions  are  probably  re- 
sponsible for  the  wide  range  in  survival  rates  which 
have  been  published.  This  is  due  to  the  fact  that  there 
has  been  no  definite  gauge  for  determining  the 
severity  of  the  disease  and  thus  allowing  accurate 
evaluation  of  the  result.  Molony’^  emphasizes  the 
following  indices  to  determine  the  severity  of  the 
erythroblastotic  state. 

1.  The  appearance  of  jaundice  during  the  first  few 
hours  of  life. 

2.  Palpable  enlargement  of  the  liver  and  spleen  at 
the  first  physical  examination. 

3.  Hemoglobin  below  12  Gm.  at  birth. 

4.  The  occurrence  of  25  normoblasts  for  each 
hundred  white  cells  on  the  first  blood  smear. 

5.  A moderate  to  strongly  positive  Coombs  test. 

6.  Icterus  index  above  50  units  in  the  cord  serum. 

7.  Previous  occurrence  of  erythroblastosis  in  an- 
other child  of  the  same  mother. 

8.  Cyanosis  and  rapid  irregular  respirations  dem- 
onstrated not  to  be  due  to  atelectasis. 

Giving  a value  of  one  for  each  of  the  points 
present  in  any  case,  he  classified  those  with  one  to 
two  points  as  mild,  three  to  four  as  moderate  and 
five  as  severe.  Under  this  scoring  system  forty-three 
per  cent  of  his  children  subjected  to  exchange  trans- 
fusions and  thirty-three  per  cent  of  untreated  chil- 
dren were  severe  cases.  Brancato”^  bases  his  evaluation 
of  severity  on  the  following  four  criteria: 

I.  No  abnormal  obstetrical  history  and  no  pre- 
vious blood  transfusions. 


2.,  Abnormal  obstetrical  history  and/or  blood 
transfusions. 

3.  History  of  previous  child  recovered  from  ery- 
throblastosis. 

4.  History  of  previous  children  with  fatal  ery- 
throblastosis. 

Wiener  considered  the  antenatal  studies  of  Rh 
antibodies  in  the  mother’s  blood,  as  well  as  of  the 
Rh  antibodies  in  the  infant’s  blood  as  the  most  reli- 
able indication  of  the  severity  of  the  disease.  Allen, 
Diamond  and  Vaughaunff'’  employ  the  following 
criteria  as  indications  for  exchange  transfusions: 

1.  Rh  positive  baby  of  a sensitized  Rh  negative 
mother. 

2.  Pallor. 

3.  Hepatosplenomegaly. 

4.  Presence  of  petechiae. 

5.  Edema. 

6.  A'lore  than  4.5  nucleated  red  cells  per  cc. 

7.  In  the  absence  of  clinical  signs,  a maternal  titer 
in  the  Coombs  test  of  1:16  or  over. 

8.  Prematurity. 

9.  Past  history  of  serious  or  fatal  erythroblastosis. 
MATERIAL  AND  METHODS 

In  making  this  study  the  files  of  the  Aleriden 
Hospital  Laboratory  were  scanned  for  instances  of 
Rh  negative  female  blood.  The  patient  names  were 
then  checked  in  the  Record  Room  to  determine 
whether  they  were  of  pregnant  or  non  pregnant 
women.  The  laboratory  records  of  all  Rh  antibody 
titers  and  Coombs  tests  were  then  checked  against 
this  list.  The  determinations  of  the  Rh  factor  in  most 
instances  have  been  made  through  the  offices  of  the 
attending  physician.  All  determinations  of  Rh  anti- 
body titers  were  performed  in  the  laboratory  of  the 
Meriden  Hospital,  with  titrations  caiyied  out  both  in 
saline  and  thirty  per  cent  albumin  dilutions. 

The  Coombs  test  is  carried  out  ordinarily  in  cases 
w here  a previously  determined  antibody  titer  or  the 
history  of  a previous  erythroblastotic  cltild  has 
made  the  obstetrician  suspicious  of  the  possiliilitv  of 
erythroblastosis.  In  some  cases  Coombs  tests  were 
carried  out  following  exchange  transfusion  to  deter- 
mine the  efficacy  of  the  treatment.  Ihe  figures 
reported  in  this  paper  as  the  titer  represent  the  high- 
est measurable  agglutination  in  30  per  cent  albumin 
dilutions.  In  a few  cases  in  the  absence  of  previous 
history  of  difficulty  or  for  other  reasons,  Rh  deter- 
minations were  not  performed,  and  Rh  antibody 
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titers  were  not  carried  out  in  known  Rh  negative 
pregnant  females. 

Only  four  members  of  the  staff  performed  ex- 
change transfusions,  two  pediatricians  and  two  sur- 
geons. Only  if  the  umbilical  route  was  found  to  be 
unavailable  were  other  veins  used.  Fresh  blood  drawn 
within  a few  hours  from  a female  Rh  negative  “O” 
donor  has  been  used,  except  in  the  first  two  trans- 
fusions which  were  done.  Oxygen  was  administered 
through  a mask  during  the  procedure,  and  small 
amounts  of  intravenous  calcium  gluconate  were 
employed  to  control  the  deionizing  effect  of  the 
oxalate  in  the  blood. 

Table  II  lists  all  infants,  the  antibody  titers  of 
whose  mothers  was  over  i:i6.  It  shows  the  level  of 
hemoglobin  at  birth,  the  number  of  nucleated  red 
cells  per  cc.,  and  the  serum  bilirubin  and  icterus  index 
if  these  were  determined.  In  Table  III  the  cases  of 


clinical  erythroblastosis  not  suspected  before  deliv- 
ery are  listed.  Table  IV  shows  the  findings  in  three 
stillbirths,  and  Table  V lists  the  clinical  laboratory 
findings  in  those  children  who  died. 

DISCUSSION 

There  were  thirty-two  erythroblastotic  children 
born  alive.  Nineteen  of  these  received  exchange 
transfusions  and  five  died.  In  all  except  three  of 
these  cases  the  mother’s  Rh  antibody  titer  was  1:512 
or  above.  The  highest  titer  encountered  was  i : 16384. 
In  the  three  instances  where  the  titer  was  below  512 
it  was  1:16,  1:32,  and  1:64,  respectively. 

The  hemoglobin  content  which  was  usually  deter- 
mined from  a specimen  of  cord  blood  varied  from 
5 to  17  Gm.  at  birth.  The  number  of  nucleated  red 
cells  per  cc.  of  peripheral  blood  varied  from  2100 
to  100,000  per  cc. 


Table  II 

Clinical  and  Laboratory  Data  Concerning  Those  Newborn  Infants  Whose  Mothers  Showed  an 

Anti-Rh  Titer  of  i:  16  or  iMore 


NO. 

PARA 

GRA. 

titer 

HGB. 

ICTERIC 

INDEX 

coombs  serum 
TEST  BILIRUBIN 

NRC  MM^ 

THERAPY 

I 

II 

Ill 

1 : 16 

18  Gms. 

u 

+ 

2I00/CC. 

410  cc.  exchange 

2 

I 

II 

1 : 16 

18  Gms. 

6.5 

+ 

300  CC. 

Repeated  small  transfusions 

3 

III 

IV 

1:32 

Increasing 

4-  21.2 

440,  increasing 

Two  small  transfusions 

anemia  to 

anemia  without 

9 Gms. 

NRC. 

4 

I 

II 

1:32 

15  Gms. 

16 

+ 

1800/cc. 

None 

Induction 

5 

I 

II 

1:32 

12  Gms. 

28 

+ 

2950/cc. 

Exchange  transfusion 

Induction 

Jaundice 

513  cc. 

6 

II 

III 

1:32 

“Jaundice” 

+ 

480/cc. 

No  transfusion 

7 

IV 

IV 

1:32 

20  Gms. 

7-4 

0 

None 

No  transfusion 

8 

III 

III 

1:128 

16  Gms. 

+ 

300/cc. 

None 

9 

I 

II 

1:256 

13  Gms. 

+ 6 

3500/cc. 

557  cc.  exchange 

transfusion 

10 

II 

III 

1:256 

17  Gms. 

4000/cc. 

None 

1 1 

II 

II 

1:512 

15  Gms. 

Slight 

+ 

420/cc. 

None 

jaundice 

I 2 

II 

III 

1 : 1024 

12  Gms. 

+ 

3360/cc. 

300  cc.,  400  cc.  transfusions 

13 

II 

II 

1 : 1024 

13  Gms. 

“Jaundice” 

+ 

1760/cc. 

None 

14 

II 

III 

I : 1024 

Not  done 

+ 

2500/cc. 

500  cc.  exchange  trans- 

“Deep 

fusion,  I small  trans- 

jaundice” 

fusion 

15 

II 

III 

I : 1024 

16  Gms. 

3600/cc. 

945  cc.  exchange 

transfusion 

16 

II 

II 

1 : 1024 

12.2  Gms. 

+ 5-' 

1 1,500/cc. 

520  cc.  exchange 

transfusion 

'7 

VI 

VII 

1:2048 

13  to  9 

“Slight 

+ 

None 

3 transfusions  70,  55, 

Gms. 

jaundice” 

45  cc.  respectively 

18 

III 

III 

I : 16384 

9 Gms. 

47-5 

+ 

ioi,ooo/cc. 

485  cc.  exchange  trans- 

5 atypical 

fusion,  I small  trans- 

lymphocytes 

fusion 

exchange  transfusions  — KATZENSTEIN,  RYAN 


213 


Table  III 

Cases  of  Clinical  Erythroblastosis  Not  Suspected  Before  Delivery 


NO. 

para 

GRAV. 

HGB. 

ICTERIC 

INDEX 

COOMBS 

TEST 

NRC  MM® 

THERAPY 

I 

I 

II 

12  Gms. 

9.8 

1820 

500  CC.  exchange  transfusion 

2 

I 

II 

15  Gms. 

Jaundice 

2400 

445  cc.  exchange  transfusion 

8 months 

Induction 

Pre-eclampsia 

3 

II 

II 

16  Gms. 

1 15,000 

240  cc.  exchange  transfusion. 

Repeated  small  transfusions 

4 

II 

II 

1 1 .6  Gms. 

-h 

1560 

Small  repeated  transfusions 

5 

II 

II 

13.5  Gms. 

+ 

00 

0 

3 small  transfusions 

6 

II 

II 

10  Gms. 

+ 

2560 

500  cc.  exchange  transfusion 

7 

I 

I 

13  Gms. 

230 

262  cc.,  478  cc.  exchange  transfusion 

8 

II 

II 

12.8  Gms. 

+ 

900 

Repeated  small  transfusions 

Table  IV 

The  Size  of  the  Fetus  and  Maternal  Titers  in  Three 
Stillborn  Children  With  Erythroblastosis 


NO. 

PARA. 

GRAV. 

TITER 

I 

IV 

IV 

1:512 

Stillbirth,  400  Gms. 

2 

I 

II 

1:512 

Macerated  fetus,  44  cm. 

3 

I 

III 

I : 2048 

Macerated  fetus,  450  Gms. 

The  antibody  titers  of  the  children  who  died  in 
spite  of  exchange  transfusion  were  1:32,  1:64,  1:512, 
1:1024,  and  1:2048.  The  corresponding  hemoglobin 
values  were  7.6,  1 1,  5,  13,  and  17  Gm.  The  nucleated 
red  cell  counts  from  peripheral  blood  were  38,800, 
11,900,  42,500,  21,600,  and  5,200,  respectively. 

The  crude  survival  rate  in  infants  treated  by 
exchange  transfusion  is  seventy-two  per  cent,  and 
the  total  crude  survival  rate  for  all  erythroblastotic 
children  born  alive  is  eighty-two  per  cent.  Com- 
pared to  the  survival  rates  previously  reported  these 
results  rank  with  the  best.  There  is  no  basis  for  com- 
parison as  yet,  however,  of  the  severity  of  the  disease 
in  all  those  who  were  transfused.  There  are  two 


cases  in  this  series  which  may  not  have  required 
exchange  transfusion,  and  there  are  also  others 
with  high  maternal  antibody  titers  who  would  have 
received  exchange  transfusion  in  other  institutions, 
thereby  considerably  improving  the  survival  statis- 
tics. Finally,  there  is  at  least  one  case  in  this  series 
where  the  transfusion  itself  is  probably  partly 
responsible  for  the  mortality. 

The  anatomical  findings  in  the  dead  children 
showed  in  all  instances  congenital  hydrops  and 
erythroleukopoiesis,  but  only  one  instance  of  kern- 
icterus.  This  latter  condition  was  found  in  a child 
whose  hemoglobin  at  birth  was  5 Gm.  and  whose 
peripheral  blood  showed  100,000  nucleated  red  cells. 
This  child  received  an  exchange  transfusion  of  only 
400  cc. 

The  determination  of  the  icterus  index  and/or 
serum  bilirubin  was  not  carried  out  systematically 
in  each  child. 

The  amounts  of  blood  used  in  the  exchange  trans- 
fusions varied  from  240  cc.  to  985  cc.  The  five  chil- 
dren who  died  received  450  cc.,  587  cc.,  400  cc.,  540 


Table  V 

The  Clinical  and  Laboratory  Findings  in  Six  Children  Born  Alive  With  Erythroblastosis  Who  Died  in  the 

Neonatal  Period 


no. 

PARA. 

GRAV. 

TITER 

HGB. 

NRC  MM® 

THERAPY 

FINDINGS 

I 

II 

II 

1:32 

7.6  Gms. 

38,800 

450  cc.  exchange 

No  autopsy 

2 

I 

II 

1 :64 

1 1 Gms. 

1 1 ,900 

587  cc.  exchange 

No  autopsy 

3 

I 

III 

1:512 

5 Gms. 

42,500 

400  cc.  exchange 

Elydrops  congenitus, 
Kernicterus 

4 

IV 

IV 

1 : 1024 

1 3 Gms. 

2 1 ,600 
Coombs  -p 

540  cc.  exchange 
381  cc.  exchange 

Elydrops  congenitus 
Hydrops  congenitus 

5 

III 

IV 

I : 2042 

17  Gms. 

5,200 

Hydrops  congenitus 

6 

III 

III 

1:8192 

6.8  Gms. 

28,600 

Died  within  one  hour 
before  exchange 
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cc.,  and  381  cc.  In  the  last  child  death  occurred  at 
that  point  during  the  transfusion. 

F()]TO\V-UP  RESULTS 

Of  the  fourteen  children  receiving  exchange  trans- 
fusions who  survived  the  neonatal  period  all  have 
done  well  except  for  two.  One  of  these  has  cerebral 
spastic  disease  and  is  mentally  retarded.  This  infant 
was  delivered  prematurely  at  8 months  following 
induction  of  labor  because  of  pre-eclampsia  in  the 
mother.  It  showed  a hemoglobin  of  15  Gm.  at  birth, 
and  2400  nucleated  red  cells  per  cc.  in  the  peripheral 
blood.  Exchange  transfusion  of  445  cc.  was  carried 
out.  This  case  emphasizes  the  increased  tendency  of 
the  premature  child  to  develop  kernicterus  or  clinical 
evidence  of  this  condition. 

The  other  child  was  born  with  a hemoglobin  of 
9 Gm.,  and  an  icterus  index  of  47  units.  There  were 
5 atypical  mononuclear  elements  per  cc.  in  the 
peripheral  blood.  It  did  well  after  an  exchange  of 
485  cc.,  and  a small  supplementary  transfusion 
carried  out  a little  later.  At  the  age  of  18  months  the 
child  ^vas  admitted  to  the  New  Haven  Hospital  with 
a clinical  picture  of  acute  leukemia  confirmed  by 
blood  examination,  and  died  within  a short  period. 

A third  child  was  born  with  a hemoglobin  of  18 
Gm.,  an  icterus  index  of  6.5,  and  a titer  of  1:16, 
showed  only  300  nucleated  red  cells  per  cc.  Treat- 
ment was  by  repeated  small  transfusions.  This  child 
developed  evidence  of  cerebral  spasm  which  has  been 
persistent. 

CONCLUSIONS 

In  our  experience,  the  level  of  the  mothers  anti-rh 
titer  does  not  provide  a definite  prognostic  sign  of 
development  of  erythroblastosis  in  the  infant.  There 
are  two  children  with  comparatively  low  maternal 
titers,  32  and  64,  respectively,  who  died  in  spite  of 
exchange  transfusion.  There  are  three  children 
whose  maternal  titers  were  1:256,  1:512,  and  1:1024 
who  did  not  show  clinical  evidence  of  severe  ery- 
throblastosis. These  children  are  alive  and  well.  On 
re-examination  they  have  been  found  to  be  Rh  posi- 
tive. Another  child  with  a maternal  titer  of  1:1028 
received  no  therapy  but  subsequently  developed  a 
secondary  anemia. 

The  maternal  titers  of  the  children  who  died  in 
spite  of  exchange  transfusion  varied  from  5,200  in 
the  child  with  17  Gm.,  to  100,000  in  the  child  with 
5 Gm.  of  hemoglobin,  and  were  proportional  to 
the  anemia.  In  none  of  the  children  who  lived  either 


with  or  without  therapy  was  the  nucleated  red  cell 
count  over  20,000.  Since  the  serum  bilirubin  and  . 
icterus  index  were  not  employed  regularly  in  this 
hospital,  the  number  of  nucleated  red  cells  and 
hemoglobin  value  at  birth  seem  to  provide  the  most 
reliable  measuring  for  the  severity  of  erythroblastosis 
in  the  newborn. 

A hemoglobin  below  12  Gm.,  and  a nucleated 
red  cell  count  above  20,000  are  very  unfavorable 
prognostic  signs,  and  in  our  experience  indicate 
fatality  in  spite  of  exchange  transfusion.  This  is 
found  illustrated  in  the  instance  of  a child  born  with 
a hemoglobin  of  6.8  Gm.,  and  a nucleated  red  cell 
count  of  28,600  who  died  shortly  before  the  prepara- 
tions for  the  exchange  transfusions  were  completed. 

The  authors  gratefully  acknowledge  permission  from  the 
members  of  the  pediatric  staff  of  the  Aleriden  Hospital  for 
use  of  records  pertaining  to  this  study. 
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T HAVE  chosen  as  iny  subject  “The  Abuse  of  Drugs 
in  Anesthesiology”  because  I think  it  is  a good 
thing  for  us  occasionally  to  pull  up  sharply  in  our 
headlong  progress  and  to  consider  just  where  some 
of  our  so-called  “advances”  are  leading  us.  The  term 
“abuse”  means  misuse,  and  includes  overuse,  under- 
use, and  wrong  use.  I really  should  call  this  talk 
just  “abuse  of  drugs,”  because  I feel  that  abuses 
which  have  crept  into  anesthesiology  are  only  reflec- 
tions of  what  is  going  on  throughout  the  whole 
field  of  medical  therapeutics,  and  that  we  are  in  an 
age  of  polypharmacy  in  which  we  and  our  patients 
are  at  the  mercy  of  well  intentioned,  but  overwhelm- 
ingly powerful,  pharmaceutical  manufacturers.  But 
I hesitate  to  tread  on  any  other  toes  than  those  of 
my  fellow  anesthesiologists. 

My  father  was  a homeopathic  general  practitioner 
and  I had  the  advantage  of  being  brought  up  in  an 
environment  where  material  doses  of  all  drugs  were 
viewed  with  suspicion.  The  little  sugar  pills  which 
were  the  subject  of  much  derision  among  our  unin- 
formed friends  were  to  us  the  very  essence  of  effec- 
tive therapeutics.  The  Hahnemanian  precepts  that 
“large  doses  of  drugs  are  harmful,”  and  that  “the 
proper  dose  of  any  drug  is  the  smallest  one  which 
will  effect  a cure”  were  instilled  into  me  long  before 
I started  the  study  of  so-called  “scientific”  medicine. 
There  may  be  much  that  is  nonsense  in  the  homeo- 
pathic materia  medica,  just  as  there  is  nonsense  in 
every  pharmacopoea,  but  the  power  of  the  infinitesi- 
mal is  not  sneered  at  today  as  much  as  it  was  fifty 
or  sixty  years  ago. 

What  is  happening  today  in  the  field  of  drug 
therapy?  The  medical  profession  is  bombarded  by 


the  commercial  exploitation  of  vitamins,  hormones, 
antibiotics,  sulphas,  antihistamines,  sedatives,  stimu- 
lants and  all  the  rest  of  the  weird  assortment.  But 
the  bombardment  to  which  the  medical  profession  is 
subjected  is  nothing  compared  to  the  bombardment 
to  which  we  subject  our  poor  patients.  There  is  not 
much  nursing  being  done  any  more— the  nurses  are 
too  busily  occupied  with  syringes  and  needles, 
ampoules  and  vials,  and  the  patient  is  glad  to  get  out 
of  bed  to  wash  himself  because  his  backside  is  too 
sore  to  lie  on  it  any  longer.  He  may  have  in  addition 
a drug  rash  from  penicillin,  hemorrhages  from 
heparin,  proctitis  from  aureomycin,  urticaria  from  a 
vaccine,  sulpha  dermatitis,  Chloromycetin  agranulo- 
cytosis, and  be  in  a state  of  shock  from  an  overdose 
of  cortisone.  Listen  to  this  for  a therapeutic  cock- 
tail served  out  to  a friend  of  mine  a few  weeks  ago— 
an  old  lady  of  86  with  advanced  myocardial  degen- 
eration and  arteriosclerosis,  osteoporosis  and  a com- 
pression fracture  of  a lumbar  vertebra: 

Multivite  tablets  b.  i.  d.;  calcium  A and  vitamin  D 
tablets  b.  i.  d.;  Methyl  testosterone  linguets  5 mg. 
b.  i.  d.;  Roniacol  50  mg.  q.  i.  d.;  Digoxin  0.25  mg. 
daily;  Aureomycin  50  mg.  t.  i.  d.;  intramuscular 
vitamin  B daily,  and  a special  high  protein  diet. 

Fortunately  for  her  peace  and  comfort  the  old 
lady  had  the  good  sense  to  die  after  tv'o  weeks  of 
this  exhausting  regime.  Every  time  I go  into  the 
Osier  Library  at  McGill  I imagine  I can  see  Sir 
William’s  spirit  stirring  uneasily  there  in  his  ashes 
as  the  result  of  this  kind  of  departure  from  common 
sense  which  we  see  every  day  in  the  wards  of  all  our 
hospitals.  Osier  was  not  exactlv  a “therapeutic 
nihilist”  but  he  was  sufficiently  skeptical  about  drugs 
not  to  push  any  treatment  bevond  its  reasonable 
application.  He  would  expect  his  students  to  know 
when  to  stop  drugs  or  to  avoid  them,  as  well  as 
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w'hen  and  ^\'hat  to  give— even  if  he  had  been  privi- 
leged to  prescribe  the  “wonder  drugs”  of  today. 

I hope  1 don’t  give  the  impression  that  I am  decry- 
ing the  use  of  all  the  new  drugs.  All  I want  to  sug- 
gest is  that  even  such  a supposedly  harmless  drug  as 
penicillin  should  be  used  judiciously  and  stopped 
when  it  is  not  producing  the  desired  effect;  that  even 
vitamins  can  be  harmful  when  they  are  poured  into 
a patient  indiscriminately;  and  that  some  of  the  in- 
tangible forms  of  therapy  like  good  old-fashioned 
nursing  and  gaining  a patient’s  confidence,  and  try- 
ing to  remove  his  underlying  worries  may  be  more 
elfective  than  the  intramusclar  needle  or  a whole 
assortment  of  pills. 

But,  as  anesthesiologists  we  must  use  drugs.  We 
can’t  just  use  hypnosis.  Let  us,  then,  try  to  under- 
stand something  about  how  drugs  work  in  the  body. 
This  has  been  a fruitful  subject  for  speculation,  for 
philosophical  dissertation,  for  superstition,  through- 
out the  whole  history  of  medicine.  In  recent  years 
increasing  knowledge  of  biochemistry  and  the  study 
of  cellular  metabolism  has  brought  to  our  ears  a new 
vocabulary.  We  hear  talk  now  of  such  things  as  sub- 
strates, enzymes  and  co-enzymes,  cytochrome  sys- 
tem, Krebs  cycle,  competitive  inhibition,  glycolysis, 
dehydrogenases,  succinate  and  pyruvate. 

“In  recent  years,  biologists  have  emphasized  the 
likelihood  that  a large  part  of  the  action  of  drugs 
upon  cells  can  be  explained  largely  by  the  action  of 
the  drugs  on  cellular  enzymes.  It  may  not  be  imme- 
diately apparent  why  this  should  be  so,  but  reasons 
become  clear  enough  if  we  consider  the  function  of 
enzymes  in  cells. 

“All  of  the  chemical  changes  in  the  body  are 
enzyme  catalyzed.  In  the  complex  series  of  chemical 
transformations,  the  products  from  one  enzyme  be- 
come the  raw  material  or  ‘substrate’  for  another. 
One  may  liken  the  metabolic  organization  of  the 
body  to  a network  of  hollow  tubing  with  fluid  enter- 
ing at  various  points  at  the  periphery  and  escaping 
as  by-products  at  others.  Thus,  by  increasing  the 
rate  of  inflow  in  any  one  point,  clamping  off  any 
unit  part  of  the  system  or  obstructing  even  an  outlet 
will  alter  the  pressures  and  rates  of  flow  to  a greater 
or  less  degree  throughout  all  parts  of  the  network, 
depending  on  the  proximity  or  remoteness  from  the 
point  of  obstruction.  These  interfering  factors  in 
metabolism  may  include  deficiency  or  excess  of  any 
food  material,  electrolyte  imbalance,  dehydration, 
accumulation  of  Avater,  anoxia,  oxygen  poisoning, 
cold,  fever,  foreign  materials  such  as  drugs,  or  other 
poisons  and  many  other  agents  or  conditions. 


“Among  the  unit  processes  in  the  metabolic  net- 
work are  the  enzyme  systems  of  glycolysis,  the 
tricarboxylic  acid  cycle,  the  cytochrome  system,  all 
of  which  go  to  make  up  the  energy  producing 
mechanism  of  the  body.  Numerous  other  enzyme 
systems  are  engaged  in  synthesis  and  degradation,  in 
facilitating  secretion  and  absorption,  etc.”* 

Much  of  this  to  me  as  a clinician  is  quite  incom- 
prehensible as  I am  sure  it  is  to  most  anesthesiologists 
and  surgeons.  But  for  me  the  whole  science  of 
enzymology  does  boil  down  to  certain  general  prin- 
ciples in  our  conception  of  drug  action: 

1.  The  administration  of  every  drug  has  an  effect 
on  some  enzyme  system. 

2.  The  reversibility  of  this  effect  is  usually  depend- 
ent on  the  size  and  frequency  of  the  dose  of  a drug. 

3.  On  account  of  the  infinite  variety  of  biochemi- 
cal processes  in  such  complex  organisms  as  the  human 
body  and  the  infinite  variety  of  conditions  found 
in  one  person  as  compared  with  another,  there  is 
great  individual  variation  in  the  response  to  drug 
action. 

I would  like  to  discuss  in  a practical  way  the 
overuse,  the  underuse,  and  the  misuse  of  drugs  in 
anesthesiology.  In  my  opinion,  overdosage  is  a 
prevalent  sin.  Ether,  for  instance,  is  a safe  and  com- 
paratively harmless  drug,  but  when  a patient  is 
saturated  with  it  for  hours  the  enzyme  systems  take  a 
beating.  I hate  to  think  about  the  patients  we  used 
to  condemn  to  long  periods  of  distressing  disability 
when  open  drop  ether  was  the  sole  agent  employed 
in  long  major  operations.  Fluid  imbalance,  acidosis, 
visceral  damage,  tissue  hypoxia  and  gastro-intestinal 
upset  were  the  side  effects  we  produced  when  ether 
was  pushed  to  obtain  complete  muscular  relaxation 
over  long  periods.  Today  we  don’t  often  see  such 
damage  because  we  don’t  use  so  much  ether,  but 
notwithstanding  the  eloquent  arguments  of  Beecher, 
I still  believe  that  an  overdose  of  ether  can  be  poison- 
ous and  that  some  of  our  patients  in  civilian  and 
military  hospitals  are  suffering  from  the  abuse  of 
this  drug. 

The  case  against  overdosage  with  nitrous  oxide 
is  perhaps  even  more  serious.  This  oldest  and  pos- 
sibly least  toxic  of  our  anesthetic  agents  is  enjoying 
a revival  of  popularity  in  the  hands  of  many  of  our 
most  expert  and  intelligent  anesthesiologists.  The 
advent  of  relaxant  drugs  has  made  possible  the  use 
of  nitrous  oxide  for  major  surgery  in  combination 
with  adequate  oxygen.  But  the  ever  present  danger 
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of  hypoxia,  even  transient  hypoxia,  in  the  case  of 
small  children  or  feeble  patients,  should  be  in  the 
forefront  of  our  thought  regarding  nitrous  oxide.  I 
marvel  when  I w'atch  the  skill  with  which  such 
experts  as  Clement  and  McCarthy  w'alk  along  a 
narrow  ledge  with  pure  nitrous  oxide-oxygen  anes- 
thesia. I am  sure  that  in  trying  to  avoid  the  pitfalls 
of  inadequate  anesthesia,  duffers  like  you  and  me 
let  some  patients  tumble  into  the  even  more  serious 
abyss  of  hypoxia. 

With  cyclopropane  there  is  little  danger  of,  and 
no  excuse  for  hypoxia,  but  overdosage  may  lead  us 
almost  imperceptibly  into  respiratory  acidosis  from 
insufficient  elimination  of  carbon  dioxide.  Nothing 
is  more  important  in  the  conduct  of  safe  cyclopro- 
pane anesthesia  than  maintenance  of  adequate  pul- 
monary ventilation.  I need  hardly  emphasize  to  you 
anesthesiologists  the  deceptive  danger  of  a ruddy 
complexion  and  excessively  quiet  respiration  in  a 
patient  under  deep  cyclopropane.  Efficient  soda  lime 
together  with  effective  pulmonary  ventilation  are 
our  essential  safeguards  against  the  onset  of  the  con- 
dition which  Dripps  has  described  so  classically  as 
“cyclopropane  shock.” 

When  we  talk  about  intravenous  barbiturate 
anesthesia  most  of  us  wisely  mean  only  very  short 
anesthesia  or  the  induction  of  anesthesia,  and  so  it 
seems  hardly  necessary  today  to  dwell  upon  the 
dangers  of  overdosage.  Unfortunately,  however, 
many  doctors  do  not  seem  yet  to  have  learned  of 
the  insidious  dangers  of  barbiturates  in  shocked 
patients,  in  cases  of  respiratory  obstruction,  and  in 
old  people.  Intravenous  anesthesia  looks  so  tempt- 
ingly easy  that  inexperienced  anesthetists  are  all  too 
often  confronted  with  respiratory  arrest  in  a situa- 
tion where  they  have  no  facility  to  cope  with  it. 
Pentothal  should  never  be  given  in  a concentration 
stronger  than  2 14  per  cent  because  of  the  very  real 
danger  of  intra-arterial  injection,  of  venous  throm- 
bosis, and  of  cellulitis  in  a case  of  perivenous  injec- 
tion. My  associate,  William  Cullen,  last  year  made  a 
study  of  all  reported  cases  of  disasters  following 
intra-arterial  injection  of  pentothal.  So  far  as  we 
could  ascertain,  in  every  case  where  gangrene  re- 
sulted the  concentration  of  the  drug  was  5 per  cent 
or  more.  On  the  other  hand,  I have  accidentally 
injected  8 cc.  of  a solution  of  pentothal  in  2 14  pst 
cent  concentration  into  an  artery  without  any 
sequelae  other  than  transient  pain.  Because  the 
solution  in  2 14  per  cent  concentration  will  accom- 
plish just  as  much  as  any  higher  concentration  I 


cannot  see  any  justification  for  using  higher  concen- 
trations. In  old  people  all  barbiturates  should  be 
given  with  caution,  whether  intravenously  or  by 
mouth.  Elimination  may  be  extraordinarily  slow, 
and  psychic  reactions  unpredictable.  In  all  too  many 
hospitals  the  story  is  a common  one  that  an  old 
person  in  a high  and  unfamiliar  bed  has  been  given 
a “routine”  sedative  either  preoperatively  or  post- 
operatively.  He  goes  to  sleep,  and  then  as  customary 
nocturnal  bladder  reffexes  become  active  he  con- 
fusedly tries  to  get  out  of  bed  to  relieve  himself, 
just  as  he  always  does  at  home.  The  nurse  hears  a 
thump,  and  finds  the  patient  on  the  fioor  with 
broken  hip  or  bleeding  nose.  Such  accidents  occur 
because  hospital  personnel  forget  the  confusing- 
effect  of  barbiturates  and  other  sedatives  in  old 
people. 

I would  like  to  dwell  for  a few  moments  on  the 
question  of  proper  dosage  and  overdosage  of  muscu- 
lar relaxant  drugs.  All  of  these  drugs,  from  curare  to 
succinylcholine,  are,  as  Gillies  so  aptly  states, 
“physiological  trespassers.”  They  upset  enzyme  sys- 
tems, their  effect  can  become  irreversible,  and  they 
may  be  classed  as  deadly  poisons.  One  well  known 
anesthesiologist  thinks  it  his  duty  to  go  up  and 
down  the  land  preaching  to  surgeons  that  the  use 
of  relaxant  drugs  is  little  short  of  criminal.  Suffice 
it  to  say  that  I do  not  agree  with  my  distinguished 
friend.  Even  water  may  be  a deadly  poison  if  it  is 
not  used  properly,  and  deaths  from  the  relaxant 
drugs  are  almost  always  due  to  overdosage,  improper 
use  or  abuse  of  some  kind.  In  my  judgment  the 
physiological  trespass  involved  in  the  proper  use  of 
curare  or  its  allied  products  is  entirely  justified  on 
the  basis  of  ultimate  benefit  to  the  patient.  There 
are,  however,  some  people  who  do  not  understand 
the  proper  use  of  these  drugs.  In  anesthesiology  they 
are  used  for  one  purpose— to  provide  adequate 
muscular  relaxation  in  a patient  under  an  anesthetic. 
The  proper  dose  is  the  smallest  dose  which  wall 
produce  this  desired  effect  under  the  particular  cir- 
cumstances of  each  individual  case.  One  must  take 
into  account  the  size  and  muscular  structure  of  the 
patient,  the  nature  and  the  depth  of  the  anesthetic 
agent,  the  nature  of  the  operation  being  performed— 
and  the  nature  of  the  surgeon.  The  more  controllable 
we  can  keep  the  relaxation  provided  by  curare-like 
drugs  the  safer  they  are— that  is  why  I am  very  much 
interested  in  the  new  est  one— succin\dcholinc.  \\'hcn 
this  drug  is  given  intravenously  in  a dilute  solution  of 
approximately  i mg.  per  cc.  for  abdominal  opera- 
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rions  the  rate  of  administration  can  be  adjusted 
individually  in  such  a w ay  that  one  can  practically 
turn  muscular  relaxation  on  and  off  at  wdll.  Succinyl- 
choline  is  broken  down  by  cholinesterase  in  the 
blood  plasma  so  rapidly  that  when  it  is  used  intelli- 
gently there  is  no  excuse  for  an  overdose.  How^ever, 
reports  in  recent  medical  literature,  particularly  from 
Great  Britain,  indicate  that  it  is  being  given  some- 
times in  overwhelming  doses  and  with  serious  con- 
sequences. Because  some  doctors  are  stupid  in  the 
administration  of  this  or  other  muscle  relaxants  is  no 
reason,  in  my  opinion,  entirely  to  condemn  the  use 
of  these  drugs. 

In  recent  years  there  has  been  an  increasing  tend- 
ency for  anesthetists  to  administer  drugs  in  what 
Wesley  Bourne  calls  “complemental  combinations.” 
Some  have  less  euphoniously  described  the  practice 
as  the  administration  of  “anesthetic  cocktails.” 
Beecher  wrote  an  editorial  in  the  Annals  of  Surgery 
saying  that  this  is  just  an  attempt  by  anesthesiologists 
to  make  a fundamentally  simple  procedure  look 
difficult  and  therefore  to  make  anesthesiology  seem 
more  complicated  than  it  really  is.  The  gist  of  his 
argument  is  that  we  can  keep  the  whole  business  of 
anesthetic  technique  simple  by  using  nothing  but 
ether  for  everything  we  do.  I do  not  agree  that  the 
administration  of  ether  is  alw'ays  either  simple  or 
wise,  but  I think  it  is  quite  true  that  unnecessary 
combinations  of  drugs  should  be  avoided.  I do  not 
believe,  however,  that  many  qualified  anesthesiolo- 
gists are  guilty  of  that  kind  of  charlatanism.  By  the 
judicious  combination  of  agents  we  can  often  keep 
the  dose  of  any  one  of  them  far  below  the  level  of 
irreversible  toxicity,  and  guide  the  patients  through 
really  formidable  surgical  interventions  with  a mini- 
mum of  physiological  upset.  One  might  just  as  well 
say  “Let’s  go  back  to  riding  horseback  because  the 
modern  automobile  is  too  complicated  and  needs  too 
skillful  a driver.” 

I have  some  very  firm  convictions  about  over- 
dosage in  spinal  anesthesia  which  I would  now  like 
to  bring  to  your  attention.  I have  seen  a number  of 
patients  die  under  spinal  anesthesia,  rapidly  and 
irretrievably.  I am  sure  that  in  every  case  I have 
seen  and  in  most  of  those  I have  heard  about,  the 
death  was  because  the  dose  of  anesthetic  agent  was 
too  large  for  that  particular  patient.  Patients  vary 
in  their  susceptibility  to  drugs  administered  intra- 
durally  just  as  they  do  to  drugs  administered  in  any 
other  way.  It  is  difficult  to  estimate  susceptibility  in 
advance,  and  once  an  injection  is  made  it  is  impos- 


sible to  withdraw  it.  We  have  adopted  the  plan  of 
giving  to  every  patient  for  spinal  anesthesia  the  very 
smallest  dose  which  we  feel  will  be  effective,  and  we 
use  dilute  hypobaric  solutions  in  preference  to  con- 
centrated heavy  ones.  For  a hysterectomy,  for  in- 
stance, we  use  never  more  than  i o mg.  of  Pontocaine 
in  lo  cc.  of  distilled  water,  and  for  a vaginal  deliv- 
ery 50  or  60  mg.  of  Procaine  in  a concentration  of 
i.o  per  cent.  This  means  that  in  some  patients  who 
are  resistant  to  subarachnoid  drugs  the  spinal  anes- 
thesia is  a failure— but  a failure  is  not  so  serious  as 
a fatality.  Now  that  we  have  relaxant  drugs  it  is  a 
simple  matter  to  change  one’s  technique  when  a 
spinal  anesthetic  is  ineffective.  I'he  result  of  adher- 
ing to  this  principle  of  minimum  dosage  is  that  in 
my  practice  we  now  use  spinal  anesthesia  very  much 
more  frequently  than  we  did  some  years  ago.  I am 
enthusiastic  about  its  advantages  and  its  safety  in  a 
large  proportion  for  our  anesthetics  for  gynecologic, 
for  urologic,  for  thoracic  surgical  procedures  and  in 
obstetrics.  There  are,  of  course,  other  safeguards  one 
must  employ  for  safe  spinal  anesthesia,  but  I am 
talking  now  only  on  the  subject  of  dosage.  In  so  far 
as  its  use  in  obstetrics  is  concerned,  I am  convinced 
that  smaller  doses  of  agents  administered  intraspin- 
ally  should  be  used  than  for  a similar  degree  of 
anesthesia  in  general  surgery— just  why  this  is  so,  I 
am  not  sure,  but  by  remembering  and  teaching  this 
fact  we  can  avoid  an  occasional  disastrous  accident. 

When  we  come  to  consider  pre-anesthetic  medica- 
tion one  can  point  out  frequent  instances  of  both 
overdosage  or  underdosage.  In  one  of  his  best  aphor- 
isms Wesley  Bourne  has  said,  “The  purpose  of  pre- 
medication in  anesthesia  is  to  obtund,  to  obfuscate, 
and  to  obnubilate.”  In  other  words,  really  to  sedate 
the  patient  is  more  important  than  drying  up  secre- 
tions or  other  incidental  effects.  Many  anesthesiolo- 
gists and  surgeons  are  far  too  timid  about  pre- 
operative sedation,  and  they  let  a patient  arrive  in 
the  operating  room  in  an  unreasonable  state  of  agita- 
tion just  because  they  have  a theory  that  this  or  that 
sedative  is  too  depressing  to  the  heart  or  to  respira- 
tion, or  some  such  notion.  Depriving  the  patient  of 
the  psychological  effect  of  adequate  preoperative 
sedation  may  make  the  whole  anesthetic  procedure 
doubly  difficult,  and  even  lead  to  prolonged  psychic 
trauma.  This  is  perhaps  particularly  true  with  chil- 
dren who  are  certainly  entitled  to  as  much  well 
chosen  sedation  as  are  adults.  Over  sedation  is  of 
course  also  possible,  and  I have  mentioned  how  this 
may  result  in  accidents  in  old  people.  My  personal 


ABUSE  OF  DRUGS  — GRIFFITH 


observation  is  that  hypnotics,  such  as  the  barbiturates, 
chloral  hydrate  or  scopolamine,  are  better  preopera- 
tive sedatives  than  drugs  like  morphine,  cotieine,  and 
demerol  which  are  primarily  analgesics  and  should 
be  kept  for  postoperative  use  when  pain  is  a factor. 
The  dosage  and  the  time  of  administration  should 
be  matters  for  individual  assessment  and  not  routine 
prescription.  One  should  remember  how  easy  it  is  to 
oversedate  old  people,  and  how  easy  to  undersedate 
children. 

While  we  are  talking  about  the  underdosage  of 
drugs  I y'ould  like  to  mention  one  other  situation  in 
which  I think  this  often  occurs.  To  use  curare  or 
other  relaxants  satisfactorily  and  safely  one  must  set 
up  in  the  patient  a delicate  and  shifting  balance 
between  anesthetic  agent  and  relaxing  agent.  When 
the  patient  shows  evidence  of  reaction  to  painful 
stimuli,  whether  by  muscular  movement  or  altera- 
tions of  respiration,  it  is  the  anesthetic  agent  which 
should  be  given  in  increased  dosage.  None  of  the 
relaxing  agents  has  any  analgesic  or  hypnotic  effect 
when  given  within  the  range  of  clinical  dosage,  and 
all  too  often  I have  seen  anesthesiologists  attempt  to 
conduct  an  abdominal  operation  with  too  much  re- 
laxant and  not  enough  anesthetic  agent.  Under  such 
circumstances  who  knows  what  turbulence  may  re- 
sult in  the  reflexes  and  enzymes  of  the  immobile  but 
poorly  anesthetized  patient.  So  I say,  if  one  is  going 
to  use  curare  or  other  relaxant  drugs,  for  goodness 
sake  see  that  the  patient  is  adequately  anesthetized! 

There  are  other  examples  of  the  misuse  of  drugs 
in  anesthesiology,  such  as  depending  on  pentothal 
for  analgesia  in  painful  operations  when  some  more 
effective  analgesic  agent  should  be  used,  or  trying 
to  obtain  muscular  relaxation  with  trichlorethylene, 
or  expecting  to  relax  a uterus  with  cyclopropane 
w'hen  choloroform  is  the  proper  drug  to  use.  But  the 
misuse  of  drugs  which  I would  like  here  to  empha- 
size is  the  abuse  of  sedatives  to  patients  in  the  first 
stage  of  labor.  I do  not  believe  the  doctrine  that 
amnesia  is  the  desired  goal  of  American  women  in 
regard  to  the  whole  experience  of  labor.  Amnesia, 
as  the  result  of  drugs,  is  not  a difficult  procedure  but 
this  certainly  is  often  obtained  at  the  expense  of  the 
newborn  baby  and  possibly  with  subconscious 
psychic  trauma  to  the  mother.  Without  going  in 
for  all  the  prolonged  training  period  and  the  hyp- 
notic suggestion  advocated  by  Grantly  Dick  Read, 

I do  believe  one  can  make  the  experience  of  labor 
rewarding  and  tolerable  by  a program  of  common 
sense,  cooperation  between  patient,  obstetrician. 
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nursing  staff,  interns,  and  anesthesiologist.  Intelli- 
gent reassurance,  friendliness,  and  gentleness  can 
often  be  so  effective  in  keeping  up  a patient’s  cour- 
age and  morale  that  few  drugs  are  needed.  The  pres- 
ence of  a skilled  anesthesiologist  or  an  understanding 
and  experienced  anesthetic  technician  is  of  import- 
ance to  a woman  in  labor  in  order  to  give  her  re- 
assurance that  help  is  available  should  the  pains 
become  intolerable  or  any  complications  develop.  If 
the  obstetrical  team  will  take  the  trouble  to  indi- 
vidualize patient  care  during  the  first  stage  of  labor, 
there  will  be  very  little  need  for  massive  doses  of 
sedative  drugs.  Small,  individually  prescribed  doses 
of  morphine,  demerol,  or  of  the  l)arbiturates  can 
accomplish  wonders  when  combined  with  an  encour- 
aging psychological  approach.  Intravenous  alcohol 
we  have  found  to  be  useful  in  patients  who  mav  be 
discouraged  and  exhausted  from  long  ineffectual 
labor  pains.  When  administered  in  proper  dosage  it 
gives  the  mother  a rest,  raises  her  morale,  and  has 
few  of  the  depressing  effects  or  other  disadvantages 
of  commonly  used  sedatives. 

I have  not  said  anything  about  the  controversial 
use  of  hypotensive  drugs  and  their  possible  effects 
on  enzyme  systems,  or  about  the  therapeutic  use 
and  abuse  of  carbon  dioxide,  or  about  the  overload- 
ing of  circulatory  systems  (particularly  in  children) 
with  intravenous  fluids  of  all  kinds,  or  of  using  the 
wrong  kind  of  solutions  in  an  attempt  to  maintain 
electrolyte  balance,  or  about  the  use  and  abuse  of 
analeptics. 

To  summarize  my  views  about  the  abuse  and  the 
proper  use  of  drugs  in  anesthesiology  I would  like 
to  leave  with  you  these  three  guiding  principles: 

1.  The  proper  dose  of  any  drug  is  its  smallest 
effective  dose— that  means  the  smallest  dose  which 
will  accomplish  the  effect  we  desire  in  a particular 
patient. 

2.  When  we  have  a choice  of  drugs  the  best  ones 
to  use  are  those  which  are  most  controllable  and 
most  rapidly  eliminated. 

3.  We  should  individualize  therapy  for  our  patients 
and  never  prescribe  by  routine. 

To  follow  these  principles  we  must  be  prepared 
to  use  common  sense,  to  exercise  our  brains,  and  to 
act  like  the  highiv  trained  specialists  which  we  take 
so  much  pride  in  calling  ourselves.  But  we  should 
make  sure  that  our  specialization  is  on  a broad  basis 
\\  hich  includes  consideration  for  human  relationships 
and  social  backgrounds  as  well  as  basic  sciences  and 
anesthesiologic  technitpies. 
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TEAMWORK  IN  PUBLIC  HEALTH 
The  Physicians  Viewpoint 

Thomas  P.  Murdock,  m.d.,  Meriden 


T N THE  beginning  let  me  say  that  despite  a very 
heavy  and  tight  schedule  I am  grateful  for  the 
opportunity  of  participating  in  this  discussion.  I 
come  here  as  a private  practitioner  of  medicine  and 
not  as  a member  of  the  Board  of  Trustees  of  the 
American  Medical  Association.  In  the  past  few  years, 
hov'ever,  I have  begun  to  wonder  vdiether  or  not  I 
am  a private  practitioner  of  medicine. 

Last  December  I was  privileged  to  address  the 
National  Association  of  State  and  Territorial  Health 
Officers  in  Washington,  D.  C.  At  that  time  I stated 
that  I detected  a weakness  in  their  program  in  that 
there  were  no  avenues  available  for  bringing  their 
programs  or  the  results  of  their  programs  to  the 
state  level  and  if  there  were  none,  some  of  their 
efforts  were  being  wasted.  And  so  today  I am  par- 
ticularly pleased  with  this  program  and  your  efforts, 

I am  sure  you  realize,  as  I do,  that  there  are  some 
practitioners  who  feel  that  the  Public  Health  officers 
have  usurped  some  of  their  prerogatives.  In  some 
instances  this  is  probably  true,  in  general  probably 
not. 

It  is  now  known,  recognized,  and  even  might  I 
say  accepted  that  the  base  line  of  Public  Health  has 
been  greatly  widened.  At  the  turn  of  the  century 
the  duties  of  the  Public  Health  Officer  were  those 
of  quarantine  officer  and  sanitary  officer.  The  field 
now  covers  almost  every  phase  of  the  healing  arts 
as  your  program  indicates  today— and  includes  medi- 
cal, dental,  nursing,  and  social  service  coverage. 

In  the  medical  field  practically  all  of  the  chronic 
illnesses  are  included.  At  once  I think  of  chronic 
arthritis,  cancer,  rheumatic  fever,  syphilis,  diabetes, 
crippled  children  and  several  others.  This  makes  the 
situation  particularly  dangerous  and  tends  to  increase 
the  tensions  between  the  Public  Health  officers  and 
the  physicians.  Some  practitioners  are  bound  to  say 
that  the  Health  Officers  have  usurped  their  position. 
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SUMMARY 

The  base  line  of  Public  Health  has  been  greatly 
widened  to  cover  almost  every  phase  of  the  healing 
arts.  There  is  a feeling  on  the  part  of  some  physicians 
that  the  Public  Health  Officers  have  usurped  the  posi- 
tion of  the  practitioner  in  the  chronic  illness  program.  ] 
The  increasing  prominence  of  nurses  and  social  service  i 
workers  in  the  Public  Health  field  may  create  diffi- 
culties. Such  conflicts  must  be  solved.  Voluntary  prac- 
tice must  not  be  crowded  out  by  federal  programs. 

Tolerance  on  the  part  of  the  physician  and  of  the  i 
Health  Officer  is  urged  as  well  as  care  in  the  selection 
of  personnel  by  Health  Officers  at  the  top  level.  The 
care  of  the  sick  is  the  common  purpose  of  both  physi- 
cian and  Health  Officer.  I 


The  fact  is  that  when  Federal  funds  are  to  be 
allocated  for  these  purposes,  the  chief,  if  not  the 
only  Federal  allocating  authority,  is  the  United 
States  Public  Health  Service  and  in  most  of  the 
states,  the  only  allocating  authority  is  the  State 
Department  of  Health.  Because  of  this  set  up,  rules 
and  regulations  are  formulated  at  the  top,  and  the 
implementation  is  accomplished  at  the  state  level. 
The  fitness  of  things  at  the  local  level  are  frequently 
different,  and  this  makes  for  trouble. 

During  the  past  year  the  dispensation  of  gamma 
globulin  was  added  as  one  of  the  duties  of  the 
Public  Health  officers.  As  you  know,  there  was 
thought  to  be  a shortage  of  this  material  in  this 
country.  I happen  to  have  been  a member  of  the 
National  Allocation  Committee,  actually  a sub- 
committee of  the  National  Research  Council.  It 
looks,  at  this  time,  as  though  there  will  be  a surplus 
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when  the  severe  polio  season  is  over  rather  than  a 
shortage.  I ^vas  opposed  to  this  additional  burden  on 
the  Health  Officers  because  it  immediately  placed 
the  Health  Departments  on  the  spot.  My  opposition 
also  was  based  on  the  fact  that  confusion  still  exists 
as  to  the  best  method  of  application.  There  are  those 
M’ho  believe  that  mass  immunization  alone  is  effec- 
tive, ^vhile  others  believe  that  the  best  approach  is 
bv  attempting'  to  stimulate  antibodies  of  intimate 
contacts.  Time  alone  will  probably  tell  w hich  is  the 
proper  approach. 

I have  great  respect  for  American  nurses  and  this, 
of  course,  includes  the  Public  Health  nurses.  Public 
Health  nursing  standards  are  high  and  should  be 
kept  so.  They  have  filled  a prominent  place  in  the 
healing  arts  team.  Here  again  I detect  the  beginnings 
of  some  rows  between  the  diff  erent  grades  of  nurses, 
and  betw-een  the  physicians  and  the  nurses.  These 
differences  must  be  recognized  and  solved  if  w^e 
are  to  avoid  continued  bickering. 

The  Social  Service  w orker,  and  more  particularly 
the  medical  Social  Service  worker,  is  relatively  new^ 
in  the  health  field.  If  the  philosophy  behind  this 
service  is  sound,  and  I believe  it  is,  there  will  be 
greater  opportunities  for  young  w-omen  in  this  field 
than  ever  before  due  to  increasing  life  expectancy 
and  to  increasing  numbers  of  people  with  long 
duration  illness.  How'ever,  there  is  danger  here  also, 
and  I have  heard  Social  Service  workers  called 
meddlers.  This  is  unforunate  because  I believe  they 
have  a definite  place  on  the  modern  healing  arts 
team.  However,  they  should  be  carefully  selected 
and  have  a thorough  knowdedge  of  medical  ethics. 

You  must  not  think  that  I have  gone  beyond  my 
allotment  in  this  program,  by  touching  briefly  on 
nursing  and  social  service  workers.  Actually,  I have 
done  so  purposely  to  bring  out  possible  dangers. 

As  I view^  it,  from  here  on  the  Public  Health 
Officer  is  on  dangerous  ground.  He  must  carry  a 
greater  load  than  ever  before  and  over  places  where 
the  ice  is  very  thin.  First— the  conflicts  that  may 
develop  between  the  physicians  and  the  Public 
Health  Service— these  should  be  prevented  if  pos- 
sible. Second— there  is  danger  of  creeping  socialism 
or  creeping  nationalism  if  the  Public  Health  Service 
is  not  wfisely  administered.  American  medicine 
should  not,  and  I am  sure  will  not,  give  up  on  the 
question  of  voluntary  practice.  Medical  care  by 
compulsion  would  be  intolerable. 

The  American  Medical  Association  has  taken  the 


stand  that  it  is  proper  for  the  state  to  provide  a 
subsidy  for  a long  duration  illness  and,  in  the  case 
of  veterans,  for  the  Federal  government  to  do  it 
until  the  various  states  can  make  such  provisions. 
I am  in  complete  agreement  with  this  position. 

I make  two  major  recommendations;  first,  toler- 
ance on  both  sides.  The  practitioner  not  to  attempt 
usurpation  of  the  Health  Officers  field  and  the 
Health  Officer  not  to  usurp  the  field  of  the  practi- 
tioner. There  is  room  and  there  are  places  for  both. 
Secondly,  very  great  care  should  be  used  by  Health 
Officers  at  the  top  level  in  the  selection  of  the  per- 
sonnel below%  This,  I believe,  is  extremely  important. 
If  the  field  officer,  w ho  has  contact  with  the  physi- 
cian directly,  is  intolerant  or  officious,  a breakdown 
in  public  relations  takes  place  and  this  widens  the 
breach.  If  these  two  points  are  followed,  a great 
many  differences  wall  fade  or  wall  not  appear. 
After  all,  our  purposes  go  hand  in  hand,  namely,  the 
care  of  the  sick  and  the  prevention  of  disease. 

The  time  has  come,  I believe,  when  greater  stress 
must  be  placed  on  these  problems  in  our  medical 
schools  and  in  our  Public  Health  schools.  A great 
many  of  the  differences  will  be  prevented  if  this  can 
be  accomplished.  Also  if  the  practitioner  had  a 
clearer  concept  of  the  duties  of  the  Health  Officer 
and  the  Health  Officer  a clearer  concept  of  the 
physician’s  position,  these  difficulties  could  be  pre- 
vented. This  applies  particularly  to  those  who  are 
new^  in  the  healing  arts  field.  Those  of  us  in  the 
evenings  of  our  days  can  be  safely  ignored. 

Here  in  Connecticut  w^e  are  very  fortunate  in 
having  as  our  present  State  Health  Commissioner, 
Dr.  Stanley  Osborn.  We  are  equally  fortunate  in 
having  Dr.  Ira  Hiscock  as  head  of  the  Public  Health 
School  at  Yale  University.  Both  have  had  very  close 
contact  with  the  practitioners  in  this  State  and, 
probably  because  of  this,  our  problems  and  differ- 
ences have  been  minimal.  You  must  remember,  how- 
ever, that  I am  somew’hat  biased  because  both  of 
these  men  have  been  my  very  close  friends  dowm 
through  the  years. 

Finally,  our  purposes  and  aims  are  the  same, 
namely,  the  care  of  the  sick,  the  prevention  of  ill- 
ness and  the  betterment  of  public  health.  I am  sure 
that  any  of  the  other  professions  or  businesses  in 
life  would  give  all  for  such  noble  basic  purposes. 
Let  us  continue  to  w ork  together  here  in  Connecti- 
cut, and  carve  a pattern  that  v/ill  blaze  a trail  for 
the  other  states. 
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I62nd  ANNUAL  MEETING 
of  the 

Connecticut  State  Medical  Society 

Bulkeley  High  School,  Hartford 

April  27,  28,  29,  1954 


PROGRAM  COMMITTEE 
John  E.  Nolan,  Bridgeport,  Chairman 
Samuel  D.  Kushlan,  New  Haven 
Walter  Weissenborn,  Hartford 

LOCAL  COMMITTEE  ON  ARRANGEMENTS 
Stewart  P.  Seigle,  Hartford,  Chairman 
Sidney  L.  Cramer,  Hartford  James  S.  Missett,  Hartford 


PROGRAM 

Tuesday,  April  27 
AUDITORIUM 

ANNUAL  MEETING  OE  THE  HOUSE  OF  DELEGATES 

Cole  B.  Gibson,  Meriden,  Speaker  of  the  House,  presiding 

io:oo  Call  to  Order 

Business  Session 

i:oo  Luncheon  for  Officers,  Members  of  the  House,  and  Guests 
2:00  Resumption  of  business 

7:00  Annual  Dinner  of  the  Council— Tumble  Brook  Country  Club,  Bloomfield 


ANNUAL  MEETING  PROGRAM 
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Wednesday,  April  28 
AUDITORIUM 

9:00  Registration— Exhibit  Hall 

9:15  Motion  Picture  F ilm 

9:30  Call  to  Order— President  of  the  Society 

Address  of  Welcome— President  of  the  Hartford  County  Aledical  Association 

H.  M.  Marvin,  New  Haven,  presiding 

10; 00  Medical  Mangement  of  Hypertension 

Henry  A.  Schroeder,  St.  Louis,  Missouri 

10:35  Diagnosis  OE  Chest  Diseases 

Edward  J.  Welch,  Brookline,  Massachusetts 

1 1 : 10  Intermission  to  visit  technical  exhibits 

Ralph  E.  Kendall,  Hartford,  presiding 

11:40  Sudden  Death 

Lester  Adelson,  Cleveland,  Ohio 

12:20  Clinical  Application  of  Radioisotopes 

Lee  E.  Farr,  Upton,  Long  Island,  N.  Y. 

1:00  Luncheon,  Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 

PROGRAM  BY  HARTFORD  HOSPITAL 

2:00  Historical  and  Clinical  Meeting  Commemorative  of  the  Founding  of  the  Hartford  Hospital  in 
1854 

The  History  of  the  Hartford  Hospital 

Stanley  B.  Weld,  Visiting  Obstetrician  and  Gynecologist,  Hartford  Hospital 
Incidents  and  Anecdotes  oe  the  Hartford  Hospital 

Robert  A.  Goodell,  Honorary  Staff,  Hartford  Hospital 

2:45  Clinicopathological  Conference 

Departments  of  Pathology  and  Adedicine 
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Wednesday,  April  28 

ROOM  169 

H UGH  K.  Miller,  Stamford,  presiding 
io:oo  Hemorrhage,  A Foremost  Problem  in  Obstetrics 
Duncan  E.  Reid,  Boston,  Massachusetts 

10:45  Transeusion  Reactions 

Alan  Richardson  Jones,  Boston,  Massachusetts 
Discussion  opened  by  Daphne  Richardson  Jones,  Boston,  Massachusetts 

11:30  Intermission  to  visit  technical  exhibits 

AIarvin  Lillian,  Bridgeport,  presiding 
12:00  Acute  Renal  Shutdown  and  the  Artieicial  Kidney 
Roy  C.  Swan,  New  York 

1:00  Luncheon,  Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 

iMEETINGS  OF  SECTIONS  OE  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 
Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society 
Tenth  Annual  Meeting 

President:  Mrs.  Dewey  Katz,  Hartford  Secretary:  Mrs.  Stevens  J.  Martin,  Hartford 
Program  and  location  of  meeting  to  be  announced  in  April  Journal 

3:30  Section  on  Anesthesia 

Section  on  Dermatology 
Section  on  Gastroenterology 
Section  on  Proctology 
Section  on  Radiology 

Association  of  Medical  Examiners  of  Connecticut  ) ^ , 

,1  J oint  Meeting 

Connecticut  Society  of  Pathologists  ) 

Connecticut  Association  of  Medical  Record  Librarians 
Connecticut  Branch  of  American  Association  of  Medical  Social  Workers 
Connecticut  Occupational  Therapy  Association 
Connecticut  Regional  Group,  Medical  Library  Association 
Connecticut  Rheumatism  Association 


7:00  Annual  Dinner  of  the  Society — Hartford  Club,  Hartford 


ANNUAL  MEETING  PROGRAM 
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Thursday,  April  29 
AUDITORIUA/I 

9:00  Registration— Exhibit  Hall 
9:15  Motion  Picture  Film 

John  F.  Nolan,  Bridgeport,  presiding 

10:00  Recurrent  Intestinal  Obstruction 

Victor  P.  Satinsky,  Philadelphia,  Pennsylvania 

10:35  To  be  announced 

1 1 : 10  Intermission  to  visit  technical  exhibits 

Stevens  J.  iMartin,  Hartford,  presiding 

11:40  Cardiac  Arrest 

Hugh  E.  Stephenson,  Jr.,  Columbia,  Missouri 

12:20  Surgical  Treatment  of  Coronary  Insufficiency 

Arthur  M.  Vineberg,  Montreal,  Canada 

1:00  Euncheon,  Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 

2:00  Diseases  oe  the  Biliary  Tract 

Program  being  arranged  by  Connecticut  Society  of  American  Board  Surgeons 

ROOM  169 

9:15  Motion  Picture  Film— Oral  Cancer:  The  Problem  of  Early  Diagnosis 
(Courtesy  American  Cancer  Society— Connecticut  Division) 

N.  William  Wawro,  Hartford,  presiding 
10:00  Plastic  and  Reconstructive  Surgery 

Richard  H.  Walden,  m.d.,  d.d.s.  Hempstead,  New  York 

10:45  The  Contribution  of  the  Oral  Surgeon 

Daniel  J.  Holland,  Jr.,  d.m.d.,  Boston,  Massachusetts 

11:30  Intermission  to  visit  technical  exhibits 

Norton  Canfield,  New  Haven,  presiding 
12:00  The  Treatment  of  Speech  Deeects  Following  Surgery 
G.  Paul  Moore,  ph.d.,  Evanston,  Illinois 

1:00  Luncheon,  Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 
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Thursday,  April  29 

SYMPOSIUM  ON  DIABETES 

Burdette  J.  Buck,  Hartford,  presiding 
President,  Connecticut  Diabetes  Association 

2:00  Hormonal  Control  of  Diabetes 

C.  N.  H.  Long,  Sterling  Professor  of  Physiology , Yale  School  of  Medicine,  New  Haven 

3:00  Panel  Discussion 

C.  N.  H.  Long,  New  Have?i 
Burdette  J.  Buck,  Hartford 
Samuel  Donner,  Hartford 
Barnett  Greenhouse,  New  Haven 

Mrs.  Alice  Scanlon,  Diabetic  Supervisor,  Hartford  Hospital 

There  will  be  a discussion  of  the  diagnosis  of  diabetes,  the  Diabetic  Clinic,  the  Hospital  Diabetic 
Service  and  the  teaching  of  the  diabetic  in  the  hospital.  This  will  be  followed  by  a question 


3:30  MEETING  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 
Eye,  Ear,  Nose,  and  Throat  Section 

The  Connecticut  Society  of  American  Board  Obstetricians  and  Gynecologists,  Inc.  \ Joint 

Section  on  Obstetrics  and  Gynecology  j Meeting 

Section  on  Orthopedics 

Section  on  Physical  Medicine 

Connecticut  Society  for  Psychiatry  and  Neurology 

Section  on  Urology 

Connecticut  Chapter,  American  Physical  Therapy  Association 
Hezekiah  Beardsley  Pediatric  Club 
Connecticut  Rehabilitation  Association 

Complete  information  concerning  the  meetings  of  the  Sections  of  the  Society  has  not  been 
received  in  time  for  publicaiton  in  this  issue  of  the  Journal.  These  programs  will  be  printed  in 
the  April  issue. 


ART  EXHIBIT 

CONNECTICUT  PHYSICIANS’  ART  ASSOCIATION 
Exhibit  Committee 

Mrs.  Louis  Spekter,  23  Vineland  Terrace,  Hartford 
Frederick  W.  Roberts,  158  Whitney  Avenue,  New  Haven 


EDITORIALS 
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EDITORIALS 


The  Turn  of  the  Road 

To  many  a man  and  woman  retirement  from  an 
active  life  means  the  end  of  the  road;  to  many  others 
it  offers  an  opportunity  for  the  pursuit  of  some 
hobby,  some  long  desired  avocation  which  yields  no 
financial  return  but  a wealth  of  happiness.  The 
citizen  of  the  United  States  is  being  impressed  daily 
with  the  magnitude  of  this  problem  of  growing  old 
and  with  its  corollary,  retirement  pensions.  Persist- 
ent headlines  in  current  magazines  point  up  the  facts. 
During  the  past  50  years  the  proportion  of  persons 
over  45  years  of  age  in  the  total  population  of  this 
country  increased  from  18  to  28  per  cent  and  the 
proportion  of  persons  over  65  years  of  age  doubled 
in  numbers.  Statisticians  tell  us  that  within  the  next 
20  years  persons  over  45  will  constitute  one-third  of 
our  population. 

The  daily  press  reminds  us  that  retirement  plans 
now  are  a proper  subject  for  collective  bargaining. 
Following  the  decision  of  the  Labor  Relations  Board 
establishing  such  a policy,  industry  has  hastened  to 
adopt  pension  plans,  preretirement  health  or  educa- 
tion programs  and  postretirement  contracts.  The 
tendency  now  much  more  than  formerly  is  to  cover 
hourly-rated  employees  and  to  establish  plans  which 
do  not  require  direct  employee  contribution  and 
which  do  offer  some  coverage  for  disability  cases. 

Why  should  we  in  Connecticut  be  particularly 
interested  in  this  problem  of  growing  old?  It  is  a 
fact  that  while  all  the  other  New  England  and 
Middle  Atlantic  States  have  been  losing  older  people 
through  migration,  Connecticut  has  been  acquiring 


increased  numbers  in  this  group.  The  population 
over  65  years  of  age  in  our  State  increased  twice  as 
fast  during  the  decade  1940  to  1950  as  did  the  popu- 
lation in  the  State  as  a whole.  Likewise  the  increase 
in  this  elderly  group  was  much  higher  in  Connecti- 
cut than  in  the  entire  nation. 

Both  industry  and  government  are  showing  an 
interest  in  this  problem.  One  group  of  Connecticut 
industrialists,  the  Naugatuck  Valley  Industrial  Coun- 
cil, Inc.,  recently  devoted  its  entire  one  day  program 
to  discussing  “The  Problem  of  Older  Management 
and  Operatives  in  Manufacturing  Industry.”  Gov- 
ernor Lodge  has  appointed  the  new  State  Commis- 
sion to  Study  the  Potentials  of  the  Aging,  and  for 
this  commission  has  selected  such  experts  as  Pro- 
fessor Waugh  of  the  University  of  Connecticut, 
Elmo  Roper,  public  opinion  analyst,  Mrs.  Fleur 
Cowles,  journalist  and  publisher,  and  Stanley  High, 
roving  editor  for  Readers  Digest. 

Studies  have  been  made  of  current  practices  of 
industry  in  caring  for  the  aging  employee.  Notable 
among  these  studies  is  the  one  completed  by  Dr. 
Laurence  J.  Ackerman  and  Professor  Walter  C. 
McKain,  Jr.,  both  members  of  the  University  of 
Connecticut  faculty.  The  pension  movement  is  on 
the  march,  in  fact,  since  World  War  II  it  has  been 
dying  with  the  speed  of  a Pegasus.  The  University 
of  Connecticut  study  points  out  some  of  the  im- 
portant factors  which  must  be  considered  by 
individual  industry  in  creating  an  adequate  program. 
One  of  the  more  intricate  problems  to  be  faced  is 
that  of  determining  the  normal  retirement  age  and 
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setting  up  policies  regarding  mandatory  or  optional 
retirement.  A glaring  inconsistency  exists  in  the 
higher  age  fixed  for  male  workers  over  female, 
although  the  life  expectancy  of  women  is  greater 
and  they  are  normally  employed  in  jobs  which  are 
less  demanding  physically. 

All  of  this  must  interest  the  physician  because  he, 
like  every  other  human  being,  grows  old  and  should 
be  able  to  look  forward  to  a comfortable  retire- 
ment, if  and  when  such  a day  comes.  Organized 
medicine  is  opposing  compulsory  social  security 
coverage  for  the  physicians  of  our  country.  The 
return  appears  inadequate.  Much  more  acceptable 
would  be  physicians’  voluntary  retirement  plans  as 
proposed  in  the  Jenkins-Keogh  bills  now  before  the 
Congress.  The  purpose  of  these  bills  is  to  eliminate 
the  discrimination  and  inequities  which  exist  under 
present  tax  laws  by  extending  the  tax  deferment 
privilege  to  the  nation’s*  ten  million  self  employed 
and  also  to  millions  of  employees  who  are  not 
covered  by  pension  plans. 

To  arrive  at  the  turn  of  the  road  in  a happy  and 
comfortable  frame  of  mind  in  1954  the  physician 
must  be  cognizant  of  the  fact  that  the  group  of  those 
who  have  reached  the  Biblical  three  score  and  ten, 
or  even  higher,  is  on  the  increase.  Some  interest 
outside  of  his  vocation  is  a sine  qua  non  for  happi- 
ness. In  addition  he  should  be  fortified  with  a pen- 
sion or  retirement  program  adequate  to  meet  the 
simple  needs  of  this  twilight  period  of  life.  Much 
thought  is  being  given  to  these  problems  in  Con- 
necticut and  the  wise  physician  will  not  turn  a deaf 
ear. 

Afibrinogeoemia 

O 

Under  Progress  in  Clinical  Medicine  in  this  issue 
will  be  found  a discussion  of  one  of  the  most  fre- 
quent causes  of  hemorrhage  in  obstetrical  patients, 
often  resulting  in  maternal  deaths.  That  this  con- 
dition when  recognized  at  its  inception  is  prevent- 
able is  now  an  accepted  fact.  The  Committee  on 
Maternal  Mortality  and  Morbidity  of  the  State  Medi- 
cal Society  has  been  making  a study  of  these  cases 
and  is  emphasizing  the  necessity  of  preparedness  by 
having  available  a supply  of  whole  blood  and  of 
fibrinogen  in  every  hospital  where  obstetrics  is 
practised. 

Too  much  emphasis  cannot  be  placed  on  the  early 
recognition  of  afibrinogenemia  and  the  securing 
and  utilization,  in  addition  to  whole  blood,  of  the 


proper  substance  for  combatting  this  condition, 
namely,  fibrinogen  available  from  Red  Cross  blood 
banks  and  from  commercial  sources.  Connecticut 
may  \vell  be  proud  of  its  low  maternal  mortality 
record  but,  as  in  the  rest  of  the  nation,  there  are 
occurring  too  many  deaths  from  hemorrhage  which 
are  preventable.  Hospitals,  general  practitioners  and 
obstetricians  should  be  alert  to  the  seriousness  of 
afibrinogenemia  and  should  avail  themselves  of  the 
proper  means  of  therapy. 

Social  Security  for  Connecticut  Doctors 

The  referendum  among  the  members  of  the 
Society  asking  their  opinions  on  OASI  coverage  ^ 
for  physicians  did  not  produce  results  that  were 
clearly  interpretable  although  certain  implications 
could  be  drawn.  Whether  they  will  be  helpful  in  | 
expressing  the  opinion  of  the  medical  profession  to  * 
our  representatives  in  the  Congress  is  open  to  ques- 
tion. 

2,800  questionnaires  were  distributed  and  1,600 
were  returned  which  is  an  unusually  high  response 
for  a referendum  of  this  kind.  Sixteen  per  cent  of 
those  replying  stated  that  they  were  in  favor  of 
social  security  coverage  for  physicians  and  only 
%o  of  I per  cent  stated  that  they  were  not  in  favor 
of  such  coverage.  A little  less  than  i per  cent  were 
exclusively  in  favor  of  the  optional  retirement  pen- 
sion plan  as  contemplated  in  the  Jenkins-Keogh 
legislation.  The  largest  proportion,  39  per  cent,  were  j 
in  favor  of  both  social  security  and  optional  retire-  | 
ment  pensions.  Somewhat  surprising,  in  comparison  1 
to  similar  surveys  that  have  been  made  among  physi-  ; 
dans,  is  that  21  per  cent  of  those  who  replied  in  ' 
Connecticut  were  in  favor  of  neither  social  security  ' 
nor  retirement  pensions.  ; 

Analyses  of  these  replies  by  age  group,  which  is  ' 
believed  to  be  an  important  factor  in  opinion  on  the  ! 
subject,  was  handicapped  and  not  reliable.  Such  a ■ 
large  number  of  those  who  replied  omitted  to  include  : 
their  age.  It  is  difficult  to  understand  why  this  was  | 
so  in  a group  that  is  about  98  per  cent  male  and  when  i 
the  reply  did  not  have  to  be  signed. 

One  point  of  incidental  interest  came  out  was  that  1 
many  members  of  the  Society  apparently  did  not 
know  about  the  Jenkins-Keogh  legislation  in  spite 
of  the  fact  that  it  has  been  discussed  widely  in  the 
Journal  of  the  American  Medical  Association  and 
elsewhere. 

Conclusions  from  the  survey  are  rather  hard  to  | 
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come  by  but  it  does  seem  that  a large  number  of 
Connecticut  physicians  are  interested  in  social  secur- 
ity coverage  which  does  not  agree  \\dth  the  stand 
taken  by  the  House  of  Delegates  of  the  American 
Medical  Association. 

Spiritual  Disease 

When  a respected  individual  expresses  convictions 
that  are  honest,  deep  rooted  and  timely  his  hearers 
give  heed.  From  Dr.  Julian  Price  of  South  Carolina 
recently  came  this  statement:  “The  most  important 
problem  in  my  opinion,  which  faces  our  medical 
profession  today  and  which  offers  a challenge  to 
every  medical  editor  . . . (is)  what  I term 

spiritual  disease.” 

Shall  we  not  ask  searchingly  for  the  reasons  for 
the  laxness  in  our  national  government  in  recent 
years?  Or  the  hold  which  organized  vice  has  upon 
legislative  and  social  life,  the  dishonesty  and  corrup- 
tion in  various  state  and  local  governments?  What 
is  at  the  bottom  of  the  increase  in  crime  in  our  teen 
age  population,  or  the  evidence  of  bribery  and  un- 
ethical conduct  in  amateur  athletics?  We  wonder 
why  so  many  make  an  effort  to  cheat  the  income 
tax,  and  why  there  is  such  a mad  search  for  pleasure 
resulting  in  an  expenditure  of  four  times  as  much 
for  alcoholic  beverages  in  this  nation  as  for  religious 
and  w'elfare  activities.  What  is  the  cause  of  the  in- 
roads which  the  doctrine  of  atheistic  communism  is 
making  upon  the  thinking  of  some  of  our  citizens? 

All  these  questions  and  many  more  are  pertinent 
to  this  particular  malady  and,  if  one  reads  the  daily 
press,  C oilier’’ s,  the  Readers  Digest,  and  many  other 
lay  publications  correctly,  we  as  physicians  do  not 
seem  to  be  immune.  In  spite  of  our  Code  of  Ethics, 
the  Hippocratic  Oath,  grievance  committees,  state 
and  county,  there  are  too  many  in  our  midst  who 
place  private  gain  above  service  to  their  patients,  too 
many  who  ignore  medicine’s  great  tradition  of  devo- 
tion to  duty  for  personal  gain.  Drastically  President 
McCormick,  in  his  message  to  the  recent  session  of 
the  AM  A House  of  Delegates,  would  have  the  pro- 
fession cast  out  from  its  membership  the  unethical 
physician  who  refuses  to  place  service  ahead  of 
financial  reward. 

Dr.  Price,  addressing  the  editors  and  business 
managers  of  state  medical  journals  recently,  believes 
there  is  only  one  treatment  for  this  spiritual  disease 
and  that  must  be  spiritual.  Laws,  codes  of  ethics, 
grievance  committees— none  of  these  will  serve  to 


remove  the  spirit  of  greed  from  the  heart  of  the 
victim  suffering  from  this  malady.  There  must  be  a 
change  of  heart.  To  quote  Dr.  Price,  “It  is  my  sin- 
cere belief  that  the  greatest  need  of  our  country 
today— and  of  our  profession— is  a spiritual  rebirth, 
a return  to  God  and  to  His  eternal  principles.  And 
the  rebirth  must  come  in  the  heart  of  the  average 
citizen  and  of  the  average  doctor  of  medicine.” 

It  is  a sobering  thought  that  our  house  is  so  much 
in  need  of  cleaning  that  the  newly  elected  member 
of  the  Board  of  Trustees  and  the  president  of  the 
American  Medical  Association  both  feel  obligated  to 
call  upon  us  to  get  busy  and  rid  ourselves  of  the  evil 
within  our  corporate  body.  The  nation  we  so  proud- 
ly claim  as  ours  needs  a spiritual  housecleaning  as 
never  before  and  the  medical  profession  could  profit 
by  the  same  treatment.  Who  are  better  qualified  to 
lead  the  vanguard  of  this  attack  on  spiritual  disease 
than  each  practitioner  of  medicine  in  his  daily  con- 
tacts with  his  patients? 

The  Cost  of  Hospital  Care 

Elsewhere  in  this  issue  will  be  found  excerpts 
from  the  “summary”  report  of  the  independent, 
nongovernmental  Commission  on  Einancing  Hospital 
Care.  Among  other  phases  of  the  problem  discussed 
in  this  report  is  the  reason  for  the  present  cost  of 
hospital  care.  The  Commission  attributes  the  in- 
creases in  total  hospital  operating  expenses  to  infla- 
tion, population  growth,  and  increased  number  of 
hospital  admissions.  After  adjustments  for  inflation 
the  Commission  found  that  hospital  expenditures 
rose  only  20  per  cent  in  the  years  from  1935  to  1952. 

Compare  these  findings  with  the  results  of  the 
study  made  by  John  H.  Stewart,  assistant  business 
manager  of  the  Hartford  Hospital,  and  published 
in  the  January  1954  number  of  the  Journal.  Mr. 
Stewart  uses  the  years  1940  to  1952  for  his  study  in 
which  he  too  points  out  the  influence  of  inflation 
on  the  increase  in  hospital  costs  but  emphasizes  the 
fact  that  other  factors,  viz.,  improvement  in  hos- 
pital care  and  increase  in  payroll,  contribute  to  the 
present  situation.  Making  an  adjustment  for  inflation 
also,  Mr.  Stew  art  finds  the  average  increase  per  hos- 
pital stay  per  patient  to  be  about  37  per  cent.  If 
one  relates  this  item  to  the  annual  per  capita  income 
in  Connecticut  for  each  of  these  nvo  years,  1940 
and  1952,  there  is  only  a fraction  of  one  per  cent 
increase. 

There  are  two  other  phases  of  financing  hospital 
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care  considered  by  the  Commission.  One  is  volun- 
tary prepayment  and  here  the  Commission  recognizes 
and  points  out  the  great  need  for  eliminating  un- 
necessary hospital  admissions  if  prepayment  costs 
are  to  he  kept  low  enough  to  cover  the  group  which 
most  neetls  this  method  of  financing.  The  Commis- 
sion also  points  out  certain  improved  methods  of 
financing  hospital  care  for  groups  unable  to  alTord 
prepayment  or  unable  to  meet  the  costs  of  hospital 
care  in  other  ways.  Included  in  these  groups  are 
people  on  public  aid,  the  aged,  the  unemployed, 
the  disabled,  and  those  of  low  income. 

There  is  much  of  interest  in  the  Commission’s 
report.  Physicians,  patients  and  hospital  administra- 
tors, as  well  as  the  great  public  at  large  which  must 
support  as  well  as  find  personal  use  for  our  hospitals, 
must  give  serious  thought  to  the  changing  pattern 
of  financing  hospital  care. 

Regular  Medicine  and  the  Cults 

Using  the  word  regular  to  describe  physicians  of 
the  old  school  is  no  novelty  and  the  writer  knows 
of  no  better  word  for  this  purpose.  For  hundreds 
of  years  the  methods  used  by  regular  physicians  in 
treating  sick  people  have  been  limited  only  by  their 
consciences;  in  a word  they  may  use  any  treatment 
which  in  their  belief  is  likely  to  benefit  a patient. 
Cultists  on  the  other  hand  are  limited  in  their  treat- 
ment by  certain  theories  such  as  the  “Similia  Simili- 
bus  Curantur”  and  the  tremendous  dilutions  of  drugs 
formerly  prescribed  by  homeopaths  under  the  tenets 
of  Hahneman.  The  writer  cannot  see  how  any  healer 
who  publicly  labels  himself  as  a believer  in  a cult  can 
avoid  being  classed  as  a cultist. 

The  history  of  the  relation  of  the  regular  profes- 
sion to  cults  is  an  interesting  one  from  several  points 
of  view.  At  the  time  when  Hippocrates  flourished 
physicians  were  forbidden  the  “cut  for  the  stone,” 
but  this  negation,  incorporated  in  the  Hippocratic 
Oath,  has  been  removed  by  medical  schools  and 
there  are  several  such  which  require  their  students 
to  affirm  their  adherence  to  the  oath. 

In  spite  of  the  enormous  strides  which  medicine 
has  made  in  the  past  seventy-five  years,  particularly 
in  the  prevention  of  certain  infectious  diseases  and 
the  discovery  of  new  drugs,  it  still  tends  to  go  in 
cycles.  This  must  be  confusing  to  the  layman  and 


even  the  doctors  themselves.  Much  has  been  done  in 
recent  years  to  educate  laymen  in  medical  matters 
but  it  has  not  always  been  wisely  done,  and  the 
opinions  of  some  so-called  experts  must  have  led  at 
times  to  confusion  rather  than  enlightenment.  As 
Francis  Galton,  once  a medical  student,  observed 
years  ago,  many  doctors  tend  to  be  much  too  positive 
in  their  statements  regarding  disease  and  some  medi- 
cal contributors  to  large  magazines  have  been  more 
interested  in  the  spectacular  than  in  the  scientifically 
proven. 

The  storv  of  the  cults  in  their  relation  to  regular 
medicine  is  a matter  of  history.  Some  cults  have  died 
of  inanition,  but  many  of  them  have  in  time  become 
absorbed  into  regular  medicine  and  have  disappeared, 
regular  physicians  taking  over  what  was  good  in 
them. 

While  osteopathic  medical  schools  have  doubtless 
improved  greatly  since  the  advent  of  the  cult,  it  is  a 
matter  of  personal  opinion  whether  it  is  wise  to 
recognize  what  is  obviously  a cult  as  technically  not 
a cult.  Certainly  everything  possible  should  be  done 
to  encourage  improvement  in  the  teaching  in  osteo- 
pathic schools.  As  to  the  graduates  of  regular  medi- 
cal schools  teaching  in  osteopathic  schools,  the 
writer  happens  to  know  that  this  has  been  going  on 
for  a good  many  years  as  one  of  his  former  students 
became,  after  graduation  from  a regular  school,  pro- 
fessor of  anatomy  in  an  osteopathic  school.  There 
are  doubtless  other  practitioners  who  possess  degrees 
from  both  types  of  school.  How  long  it  will  take 
for  osteopathy  to  be  completely  absorbed  into  regu- 
lar medicine  no  one  can  predict,  but  in  the  light  of 
past  experience  it  will  probably  occur  in  time. 

G.  B. 
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AFIBRINOGENEMIA:  A REVIEW 

Charles  H.  Peckhaai,  m.d.,  Manchester 


HISTORICAL  BACKGROUND 

'^HE  past  twenty-five  years  has  seen  a great  de- 
■■■  crease  in  maternal  mortality  throughout  the 
entire  world.  Nowhere  has  this  decrease  been  more 
significant  than  in  this  country.  Thus,  in  1928,  the 
statement  could  be  made  that,  with  the  exception  of 
Chile  in  South  America,  maternal  mortality  was 
higher  in  the  United  States  than  in  any  of  the  so- 
called  civilized  countries  of  the  world.  Now  deaths 
associated  with  childbearing  are  only  a small  fraction 
of  their  former  figure  and  mortality  rates  here  are 
lower  than  those  reported  by  other  nations. 

In  1928  the  great  majority  of  maternal  deaths  were 
due  to  one  of  the  following  three  causes,  listed  here 
in  order  of  frequency:  infection,  toxemia,  and 
hemorrhage.  Now  the  same  “big  three”  prevail  but 
the  first  and  third  have  changed  positions  in  the 
frequency  scale.  The  greatest  improvement  has,  of 
course,  taken  place  in  the  infection  group,  both 
puerperal  and  postabortal.  This  has  been  due  in  part 
to  a policy  of  less  meddlesome  obstetrics,  but  mainly 
to  the  use  in  earlier  years  of  the  sulphonamides  and 
more  recently  to  the  various  antibiotic  medications. 
Toxemic  deaths  decreased  years  ago  as  accouchement 
force  fell  into  disfavor,  and  more  recently  as  pre- 
natal care  has  become  the  rule  rather  than  the  excep- 
tion and  the  prophylaxis  of  the  toxemic  condition 
has  become  better  understood.  The  death  rate  from 
hemorrhage  has  fallen  in  direct  proportion  to  the 
speed  and  adequacy  with  which  blood  loss  may  now 
be  replaced  in  cases  associated  with  uterine  bleeding. 
In  fact,  it  is  now  a rare  hospital  which  accepts 
obstetrical  patients  and  does  not  possess  a blood 
bank. 

From  the  above  it  becomes  obvious  that,  although 
obstetric  mortality  has  lessened  in  all  causative  cate- 
gories, the  amount  of  decrease  has  been  least  in  the 
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SUMMARY 

With  the  drop  in  maternal  mortality  during  the  past 
25  years  there  has  not  been  a corresponding  drop  in 
the  group  of  cases  due  to  hemorrhage,  but  only  in  the 
infection  and  toxemia  groups.  At  the  present  time  the 
major  portion  of  maternal  deaths  are  due  to  hemor- 
rhage. Almost  all  of  this  group  in  which  the  hemor- 
rhage is  due  to  a decreased  clotting  ability  are 
preventable.  The  deficiency  in  clotting  is  due  to  an 
extreme  lowering  of  fibrogen,  which  is  usually  associ- 
ated to  a lesser  degree  with  a decrease  in  prothrombin 
and  occasionally  in  the  presence  of  a circulating 
fibrinolysin.  The  condition  has  been  termed  ''afibrino- 
genemia” and  is  found  in  some  cases  of  severe  pre- 
mature separation  of  the  placenta,  in  cases  of  fetal 
death  in  utero  with  prolonged  retension  of  the 
products  of  conception,  and  in  certain  instances  of 
amniotic  fluid  embolism  or  infusion  when  death  does 
not  occur  almost  immediately.  Diagnosis  of  the  con- 
dition clinically  may  be  made  very  simply  by  the  "clot 
observation  test.”  Treatment  of  afibrinogenemia  from 
whatever  cause  should  include  prompt  blood  replace- 
ment by  transfusion  together  with  the  intravenous  use 
of  sufficient  fibrinogen  to  cause  a stable  clot.  Fibrinogen 
has  been  obtainable  in  a limited  amount  from  the  Red 
Cross  and  from  Dr.  Reid  and  his  staff  in  Boston.  A 
limited  amount  of  the  product  is  now  available  com- 
mercially. 


hemorrhage  group  so  that  at  the  present  time  more 
deaths  occur  due  to  hemorrhage  than  to  any  other 
single  cause.  Accordingly  the  investigation,  prophy- 
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laxis,  diaE^nosis  and  treatment  of  those  conditions 
associated  with  bleeding  has  become  a matter  of  para- 
mount importance  to  every  obstetrician.  Within  the 
past  few  years  it  has  been  realized  that  an  important 
group  of  these  conditions  whose  chief  physical  sign 
is  hemorrhage  are  associated  with  a decreased  clot- 
ting ability  of  the  blood,  and  that  with  proper  treat- 
ment almost  all  of  the  deaths  occurring  with  these 
complications  are  preventable.  It  will  be  the  purpose 
of  the  following  paragraphs  to  consider  each  of  this 
group  of  conditions  from  the  standpoint  of  clinical 
course,  pathology,  and  treatment. 

That  certain  instances  of  uterine  hemorrhage  were 
associated  with  a deficiency  in  the  clotting  of  the 
blood  was  apparently  noted  for  the  first  time  by 
DeLee  of  Chicago,  who  in  1901  published  an  article 
entitled  “A  Case  of  Fatal  Hemorrhagic  Diathesis 
with  Premature  Detachment  of  the  Placenta.”  Actu- 
ally the  author  discusses  three  cases,  of  which  two 
are  convincing.  One  may  have  been  an  instance  of 
bleeding  associated  with  an  inevitable  or  incomplete 
abortion.  A second  case,  however,  details  collapse 
and  postpartum  bleeding  associated  with  a “hard 
uterus”  following  the  delivery  of  a six  months 
syphilitic  macerated  fetus.  The  third  case  is  classical 
and  relates  the  history  of  a 35  year  old  multigravida 
who  developed  a typical  severe  premature  separation 
of  the  placenta  without  going  into  labor.  An  attempt 
to  induce  labor  by  the  insertion  of  an  intrauterine 
bag  failed.  Since  the  patient’s  condition  was  poor,  an 
infusion  of  saline  solution  was  started  which  resulted 
in  “deep  blue  ecchymoses  appearing  around  the 
puncture  and  extending  up  into  the  axilla,  blood 
oozing  persistently  from  the  hole  and  not  to  be  stop- 
ped with  plaster.”  Following  attempts  at  manual 
dilitation  of  the  cervix  lasting  two  to  three  hours, 
craniotomy  failed  to  produce  delivery  which  was, 
however,  finally  effected  by  podalic  version  and  ex- 
traction. Despite  the  fact  that  the  uterus  contracted 
well,  bleeding  continued,  even  after  the  insertion  of 
a tight  pack.  Eventually  the  patient  died  with 
bleeding  still  going  on  from  the  uterus,  infusion  sites 
and  needle  punctures.  DeLee  thought  that  this 
patient  had  developed  a temporary  hemophilia  and 
finally  states:  “Three  cases,  occcurring  in  three  years, 
have  forced  on  the  writer  the  belief  that  there  are 
alterations  of  the  blood  or  blood  vessels,  of  a tem- 
porary nature,  which  prevent  its  clotting,  and  thus, 
during  labor  or  operations,  cause  death.”  A few  years 
after  DeLee’s  initial  observation  Williams  reported  a 


case  of  premature  separation  of  the  placenta  with 
bleeding  for  12  hours  after  delivery.  A series  of 
cases  of  this  type  was  published  later  by  Davis 
and  McGee.  In  1922  Willson  reported  similar  find- 
ings and  suggested  cesarean  section  with  hysterec- 
tomy in  severe  cases  of  uteroplacental  apoplexy.  A 
most  important  contribution  to  the  subject  was  made 
by  Dieckmann  in  1936  who  studied  the  blood  fibrin 
in  grams  per  cent  in  eleven  cases  and  obtained  read- 
ings below  normal  in  all  and  in  eight  found  the  level 
significantly  low.  It  was  the  author’s  feeling  that  the 
prolonged  bleeding  in  some  of  his  cases  was  probably 
due  to  an  extreme  decrease  in  blood  fibrinogen  from 
blood  loss,  mobilization  of  fibrinogen  at  the  site  of 
hemorrhage,  or  liver  damage.  In  one  of  Dieck- 
mann’s  cases  bleeding  was  noted  not  only  from  the 
uterus  but  from  the  gums,  stomach,  and  subcutane- 
ous tissue. 

The  above  brief  historical  resume  indicates  that 
by  1936  the  profession  w as  aware  that  profuse  and 
often  fatal  hemorrhage  occurred  from  time  to  time 
in  severe  instances  of  premature  separation  of  the 
placenta,  that  such  hemorrhage  was  associated  with 
a deficiency  of  the  clotting  ability  of  the  blood,  and 
that  such  a deficiency  was  probably  due  a decrease 
in  or  absence  of  fibrinogen. 

The  past  five  years  has  witnessed  a great  increase 
in  our  knowdedge  of  the  subject  and  here  we  owe 
our  information  primarily  to  the  important  contri- 
butions of  Reid  and  his  associates  in  Boston,  to 
whose  work  reference  repeatedly  will  be  made.  It 
has  been  found  that  a deficiency  in  blood  fibrinogen, 
or  “afibrinogenemia”  as  the  condition  is  commonly 
termed,  occurs  not  only  with  premature  separation 
of  the  placenta  but  in  certain  instances  of  fetal 
death  in  utero  with  prolonged  retention  of  the 
embryo  and  in  the  occasional  case  of  so-called 
amniotic  fluid  embolism  or  infusion  where  death 
does  not  supervene  almost  immediately.  Finally,  it 
has  been  learned  that  almost  all  of  the  above  condi- 
tions may  be  treated  successfully  by  prompt  re- 
placement of  blood  loss  by  transfusion  together  with 
the  intravenous  use  of  fibrinogen  in  the  form  of 
Cohn’s  Fraction  I. 

THE  BLOOD  CLOTTING  MECHANISM 

Before  entering  upon  a discussion  of  afibrinogen- 
emia and  its  effect  it  is  \vell  to  understand  the  clot- 
ting ability  of  the  blood  in  normal  pregnancy. 
Various  investigators  are  in  agreement  that  normally 
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during  pregnancy  the  blood  fibrinogen  concentra- 
tion increases  and  averages  325  mg.  per  cent.  The 
prothrombin  activity  is  also  elevated  and  averages 
130  per  cent  of  normal.  The  clotting  mechanism  it- 
self is  unaltered.  With  threatened  or  inevitable  abor- 
tion the  clotting  mechanism  is  unchanged,  although 
in  certain  cases  of  missed  abortion  there  is  a tend- 
ency for  the  patient  to  bleed  excessively  during 
labor  due  presumably  to  the  presence  of  a weak 
circulating  fibrinolysin.  No  clotting  abnormality 
has  been  noted  in  cases  of  hydatidiform  mole,  post- 
partum hemorrhage  due  to  atony,  placenta  praevia, 
or  in  the  milder  cases  of  premature  separation.  With 
the  various  types  of  toxemia  of  pregnancy  coagula- 
tion is  normal  since  the  presence  of  a \\^eak  circu- 
lating fibrinolysin  is  apparently  more  than  compen- 
sated for  by  an  actual  increase  in  blood  fibrinogen 
to  450  mg.  per  cent  or  higher. 

In  only  three  groups  of  cases  then  has  there  been 
observed  an  upset  coagulation  mechanism  associated 
with  afibrinogenemia  and  hypoprothrombinemia.  To 
repeat,  these  are:  ( i ) severe  premature  separation 
of  the  placenta,  (2)  fetal  death  in  utero  with  pro- 
longed retention  of  the  embryo,  and  (3)  amniotic 
fluid  embolism.  Accurate  diagnosis  of  the  condition 
obviously  depends  on  chemical  assay  of  the  blood 
fibrinogen  and  prothrombin,  although  these  are 
highly  technical  and  protracted  procedures.  Fortu- 
nately from  a clinical  standpoint  diagnosis  may  be 
made  in  a brief  and  simple  manner.  Five  cc.  of  venous 
blood  is  drawn,  placed  in  a clean,  dry  test  tube  and 
either  incubated  for  one-half  hour  at  37°  C or  kept 
at  room  temperature.  If  a stable  clot  is  present  at  the 
end  of  this  time  blood  fibrinogen  is  adequate.  If  a 
clot  forms  but  fails  to  remain  stable  the  level  of 
fibrinogen  has  probably  fallen  below  100  mg.  per 
cent  (although  occasionally  this  phenomenon  is  ob- 
served with  a level  up  to  1 50  mg.  per  cent) . It  should 
be  stated  that  an  unstable  clot  may  also  be  an  indica- 
tion of  the  presence  of  a fibrinolysin.  Initial  failure 
of  clotting  is  indicative  of  a severe  afibrinogenemia. 
Both  failure  of  clotting  and  clot  instability  may  be 
present  with  only  a slight  fall  in  prothrombin  read- 
ings. From  a clinical  standpoint  the  presence  of  any- 
thing but  a completely  stable  clot  is  significant  and 
indicates  prompt  treatment. 

PREMATURE  SEPARATION  OF  THE  PLACENTA 

Some  degree  of  premature  separation  of  the  nor- 
mally implanted  placenta  is  a reasonably  common 
complication  of  late  pregnancy  and  labor,  the 


reported  incidence  varying  between  one  in  85  de- 
liveries and  one  in  250.  The  vast  majority  of  cases 
are  mild  and  have  no  serious  effect  on  either  the 
mother  or  her  child.  Indeed,  the  diagnosis  is  fre- 
quently made  subsequent  to  delivery  only  when 
old  clotted  blood  is  passed  and  inspection  of  the 
placenta  shows  a relatively  small  flattened  area 
which  may  or  may  not  have  a clot  attached  to  it. 

The  average  case  is  somewhat  more  severe.  Mod- 
erate vaginal  bleeding  is  noticed  and  usually  a rela- 
tively small  area  of  the  uterus  is  tender  to  palpation. 
The  patient  often  complains  of  pain  in  the  tender 
area.  The  blood  pressure  may  be  elevated  and  a 
small  amount  of  albumin  may  be  present  in  the  urine. 
The  condition  of  the  patient  remains  good,  blood 
loss  is  not  great  and  the  patient  shows  no  evidence 
of  shock.  Usually  there  is  no  sign  of  fetal  distress  in 
this  group  and  if  so  it  is  not  an  early  phenomenon. 
The  clotting  power  of  the  blood  is  undisturbed  and 
blood  fibrinogen  remains  within  normal  limits. 

In  about  five  to  ten  per  cent  of  instances  of  pre- 
mature separation  the  condition  is  very  severe  and 
usually  becomes  so  at  an  early  stage.  Hemorrhage 
is  usually  profuse,  although  frequently  much  of  it 
may  be  concealed.  There  is  severe  pain  over  the 
uterus  which  is  extremely  hypertonic  and  does  not 
relax.  Shock  is  frequently  noted  and  is  often  out  of 
proportion  to  the  actual  blood  loss.  The  fetal  heart 
is  absent.  It  is  in  this  group  of  cases  that  the  blood 
fails  to  clot  or  the  clot,  once  formed,  proves  to  be 
unstable  and  on  examination  a marked  afibrino- 
genemia is  found. 

The  method  of  production  of  the  afibrinogenemia 
in  severe  cases  of  premature  separation  remains  un- 
solved. It  seems  probable  that  the  phenomenon  is 
due  to  the  entrance  into  the  maternal  circulation  of 
some  substance  capable  of  defibrinating  blood.  It  is 
the  opinion  of  Reid  and  most  other  investigators 
that  the  offending  substance  is  thromboplastin.  The 
actual  course  of  events  would  seem  to  occur  as  fol- 
lows. The  thromboplastic  material  is  derived  pre- 
sumably from  the  damaged  decidua  and  placenta.  As 
the  area  of  separation  grows  an  increasing  retro- 
placental  clot  is  formed.  Consequently  intrauterine 
pressure  becomes  considerably  elevated.  When  this 
pressure  reaches  a point  where  it  exceeds  the  pressure 
in  the  venous  channels  at  the  site  of  placental  separa- 
tion, the  thromboplastin  containing  materials  arc 
forced  into  the  maternal  blood  spaces.  This  material 
causes  extensive  intravascular  clotting  which  im- 
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mobilizes  the  available  fibrinogen,  thus  causing  the 
development  of  afibrinogenemia  in  the  circulating 
blood.  It  seems  likely  that  in  some  instances  at  least 
the  presence  of  a circulating  fibrinolysin  may  con- 
tribute materially  to  the  picture. 

There  is  no  unanimity  of  opinion  so  far  as  treat- 
ment of  premature  separation  of  the  placenta  is  con- 
cerned, the  policy  in  various  clinics  ranging  from 
induction  of  labor  to  the  routine  employment  of 
immediate  cesarean  section.  As  is  generally  the  case 
when  such  extremes  are  noted  a middle-of-the-road 
policy  probably  gives  the  best  results  statistically. 
Some  of  the  mildest  cases  will  need  no  treatment  at 
all  since  the  bleeding  will  subside,  the  entire  process 
quiet  dov  n,  the  pregnancy  continue,  and  the  patient 
tieliver  normally  at  term  with  evidences  of  a mild 
separation  noted  on  inspection  of  the  placenta  at  the 
end  of  labor.  Patients  with  a moderate  degree  of 
separation  may  frequently  be  delivered  normally 
following  induction  of  labor  by  rupture  of  the  mem- 
branes. Here  pitocin  may  speed  the  onset  of  labor, 
provided  it  be  used  intranasally  first  to  detect  the 
occasional  individual  hypersensitive  to  the  drug,  and 
later  intramuscularly  starting  in  doses  of  one  minim 
and  increasing  cautiously  to  three  minims.  It  must  be 
emphasized  that  the  pitocin  should  be  used  to  induce 
labor  but  never  to  hasten  it,  once  the  uterine  muscu- 
lature is  contracting  normally.  The  cautious  use  of 
pitocin  as  in  intravenous  infusion  by  slow  drip  is 
also  of  aid  in  causing  the  establishment  of  labor  in 
refractory  individuals.  At  the  time  the  sterile  pelvic 
examination  is  done  for  rupture  of  the  membranes 
the  operating  room  should  be  in  readiness  for 
laparotomy,  since  occasionally  the  condition  which 
has  simulated  a premature  separation  will  be  found 
on  examination  to  be  a partial  or  even  total  placenta 
praevia.  Also  on  admission  and  before  any  manipu- 
lation is  done  the  patient  should  be  grouped,  matched 
for  transfusion,  and  two  pints  of  blood  held  in 
readiness  for  transfusion  until  some  time  after  deliv- 
ery is  effected.  It  is  generally  felt  that  in  this  type 
of  case  cesarean  section  is  occasionally  indicated,  but 
its  use  is  probably  limited  to  those  instances  where 
the  fetal  heart  becomes  irregular  and  the  likelihood 
of  early  delivery  is  scant.  In  other  words  the  indi- 
cation for  section  in  this  group  is  fetal  rather  than 
maternal. 

All  of  the  maternal  deaths  due  to  premature 
separation  occur  in  the  five  to  ten  per  cent  com- 
prising the  very  severe  cases.  These  cases  may  or 


may  not  show  evidence  of  an  accompanying  toxemia 
but  this  added  complication  will  rarely  influence 
treatment.  Here  hemorrhage  is  profuse  and  shock 
often  out  of  proportion  to  the  hemorrhage.  As  soon 
as  such  a patient  is  admitted  blood  should  be  ob- 
tained and  transfusion  begun.  The  amount  of  re- 
placement will  be  in  direct  proportion  to  the 
estimated  blood  loss.  Also  a tube  full  of  blood 
should  be  set  aside  to  determine  whether  or  not 
afibrinogenemia  is  present  for  it  is  in  this  group  of 
patients  alone  that  the  condition  occurs.  If  the  blood 
clots  and  the  clot  remains  stable,  no  fibrinogen  re- 
placement is  necessary  but  the  procedure  should  be 
repeated  hourly  until  after  delivery,  since  experience 
has  shown  that  afibrinogenemia  may  develop  rapidly 
at  any  time.  If  the  clot  is  stable  an  attempt  should 
be  made  to  rupture  the  membranes,  whether  or  not 
the  cervix  is  favorable  for  the  induction  of  labor. 
Rupture  of  the  membranes  is  often  followed  quick- 
ly by  the  onset  of  labor  in  this  type  of  patient,  even 
though  the  cervical  canal  is  long  and  fairly  rigid. 
In  addition  this  procedure  lowers  intrauterine  pres- 
sure and  probably  slows  up  the  advance  of  the 
separation  as  well  as  decelerating  the  rate  of  fibrino- 
gen immobilization. 

If  at  the  time  of  admission  the  blood  fails  to  clot 
or  the  clot  proves  unstable,  the  immediate  replace- 
ment of  fibrinogen  intravenously  is  imperative. 
There  are  no  set  rules  for  the  amount  to  be  used 
but  a fair  clinical  rule  would  be  the  use  of  i Gm. 
of  fibrinogen  for  each  500  cc.  of  blood  lost  and 
hence  to  be  replaced.  Thus  1000  cc.  of  blood  trans- 
fused would  be  accompanied  by  2 Gms.  of  fibrino- 
gen intravenously.  It  is  important  that  fibrinogen 
should  be  infused  until  a stable  blood  clot  is  pro- 
duced. Once  this  has  occurred  the  membranes  should 
be  ruptured  artificially  as  indicated  above.  More 
blood  should  be  available  and  more  fibrinogen  ready 
in  case  of  need.  If  after  a few  hours  of  ruptured 
membranes  the  patient  fails  to  go  into  labor,  delivery 
should  be  effected  by  cesarean  section,  making  sure 
in  advance  of  any  operative  procedure  that  a stable 
clot  is  present.  It  should  be  emphasized  that,  al- 
though fibrinogen  replacement  has  been  adequate 
once,  it  may  fall  suddenly  again  at  any  time  until 
after  delivery.  Cesarean  section  should  never  be 
done  in  the  presence  of  afibrinogenemia.  It  is  the 
author’s  opinion  that  cesarean  section  with  hysterec- 
tomy is  rarely  if  ever  indicated  with  this  method  of 
therapy. 
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FETAL  DEATH  IX  UTERO 

In  1950,  during  rhe  course  of  their  investigation 
into  the  clotting  mechanism  of  the  blood  in  normal 
and  abnormal  pregnancy,  Reid  and  his  co-workers 
reported  the  case  histories  of  three  patients  who  had 
dead  babies  in  utero  and  bled  profusely  just  before, 
during,  or  just  after  labor.  In  each  of  these  cases 
the  blood  picture  ^\’as  exactly  like  that  described 
above  under  premature  separation  and  was  typical 
of  afibrinogenemia.  However,  in  not  one  of  these 
cases  was  there  the  slightest  evidence  of  premature 
separation.  In  other  words  here  was  typical  afibrino- 
genemia with  an  intact  placenta.  Since  then  other 
such  cases  have  been  reported  and  in  a recent 
article  Reid  added  six  more  to  his  series.  Frequently 
Rh  isoimmunization  in  utero  was  the  cause  of  fetal 
death  but  since  it  \vas  not  always  present  it  was 
obviously  not  the  cause  of  the  clotting  defect  itself. 
The  only  unusual  finding  was  prolonged  retention 
of  the  embryo  in  utero  after  death,  the  duration  of 
retention  in  Reid’s  cases  varying  between  five  and 
eleven  weeks  prior  to  the  onset  of  bleeding.  Fetal 
death  had  occurred  at  various  stages  of  gestation  and 
in  one  case  the  embryo  weighed  only  six  ounces 
when  expelled.  The  actual  bleeding  with  afibrino- 
genemia manifested  itself  sometimes  before  the  on- 
set of  labor,  in  fact  in  one  instance  the  patient  failed 
to  go  into  labor  after  having  been  observed  with 
afibrinogenemia  for  two  weeks.  In  other  cases  the 
bleeding  was  noticed  first  during  parturition  or 
immediately  after  expulsion  of  the  uterine  contents. 
In  the  last  group  the  uterus  remained  well  contracted 
but  bleeding  continued.  A notable  feature  of  this 
type  of  case  was  the  frequency  with  which  the  initial 
bleeding  came  from  the  mucous  membrane  of  the 
respiratory  or  gastrointestinal  tract  or  from  areas  of 
ecchymosis  and  only  later  w^as  there  hemorrhage 
from  the  uterus  itself. 

Examination  of  the  blood  in  these  cases  revealed 
afibrinogenemia  in  various  degrees,  some  reduction 
in  prothrombin  time  although  not  to  a hentorrhagic 
level,  and  no  evidence  of  a circulating  fibrinolysin. 
Clinical  diagnosis  could  be  made  by  observation  of 
clotting  and  clot  stability  as  in  patients  w-ith  pre- 
mature separation  of  the  placenta. 

The  mechanism  of  production  of  afibrinogenemia 
here  is  believed  to  be  similar  to  that  in  the  group 
of  cases  previously  described;  namely,  that  a coagu- 
lant, probably  thromboplastin,  gains  access  to  the 
maternal  circulation  and  causes  extreme  intravascular 
coagulation  resulting  in  fibrinogen  depletion.  It  is 


here  postulated  that  placental  autolysis  slowly 
occurs  following  fetal  death  in  utero,  that  the 
thromboplastin  is  derived  from  this  tissue  and  that, 
with  devitalized  tissue  in  contact  with  the  maternal 
blood  spaces,  the  coagulant  is  transferred  by  Brax- 
ton-Hicks  contractions  or  the  actual  forces  of  labor. 

In  view  of  the  above  statements  it  becomes 
obvious  that  close  wTitch  must  be  kept  upon  any 
patient  whose  embryo  dies  in  utero  and  is  not  ex- 
pelled within  a very  few  days.  Blood  should  probably 
be  obtained  at  least  twice  a week  and  the  clot 
observed  for  stability.  If  at  any  time  the  patient 
bleeds  or  if  an  unstable  clot  is  obtained,  the  patient 
should  be  hospitalized  until  after  delivery.  It  would 
seem  that  in  most  cases  labor  will  set  in  shortly  after 
the  onset  of  bleeding  if  it  has  not  already  preceded 
it.  Here  prompt  blood  replacement  with  the  addition 
of  fibrinogen  intravenously  as  outlined  under  treat- 
ment with  premature  separation  of  the  placenta  will 
carry  the  patient  along  until  she  is  delivered.  Once 
delivery  has  been  effected  and  a stable  clot  is  present, 
the  emergency  is  over. 

This  leaves  as  a major  problem  the  occasional 
patient  where  bleeding  begins,  afibrinogenemia  is 
present,  and  the  patient  fails  to  go  into  labor.  Here 
fibrinogen  should  be  given  until  the  blood  is  stabil- 
ized and  the  patient  followed  in  the  hospital. 
Ordinary  methods  of  induction  of  labor  are  not  only 
useless  but  also  hazardous  in  this  type  of  case.  It  is 
to  be  hoped,  of  course,  that  labor  wfill  set  in  wdthin 
a relatively  short  time— and  it  usually  does.  In  the 
rare  instance  where  labor  fails  to  eventuate,  in  order 
to  solve  the  problem  with  minimal  risk  of  infection 
Reid  advises  hysterectomy  on  the  unopened  uterus. 
This  may  seem  like  a radical  procedure  but  actually 
is  not  when  the  risks  of  other  types  of  therapy  are 
carefully  evaluated.  Obviously  such  an  operation 
should  only  be  undertaken  after  the  administration 
of  enough  fibrinogen  to  insure  normal  clotting  of  the 
blood. 

AMNIOTIC  FLUID  INFUSION 

In  1941  Steiner  and  Lushbaugh  reported  the  case 
histories  of  eight  patients  who  had  suddenly  gone 
into  a state  of  profound  shock  during  labor  and  had 
died,  either  undelivered  or  within  a few  hours  after 
delivery.  Since  on  autopsy  the  chief  finding  was  a 
“widespread  embolism  of  the  small  pulmonary 
arteries,  arterioles  and  capillaries  bv  the  particulate 
matter  found  in  amniotic  fiuid  and  meconium,” 
the  condition  was  termetl  amniotic  fluid  embolism. 
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The  authors  further  stated  that  the  disease  could  be 
duplicated  clinically  and  pathologically  in  rabbits 
and  dogs  by  the  intravenous  injection  of  human 
amniotic  fluid  and  meconium. 

Since  the  above  date  the  findings  of  Steiner  and 
Lushbaugh  have  been  confirmed  and  their  studies 
extended.  It  has  been  found  that  the  condition  is 
observed  most  frequently  in  multiparae  of  the  older 
age  group  who  are  often  past  term  and  have  big 
babies.  It  occurs  most  frequently  near  the  end  of 
the  first  stao'e  of  labor  when  the  uterine  contrac- 

O 

tions  are  hard  and  violent  and  often  when  labor  has 
been  stimulated  by  oxytocics.  Symptoms  of  shock, 
drop  in  blood  pressure,  restlessness,  dyspnoea  and 
cyanosis  rapidly  develop  and  death  frequently 
occurs  in  a matter  of  minutes.  If  the  patient  survives 
the  initial  shock,  death  often  occurs  a few  hours 
after  delivery  from  postpartum  hemorrhage.  In  these 
cases  of  delayed  death  bleeding  was  observed  from 
mucous  membrane  and  organ  surfaces  as  well  as  from 
the  uterus. 

Recent  studies  by  Reid  and  his  co-workers  have 
resulted  in  evidence  that  the  situation  here  is  similar 
to  that  found  in  severe  cases  of  premature  separation 
and  in  labor  following  prolonged  retention  of  a 
dead  fetus  in  utero.  It  would  seem  that  violent 
uterine  contractions,  particularly  after  rupture  of 
the  membranes  and  when  the  birth  canal  is  filled 
by  a large  baby,  are  capable  of  raising  intrauterine 
pressure  to  a point  where  amniotic  fluid  and 
meconium  are  forced  into  maternal  blood  vessels  and 
particularly  into  the  endocervical  veins.  In  that  way 
the  amniotic  fluid  gains  access  to  the  maternal  cir- 
culation. This  material  by  itself  probably  does  not 
cause  death,  for  frequently  at  autopsy  the  pul- 
monary findings  as  detailed  by  Steiner  and  Lush- 
baugh are  minimal.  However,  the  material  does 
contain  a large  amount  of  thromboplastin  which 
attracts  fibrinogen  and  causes  extensive  intravascular 
clotting.  If  a large  amount  of  this  thromboplastic 
material  gains  access  to  the  maternal  circulation  over 
a short  period  of  time,  death  rapidly  comes.  If  a 
smaller  amount  enters  over  a longer  period  of  time, 
defibrination  of  the  blood  occurs  with  hemorrhage 
from  afibrinogenemia  resulting.  Reid  has  suggested 
the  term  amniotic  fluid  infusion  rather  than  embo- 
lism as  being  more  accurate  for  this  condition. 

Obviously  the  treatment  of  those  cases  of  massive 
amniotic  fluid  infusion  with  rapid  death  can  only 
be  prophylactic  at  the  present  time.  Here  particular 


caution  should  be  expressed  concerning  the  use  of 
pitocin  and  similar  substances  to  speed  up  a normal- 
ly proceeding  labor.  Also  it  seems  wise  to  apply  the 
first  pitocin,  if  used,  by  the  intranasal  route  in  order 
to  avoid  the  untoward  reaction  from  the  drug  in  the 
occasional  individual  who  is  hypersensitive  to  it.  If 
the  patient  survives  the  initial  shock  or  if  the  con- 
dition is  less  severe  from  onset,  clot  observation  tests 
should  be  done  to  detect  the  development  of  afibrin- 
ogenemia; and  should  the  condition  appear  and 
hemorrhage  occur,  prompt  blood  replacement  with 
the  use  of  sufficient  fibrinogen  intravenously  to 
produce  a stable  clot  may  well  prove  to  be  life  saving 
therapy.  Reid  recommends  that  an  initial  4 Gms. 
of  fibrinogen  be  administered  and  a further  amount 
promptly  given  if  the  first  injection  does  not 
produce  a stable  clot. 

AVAILABILITY  OF  FIBRINOGEN 

Up  to  the  present  time  the  amount  of  fibrinogen 
available  has  been  small  and  has  been  produced  by 
the  American  Red  Cross  as  well  as  one  of  the  com- 
mercial companies  for  experimental  use  only.  Con- 
necticut has  been  fortunate  in  obtaining  a limited 
amount  of  Red  Cross  fibrinogen  through  the  gener- 
osity of  Reid  and  his  co-workers  and  recently 
through  the  second  source.  A limited  amount  of 
fibrinogen  in  i Gm.  containers  is  now  available 
commercially.  This  fibrinogen  is  marketed  under 
the  trade  name  of  Parenogen  by  the  Cutter  Labora- 
tories. It  is  the  feeling  of  the  author  that  every 
hospital  accepting  obstetrical  patients  should  possess 
a minimum  of  10  units  of  this  substance  to  care  for 
any  emergency.  At  the  present  time,  due  to  limited 
supplies,  a maximum  of  six  units  only  is  available 
to  each  hospital.  It  is  suggested  that  an  additional 
supply  be  concentrated  in  a central  depot  so  that 
any  institution  needing  more  than  is  locally  avail- 
able be  promptly  supplied  in  this  fashion. 

It  should  be  emphasized  that  whenever  any  blood 
fraction,  including  fibrinogen,  is  administered  the 
danger  of  the  subsequent  development  of  homolo- 
gous serum  jaundice  must  be  considered.  Fibrinogen 
available  at  present  has  been  sterilized  with  ultra- 
violet rays.  However,  afibrinogenemia  is  such  a 
serious  condition  with  so  high  a mortality  when 
replacement  therapy  is  not  used  that  it  is  felt  that  the 
fear  of  homologous  serum  jaundice  should  not  pro- 
hibit the  use  of  the  fibrinogen  preparations  now 
available. 
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Dr.  Buxton  Appointed 

Dr.  Charles  Lee  Bu.xton,  a member  of  the  faculty 
of  Columbia  University  College  of  Physicians  and 
Surgeons,  has  been  appointed  Professor  of  Obstetrics 
and  Gynecology  and  Chairman  of  the  Department 
effective  April  1954.  He  will  succeed  Dr.  Herbert 
Thoms  who  has  retired  after  serving  as  chairman 
of  this  department  since  1947. 

Dr.  Buxton,  who  was  born  in  Superior,  Wisconsin, 
received  his  b.s.  degree  from  Princeton  University 
in  1927  and  his  m.d.  from  Columbia  University  in 
1932.  In  1940  he  received  the  Doctor  of  Medical 
Science  degree  from  Columbia.  Following  his  gradu- 
ation from  medical  school,  he  interned  in  surgery 
at  the  Alary  Imogene  Bassett  Hospital  in  Coopers- 
town.  New  York.  The  internship  was  followed  by 
a year  as  a research  fellow  in  anatomy  at  Harvard. 
From  1934  to  1938,  he  served  on  the  house  staff  of 
Sloane  Hospital  for  Women  in  New  York  City. 


Albitrtus-Yale  News  Bureau 
Dk.  C.  Lee  Buxton 


In  1938  he  was  appointed  an  assistant  attending 
in  obstetrics  and  gynecology  at  Sloane  Hospital  and 
an  assistant  in  obstetrics  and  gynecology  at  Columbia 
University  College  of  Physicians  and  Surgeons. 
During  World  War  II  he  served  in  the  U.  S.  Navy 
lAIedical  Corps  at  Annapolis  and  later  in  the  Pacific 
Theater  and  was  released  from  service  with  the  rank 
of  commander.  He  became  an  associate  attending  and 
chief  of  clinic  at  Sloane  Hospital  and  an  associate 
professor  at  Columbia  in  1947.  Since  1951  Dr.  Bux- 
ton has  been  Professor  of  Clinical  Obstetrics  and 
Gynecology  at  Columbia. 

His  publications  and  research  activities  reveal  Dr. 
Buxton’s  wide  interests  in  the  various  aspects  of 
obstetrics  and  gynecology;  however,  he  has  been 
particularly  interested  in  the  problems  of  sterility 
and  gynecological  endocrinology.  He  has  served 
since  1948  as  a member  of  the  editorial  board  of  the 
Journal  of  Clinical  Endocrinology  and  Metabolism. 

In  addition  to  his  appointment  as  Professor  and 
Chairman  of  the  Department,  Dr.  Buxton  will  be 
Obstetrician-  and  Gynecologist-in-Chief  of  the 
Grace-New  Haven  Community  Hospital  University 
Service. 
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THE  PRESIDENT’S  PAGE 

SOCIALISTIC  TRENDS  IN  MEDICINE 

'‘‘All  that  is  necessary  for  the  triumph  of 
evil  is  that  good  men  do  nothing^ 

Edmund  Burke 

TT* EN  years  ago  the  medical  profession  united  to  meet  the  emergency  of  the 
proposed  Murray-Wagner-Dingell  socialized  medicine  bill.  At  the  present  session 
of  the  83rd  Congress  more  socialistic  measures  than  ever  before  will  be  given 
prominence  as  “must  legislation.” 

Every  doctor  should  be  well  informed  regarding  these  avenues  of  approach  to 
socialism  and  should  do  everything  within  his  power  to  combat  the  dangers  that 
face  us. 

Hearings  on  health  legislation  are  now  being  held.  The  Ives  bill,  Si  153,  pro- 
poses to  subsidize  the  voluntary  plans,  Public  Health  units,  medical  and  nursing 
schools,  and  other  health  facilities.  President  Eisenhower’s  medical  and  health 
program  does  not  go  as  far  as  the  Ives  Bill  but  calls  for  the  reinsurance  of  the 
various  health  plans  through  a government  reinsurance  corporation.  This  means 
the  intrusion  of  the  federal  government  into  our  system  of  free  enterprise,  indi- 
vidual initiative  and  responsibility.  If  the  government  goes  into  the  reinsurance 
business  either  it  will  be  self  supporting  from  fees,  which  is  no  advantage  over  the 
private  reinsurance  plans  already  operating,  or  else  it  will  not  be  self  sustaining 
and  there  you  have  a government  subsidy  for  health  insurance  all  ready  to  be 
expanded  into  a full-scale,  national,  compulsory  scheme. 

Another  precarious  avenue  to  socialized  medicine  is  the  ever  increasing 
Veterans  Administration  medical  care  program.  There  are  20,000,000  veterans  in 
the  United  States  with  a yearly  increase  of  800,000.  If  the  federal  government  con- 
tinues to  provide  benefits  to  this  group  for  nonservice-connected  disabilities,  then 
this  expanded  program  of  free  medical  care  and  hospitalization  will  be  furnished 
by  the  government  for  approximately  one-third  of  the  adult  citizens  of  this 
country. 

Eurthermore,  a bill  has  been  prepared  for  Congress  to  furnish  medical  care 
to  the  dependents  of  military  personnel.  This  would  mean  that  drafted  doctors 
would  have  their  services  given  away  for  the  care  of  these  dependents. 

The  extension  of  Social  Security  to  10,000,000  more  persons  with  the  inclusion 
of  doctors  is  already  under  way.  Organized  medicine  is  opposed  to  this  expansion 
of  Social  Security  on  the  basis  that  it  is  actuarily  unsound,  tax  eating,  and  another 
step  towards  state  socialism. 

The  American  medical  profession  faces  a difficult  and  critical  year.  Doctors 
must  be  prepared  in  the  coming  months  to  make  real  sacrifices  of  effort,  time,  and 
money  in  a stand  against  the  socialistic  trends  in  medicine. 

George  H.  Gildersleeve,  m.d. 
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CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Fitblic  Relatiotis  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1954  Annual  Meeting  of  the  House  of  Delegates  will  be  held  in  the  auditorium  of  the 
Bulkeley  High  School,  Hartford,  (use  Maple  Avenue  entrance ) commencing  at  10:00  o’clock 
in  the  morning  of  Tuesday,  April  27. 

Following  luncheon,  the  House  will  reconvene  for  the  completion  of  business. 

George  A.  Gildersleeve,  President 
Creighton  Barker,  Secretary 

INTRODUCTION  OF  RESOLUTIONS  BY-LAWS  ARTICLE  VII,  SECTION  4 

Par.  I.  All  resolutions  to  be  introduced  before  the  House  of  Delegates  at  an  annual,  semi-annual  or 
special  meeting,  except  resolutions  and  recommendations  from  the  Council  and  resolutions  and  recom- 
mendations that  may  be  contained  in  commitee  reports,  shall  be  delivered  to  the  Executive  Secretary  in 
time  for  publication  in  the  official  agenda  for  the  meeting  at  which  action  is  to  be  taken. 

Par.  2.  Resolutions  and  recommendations  to  be  introduced  before  the  House  of  Delegates  at  an 
annual,  semi-annual  or  special  meeting  by  the  Council  or  resolutions  and  recommendations  that  may  be 
contained  in  reports  of  standing  or  special  committees  of  the  Society  shall  be  published  in  the  official 
agenda  for  the  meeting  at  which  action  is  to  be  taken.  The  official  agenda  shall  be  distributed  to  the 
members  of  the  House  of  Delegates  at  the  earliest  possible  date  preceding  the  meeting. 

Par.  3.  Resolutions  and  recommendations  which  do  not  meet  the  requirements  of  Paragraphs  i and  2, 
of  Section  4 of  this  article  may  be  accepted  for  action  by  a session  of  the  House  of  Delegates  by  a majority 
vote  of  the  delegates  present.  Such  resolutions  and  recommendations  shall  be  referred  at  once  by  the 
presiding  officer  to  reference  committees  appointed  by  him  from  the  membership  of  the  House.  These 
reference  committees  shall  consider  the  resolutions  and  recommendations  referred  to  them  and  shall 
report,  with  recommendations,  to  the  House  before  adjournment  of  the  session. 


Council  Meeting 

The  February  meeting  of  the  Council  was  held 
at  the  offices  of  the  Society  on  February  ii,  1954. 
The  meeting  was  called  to  order  by  the  Chairman 
at  4:30  p.  M.  There  were  present  in  addition  to  the 
Chairman,  Dr.  Danaher,  Drs.  Gildersleeve,  Mar\dn, 
Barker,  Weld,  Whalen,  Fincke,  Ogden  Alternate  for 
Gallivan,  Walker,  Tracy,  Gettings,  Labensky. 
Speaker  of  the  House  Dr.  Gibson,  Vice-Speaker 
Dr.  Feeney,  Alternate  Councilor  Dr.  Buckley.  Ab- 


sent: Drs.  Couch,  Murdock,  Gallivan,  Flaherty, 
Ottenheimer,  Gens,  Ursone,  Otis,  Archambault  and 
Gilman. 

NOMINATIONS  1 954- 1 95  5 

The  Nominating  Committee  held  its  second  meet- 
ing at  4:00  this  day,  just  preceding  the  meeting  of 
the  Council  and  completed  nominations  of  officers 
and  committees  for  the  year  1954-1955,  except 
nominations  for  the  Editorial  Board  of  the  Journal, 
which  it  is  proposed  to  change  by  an  amendment  to 
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the  By-laws  to  be  passed  upon  at  the  Annual  Meet- 
ing of  the  House  of  Delegates,  April  27,  1954.  The 
nominations  made  by  the  Nominating  Committee 
were  reviewed  by  the  Council  and  they  were  ap- 
proved without  change  for  presentation  to  the 
House  of  Delegates  at  the  Annual  Meeting.  (AA'IB 
2-1  i-54-“A”) 

BY-LAA\’  AMENDMENT;  OPERATION  OE  THE  JOURNAL 

Dr.  iVlarvin  presented  a report  for  the  Sub-com- 
mittee to  Study  Journal  Operations.  (AMB  2-1 1- 
54-“B”)  Mainly  this  report  consisted  of  the  fol- 
lowing recomendation  for  the  amendment  of  the 
By-law’s  of  the  Society. 

Article  VI,  Sec.  1,  Par.  i— The  designation  of 
“Editor-in-Chief  of  the  Journal”  shall  be  changed 
to  ‘‘‘'Mmmgwg  Editor  of  the  Journal.” 

Article  VI,  Sec.  i.  Par.  i— delete  “the  Literary 
Editor  of  the  Journal.”  (This  removes  the  Literary 
Editor  as  an  officer  of  the  Society.) 

Article  VI,  Sec.  2,  Par.  6— The  designation  of 
“Editor-in-Chief  of  the  Journal”  shall  be  changed  to 
^‘‘Managing  Editor  of  the  Journal.” 

Article  \^I,  Sec.  2,  Par.  7— should  be  deleted  in  its 
entirety.  (This  paragraph  states  the  duties  of  the 
Literary  Editor.) 

Article  VI,  Sec.  2,  Par.  8 becomes  Par.  7.  Par.  9 
becomes  Par.  8.  Par.  10  becomes  Par.  9. 

Article  VI,  Sec.  2,  Par.  10— The  designation  of 
“Editor-in-Chief  of  the  Journal”  shall  be  changed 
to  ^‘'Mmiagbig  Editor  of  the  Journal.” 

Article  IX,  Sec.  i.  Par.— The  designation  of 
“Editor-in-Chief  of  the  Journal”  shall  be  changed 
to  ^‘’Managing  Editor  of  the  Journal.” 

Article  IX,  Sec.  i.  Par.  i— delete,  “the  Literary 
Editor  of  the  Journal.”  (This  removes  the  Literary 
Editor  of  the  Journal  as  a member  of  the  Council.) 

Article  IX,  Sec.  2,  Par.  2— delete,  “except  the 
Literary  Editor  of  the  Journal  w ho  shall  not  vote.” 
(This  refers  to  the  privileges  of  the  Literary  Editor 
as  a member  of  the  Council.) 

Article  X,  Sec.  3,  Par.  3,  to  be  amended  to  read 
as  follows:  The  Nominating  Committee  shall  nomi- 
nate to  the  House  of  Delegates  each  year  an  Editorial 
Board  of  the  Journal,  consisting  of  not  more  than 
fifteen  members.  One  of  these  shall  be  nominated 
as  the  iVlanaging  Editor  of  the  Journal  and  he  shall 
be  a member  of  the  Council  also.  One  other  member 
of  the  Board  shall  be  nominated  as  Literary  Editor 
of  the  Journal  and  he  shall  serve  as  Chairman  of  the 


Editorial  Board.  The  Literary  Editor,  wdth  the 
active  participation  and  advice  of  other  members  of 
the  Board,  shall  be  responsible  for  the  acceptance 
or  rejection  of  manuscripts  for  publication  and  for 
their  literary  juality.  He  shall  not  be  concerned  wdth 
the  business  or  financial  aspects  of  the  Journal, 
which  shall  be  the  responsibility  of  the  Managing 
Editor.  The  remaining  members  of  the  Editorial 
Board  shall  be  selected  so  far  as  feasible,  to  represent 
the  major  division  of  medicine,  surgery,  pediatrics, 
obstetrics  and  psychiatry  and  consideration  shall  be 
given  to  representation  from  the  geographic  areas 
of  the  state.  In  addition  to  the  Board  so  nominated, 
the  President  of  the  Society  shall  serve  as  an  ex 
officio  member  wdth  all  rights  and  privileges  of 
other  members  during  the  term  of  his  office.  The 
Editorial  Board  shall  edit  and  publish  the  Connecti- 
cut State  Medical  Journal  and  shall  determine  its 
advertising  policy,  all  in  a manner  to  promote  the 
best  interests  of  medicine. 

It  was  voted  to  accept  the  report  as  presented  by 
Dr.  Marvin  and  recommend  the  proposed  amend- 
ment to  the  By-la w^s  to  the  House  of  Delegates  at 
the  Annual  Meeting  on  April  27.  Included  in  the 
motion  was  a directive  to  the  executive  secretary 
to  make  such  editorial  changes  in  the  proposed 
motion  as  would  be  required  for  consistency  wdth 
existing  provisions,  of  the  By-laws  and  to  propose 
amendments  to  other  By-laws  that  may  be  incom- 
patible with  this  change.  To  that  end  further  amend- 
ments to  the  By-law^s  are  necessary. 

alternate  councilors 

Dr.  Whalen,  Chairman  of  the  Subcommittee  on 
the  Status  of  Alternate  Councilors  discussed  the 
report  of  that  committee  wdrich  had  been  distributed 
to  the  members  of  the  Council  prior  to  this  meeting. 
(AAdB  2-ii-54-“C”)  It  was  voted  to  approve  the 
followdng  recommendations  contained  in  the  report 
( i ) the  Council  through  the  simple  adoption  of 
“floor  rules,”  acknowdedge  the  Alternate  Councilors, 
Speaker  and  Vice-Speaker  of  the  House  as  “associate 
members”  of  the  Council  for  the  time  being  with 
all  privileges  except  those  of  making  motions  and 
voting  and  (2)  that  the  Chairman  of  the  Council, 
the  President  of  the  Society,  and  the  executive 
secretary  in  conference  shall  make  nominations  to 
the  Council  at  its  next  meeting  for  a committee  to 
prepare  revision  of  the  Charter  and  By-laws  of  the 
Society  for  presentation  to  the  House  of  Delegates 
in  December,  1954  with  the  intent  to  have  such 
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Charter  changes  as  are  made  submitted  to  the  Gen- 
eral Assemblv  of  the  State  of  Connecticut  during  its 
1955  Session.  The  number  of  members  to  serve  on 
this  committee  is  to  be  determined  by  the  Chairman 
of  the  Council,  the  President  of  the  Society,  and  the 
executive  secretary. 

COMiMITTEE  ON  NATIONAL  LEGISLATION 

The  secretary  proposed  that  additional  funds  be 
alloted  to  the  Committee  on  National  Legislation 
for  the  year  1954  explaining,  that  the  Committee 
had  already  overspent  its  1954  budget  allotment  due 
to  the  expense  of  distributing  AMA  literature  in 
support  of  the  Bricker  Amendment  to  the  Constitu- 
tion of  the  United  States,  and  a referendum  to  all 
members  of  the  Society  on  Social  Security  coverage 
for  physicians  and  the  voluntary  pension  proposals 
in  the  Jenkins-Keogh  bill.  It  was  voted  that  an 
additional  allotment  of  $150  be  made  to  the  Com- 
mittee on  National  Legislation  and  to  inform  the 
Chairman  of  the  Committee  that  the  Council  re- 
quests that  it  seek  from  the  Council  more  guidance 
as  to  policy  and  that  the  Committee  report  fre- 
quently to  the  Council  concerning  its  past  and 
proposed  activities. 

PROFESSIONAL  POLICY  COXIMPnEE,  HARTFORD 
COUNTY  RESOLUTION 

A resolution  passed  by  the  Board  of  Directors  of 
the  Hartford  County  Medical  Association  at  its 
January  meeting  was  presented.  The  resolution  fol- 
lows (AAIB  2-1  i-54-“D”). 

“The  Board  of  Directors  of  Hartford  County 
Medical  Association  recommend  to  the  state  Coun- 
cil that  more  adequate  proportional  representation 
of  medical  men  on  the  board  of  directors  of  the 
Professional  Policy  Committee  of  CMS  be  achieved.” 

Dr.  Ogden  explained  that  the  expression  “medical 
men”  referred  to  physicians  in  medical  practice 
rather  than  those  engaged  in  surgery  and  allied  fields. 
Dr.  Feeney,  Chairman  of  the  Board  of  Directors  of 
the  Hartford  County  Medical  Asisociation  was 
asked  to  enter  the  discussion  as  did  many  others. 
Dr.  Danaher  explained  the  present  make-up  of  the 
Professional  Policy  Committee  and  the  several  fields 
of  medical  practice  represented  by  members  of  the 
Committee  and  the  Board  of  Directors  of  CMS.  It 
was  finally  voted  that  the  Chairman  of  the  Council 
appoint  a special  subcommittee  of  three  members 
of  the  Coucil  to  study  the  proposals  of  the  Hartford 
County  Medical  Association  and  report  to  the  Coun- 
cil at  its  next  meeting. 


PROFESSIONAL  LIABILITY  INSURANCE  PROBLEMS 

The  executive  secretary,  in  accordance  with  in- 
structions by  the  Council  at  its  January  meeting, 
reported  that  a pamphlet  on  professional  liability 
insurance  problems  was  available  from  the  Council 
on  Medical  Service  of  the  American  Medical  Asso- 
ciation. It  was  voted  that  a supply  of  these  pamph- 
lets be  obtained  and  a copy  be  sent  to  each  new 
member  of  the  Society  at  the  time  of  his  election. 
It  was  also  noted  that  members  of  the  Council  de- 
sired to  have  copies  of  this  pamphlet. 

“ghost”  surgery 

Dr.  Labensky  discused  the  hazard  of  permitting 
interns  and  residents  to  do  surgery  and  have  the 
attending  surgeon  collect  insurance  fees  for  such 
services  and  read  at  length  an  article  from  the  New 
York  World  Telegram,  February  10,  1954.  (AMB 
2-ii-54-“G”.) 

MARCH  MEETING 

It  was  agreed  that  the  next  meeting  of  the  Council 
be  held  at  the  offices  of  the  Society  on  Thursday, 
Adarch  1 1.  The  meeting  adjourned  at  6:45  p.  m. 

Delegates  to  Annual  Meeting 

The  By-Laws  of  the  Society  provide  that  each 
county  association  is  entitled  to  one  delegate  in  the 
House  of  Delegates  for  each  thirty-five  members  in 
the  association  or  fraction  thereof  based  on  the  mem- 
bership as  of  December  3 1 of  each  year.  According 
to  this,  the  quota  of  delegates  from  each  county 
association  who  should  attend  the  Annual  Adeetino- 
of  the  Houe  of  Delegates  which  will  be  held  in 
Hartford,  April  27  and  the  Semi-Annual  Adeeting  in 
December  is  as  follows: 


MEMBERSHIP  OFFICIAL 

COUNTY  DECEMBER  3 1 , 1 95  3 DELEGATES 

Fairfield  739  22 

Hartford  871  25 

Litchfield 122  4 

Middlesex  94  3 

New  Haven  802  23 

New  London  159  5 

Tolland  15  i 

Windham  61  2 


The  secretary’s  office  will  appreciate  being  in- 
formed as  soon  as  possible,  the  names  and  addresses 
of  all  of  the  delegates  who  will  represent  your 
county  at  the  Annual  Adeeting  of  the  House  of 
Delegates  in  Hartford.  The  agenda  for  the  meeting 
is  now  being  prepared  and  will  be  delivered  to  each 
delegate  as  soon  as  possible.  If  any  of  the  delegates 
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from  a county  association  cannot  attend  the  meet- 
ing, this  office  should  be  notified  who  their  alter- 
nates are  to  be  and  these  alternates  will  be  supplied 
with  the  agenda  and  reports. 

Election  of  Councilors 

Councilors  should  be  elected  for  a term  of  two 
years  at  the  annual  meeting  of  the  county  associa- 
tions this  year  in  Fairfield,  Litchfield,  New  Haven 
and  Tolland  counties. 

Appointment  to  Committee  on  Professional 
Relations 

The  By-Laws  require  that  the  county  associa- 
tions in  Fairfield,  Litchfield,  New  Haven  and 
Tolland  counties  at  their  annual  meeting  in  1954, 
elect  a past-president  of  the  association  to  serve  for 
two  years  on  the  state  Committee  on  Professional 
Relations.  No  member  of  the  Council  of  the  State 
Medical  Society  is  eligible  for  election  to  this  com- 
mittee and  no  member  shall  be  elected  to  serve  two 
consecutive  terms. 


February 


February 

February 

February 

February 

February 


February 

F ebruary 

February 

February 

F ebruary 


Meetings  Held  in  February 

1—  Conference  Committee  With  the 
Connecticut  Pharmaceutical  Associa- 
tion 

1954  Clinical  Congress  Committee 

2—  Connecticut  Nutrition  Council 

3—  Medical  Examining  Board 

4—  Committee  on  Public  Health 
1 1— Nominating  Committee 

Monthly  meeting  of  the  Council 

1 5—  Arrangement  Committee  for  1954  An- 
nual Meeting 

State  Advisory  Council  for  Connecti- 
cut Hospital  and  Public  Health  Center 
Construction  Program 

16—  Board  of  Directors— Connecticut 
Medical  Service 

17—  Committee  on  Maternal  Mortality  and 
Morbidity 

18—  Committee  on  School  Health 

24—  Committee  on  Neonatal  Mortality 
Medical  Examining  Board 

25—  Committee  on  the  Improvement  Care 
of  the  Patient 


New  Members 

(Elected  January  26,  1954) 

LITCHFIELD  COUNTY 

John  B.  Irwin,  Torrington 
Howard  S.  Jeck,  Jr.,  Torrington 


Medical  Center  Established  by  Yale  School 
of  Medicine  and  Grace-New  Haven 
Community  Hospital 

The  Yale  University  School  of  Medicine  and 
Grace-New  Haven  Community  Hospital  will  ex- 
pand their  affiliated  activities  under  a new  program 
to  be  known  as  the  Yale-New  Haven  Medical  Cen- 
ter. Hiram  Sibley,  executive  director  of  the  Con- 
necticut Hospital  Association  since  1948,  has 
accepted  appointment  as  Director  of  Program 
Development  for  the  new  medical  center  and  nine 
leaders  of  the  hospital  and  medical  school  have  been 
appointed  to  an  Advisory  Committee  to  further  the 
program. 


Malley  Photo 

Hiram  Sibley 


Mr.  Sibley,  authority  on  hospital  finance,  has  been  named 
Director  of  Program  Development  of  the  Yale-New  Haven 
Medical  Center.  He  will  resign  as  Executive  Director  of  | 
the  Connecticut  Hospital  Association,  a post  he  has  held  ! 
since  1948,  to  accept  his  new  appointment. 


MARCH,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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Fairchild  Aerial  Photo 

Aerial  View  of  Yale-New  Haven  Medical  Center 


This  aerial  view  shows  how  the  growing  physical  plant  of  the  Yale-New  Haven  Medical  Center  covers  more  than 
three  city  blocks.  The  new  Harkness  residential  building  for  the  medical  school  will  cover  the  entire  triangular  area 
(see  arrow  top  center),  and  is  expected  to  be  completed  by  September,  1955.  The  new  Grace-New  Haven  nurses  build- 
ing and  the  new  Ademorial  hospital  unit  (see  arrow  top  left)  were  both  completed  in  1953. 


Members  of  the  new  Advisory  Committee  are: 
Dr.  Vernon  W.  Lippard,  dean  of  the  Yale  School 
of  Medicine;  Dr.  Albert  W.  Snoke,  director  of  the 
Grace-New  Haven  Community  Hospital;  Elizabeth 
S.  Bixler,  dean  of  the  Yale  School  of  Nursing;  G. 
Harold  Welch,  New  Haven  banker  and  hospital 
trustee;  Charles  M.  O’Hearn,  assistant  to  the  presi- 
dent of  Yale;  Dr.  Gustaf  E.  Lindskog,  professor  of 
surgery;  Robert  E.  Ramsay,  president  of  the  New 
Haven  Gas  Company  and  hospital  trustee;  Dr. 
Luther  K.  Musselman,  chief  of  the  hospital’s  general 
service  staff;  and  Reginald  G.  Coombe,  New  York 
bank  executive  who  is  vice-chairman  of  the  Univer- 
sity Council  and  chairman  of  its  Medical  Affairs 
Committee, 


Mr.  Sibley’s  resignation  as  executive  director  of 
the  Hospital  Association  will  become  effective  one 
month  following  appointment  of  a new  director  to 
assure  continuity  of  operation,  it  was  announced. 

The  announcement  of  the  new  medical  center 
plans  and  appointments  was  made  jointly  Eebruary 
3 by  President  A.  Whitney  Griswold,  Yale  Univer- 
sity, and  President  George  S.  Stevenson,  Grace-New 
Haven  Community  Hospital.  An  immediate  objec- 
tive of  the  Yale-New  Haven  Medical  Center  plan, 
they  explained,  will  be  the  development  of  a program 
of  public  relations,  fund-raising  promotion  and  pro- 
gram development.  “The  experience  of  other  great 
medical  centers,”  they  said,  “shows  that  hospital  and 
medical  school  functions  and  activities  cannot  be 
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separated  when  presenting  programs  to  the  public. 
Strengthening  and  support  of  one  of  the  partners 
materially  assists  the  other.” 

Under  the  new  plan  the  university  and  the  hospital 
will  retain  their  independent  corporate  structures, 
but  will  join  forces  in  developing  programs  for 
medical  research,  teaching  and  hospital  operation. 
The  broad  objective  in  the  strengthening  of  the 
128  vear  old  partnership  of  the  two  institutions  is 
the  development  of  a major  medical  center  for 
Southern  New  England  similar  in  concept  to  the 
Columbia-Presbyterian  Medical  Center  in  New  York 
City.  As  presently  constituted,  the  Yale-New  Haven 
Medical  Center  is  concentrated  within  three  city 
blocks  in  New  Haven,  where  more  than  3,000  physi- 
cians, nurses,  laboratory  technicians,  and  other  per- 
sonnel carry  on  its  work. 

Founded  early  in  the  nineteenth  century,  both  the 
school  of  medicine  and  the  hospital  are  among  the 
nation’s  oldest  medical  institutions.  Through  efforts 
of  the  Connecticut  State  Adedical  Society  and  Yale 
College,  authorization  to  establish  a medical  depart- 
ment was  granted  by  the  Legislature  in  October, 
1810.  Known  as  the  “Medical  Institution  of  Yale 
College,”  the  department  marked  the  beginning  of 
medical  education  at  Yale  and  it  was  jointly  admin- 
istered by  the  State  Medical  Society  and  the  College 
through  the  following  half  century. 

New  Haven  Hospital  was  established  on  its  pres- 
ent site  in  1826  by  ten  physicians,  five  of  whom  were 
members  of  the  Yale  faculty.  They  contributed 
their  own  funds  to  start  the  hospital,  the  fifth  of  its 
kind  to  be  founded  in  the  United  States. 

Grace  Hospital,  opened  in  1892,  was  consolidated 
with  New  Haven  Hospital  in  1945,  when  both  insti- 
tutions were  considering  new  building  programs. 
Consolidation  was  effected  under  the  corporate 
title  of  Grace-New  Haven  Community  Hospital  and 
funds  were  raised  to  construct  the  new  Memorial 
Unit,  completed  early  in  1953.  The  hospital  now  has 
a total  capacity  of  813  beds. 

Plans  for  the  Yale-New  Haven  Adedical  Center 
also  comprise  closer  affiliation  of  the  Yale  and  Grace- 
New  Haven  Schools  of  Nursing,  the  Yale  Psychiatric 
Institute,  the  Yale  Department  of  Public  Health  and 
the  Child  Study  Center.  Although  Medical  Center 
operations  will  accent  the  development  of  services 
already  in  existence  rather  than  construction  of  new 
buildings,  the  physical  plant  is  continuing  to  expand. 
The  hospital’s  new  10  story  Memorial  Unit  repre- 
sents a major  addition  to  its  facilities  and  the  Yale 


School  of  iMedicine  has  received  $2,750,000  from  ! 
the  Commonwealth  Fund  to  construct  a residential  ! 
unit  for  medical  students.  To  be  known  as  the  i 
Edward  S.  Harkness  Alemorial  Hall,  the  new  struc-  ! 
ture  is  scheduled  for  completion  by  September,  1955. 

]Mr.  Sibley  will  continue  his  close  association  with  j 
hospital  and  medical  care  programs  in  his  new  assign-  j 
ment.  He  has  served  as  secretary  to  the  councils  and  j 
committees  of  the  Hospital  Association  and  as  the  ; 
Association’s  representative  on  the  Governor’s  j 
Commission  on  Connecticut’s  Health  Resources;  the  I 
Advisory  Committee  of  the  State  Health  Department  i 
on  Hill-Burton  Funds;  the  State  Board  of  Nurse 
Examiners,  the  State  Education  Department;  the 
Licensed  Practical  Nurse  Program;  and  several  vol- 
untary health  agencies.  He  also  has  served  as  Co- 
ordinator for  Hospitals,  Connecticut  Civil  Defense 
Program,  and  as  secretary  of  the  Yale  Department 
of  Public  Health,  and  lecturer  on  Public  Flealth 
Administration.  A graduate  of  Harvard  University, 
Class  of  1931,  iVlr.  Sibley  later  attended  the  Univer- 
sity of  Rochester  where  he  received  the  degree  of 
master  of  arts  in  1948.  He  also  holds  a master’s  de- 
gree in  public  health  from  Yale  University  and  is  a 
fellow  of  the  American  Public  Health  Association. 
Accomplishments  of  the  Connecticut  Hospital  Asso- 
ciation under  his  direction  include  the  publication  of 
a Cost  Accounting  Adanual,  the  adoption  of  a Con- 
necticut Blue  Cross-Hospital  Agreement  establishing 
the  basis  of  reimbursement  as  current  hospital  costs, 
the  passage  of  a number  of  State  laws  including  a cost 
reimbursement  statute,  a hospital  licensing  law,  and  a 
nurse  scholarship  bill,  and  the  development  of  a 
statewide  hospital  public  information  program. 


VA  TB  Case  Finding  Survey  Program  | 

The  TB  case  finding  program  carried  on  by  the  | 
ATterans  Administration  has  been  operating  for  four  j 
years  now.  During  that  period  3,217,000  persons  | 
have  been  screened  for  tuberculosis.  These  include  i 
2,513,000  patients  and  704,000  employees.  Y^A  has  j 
discovered  12,740  cases  of  active  pulmonary  TB  j 
and  34,470  inactive  cases  among  these  two  large  1 
groups.  ; 

Nearly  91,000  other  chest  conditions  were  dis-  j 
covered  during  the  last  year  of  the  survey.  Also  i 
many  important  avenues  have  been  opened  up  in  the  | 
field  of  research  for  the  use  of  the  tuberculosis  data  { 
developing  from  the  program.  [ 
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JOHN  HUXHAM,  M.D.,  1757 
An  Essay  on  Fevers 
Arthur  S.  Brackett,  m.d.,  Riverside 


JOHN  Huxham,  who  was  a Fellow  of  the  Royal 
College  of  Physicians  at  Edinburgh  and  of  the 
Royal  Society  at  London,  had  already  published 
(about  1747)  “A  Small  \h)lume  of  Observations  of 
the  Air  and  Epidemic  Diseases.”  He  read  before  the 
Royal  Society  a paper  on  the  American  method  of 
inoculating  against  the  smallpox  by  Dr.  Benjamin 
Gale  of  Killing  worth,  Connecticut.  Huxham  paints 
a most  interesting  picture  of  the  practice  of  medicine 
in  the  eighteenth  century. 

I \vas  fortunate  enough  to  find  in  an  antique  shop 
in  Stamford,  Connecticut,  a “Huxham  on  Fevers,” 
the  third  edition.  The  table  of  contents  shows  how 
much  he  had  read  and  how  busy  he  must  have  been. 
The  footnotes  are  often  in  Latin,  sometimes  in  Greek 
in  the  original  language  and  letters.  One  seldom 
finds  an  index  in  old  medical  works.  This  book  has 
an  index  of  authors  and  subjects,  plus  an  index  of 
his  “Dissertation  on  the  Malignant  Ulcerous  Sore- 
throat.”  (See  illustration.) 

One  is  most  intriged  by  the  description  of  a case 
where  the  ribs  were  affected  by  tuberculosis,  a very 
rare  lesion.  There  was  also  present  a tumor  as  “big 
as  a turkey  egg.”  A summary  of  the  physical  symp- 
toms of  the  case  during  the  patient’s  sickness  and  a 
description  of  what  Huxham  found  at  autopsy  fol- 
lows in  his  own  words. 

“About  Christmas  1728  Mr.  T.  . . .,  a worthy 

sober  Gentleman,  about  thirty,  of  a thin  Habit  of 
Body  but  a lively  active  Disposition,  was  seized  with 
Pain  in  his  right  side,  and  grew  a little  feverish.  He 
was  bled  by  his  Surgeon  . . but  finding  the 

Pain  of  his  side  daily  increasing  after  about  three 
weeks  he  consulted  me. 

“I  found  him  under  hectical  Heats,  a short  cough 
and  difficulty  of  breathing  . . . He  expecto- 

rated little,  and  that  with  Difficulty;  and  it  was  now 
sometimes  tinged  with  Blood.  I ordered  him  to  be 
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1)1  ed  ...  in  a few  days  he  began  to  spit  up  a 
vast  (piantity  of  purulent,  bloody,  foetid  Matter, 
which  proceeded  from  a Vomica  in  the  left  lobe  of 
the  lungs;  for  he  felt  a Sorness  in,  and  said  that  the 
matter  came  from,  a Place  to  the  left  of  the  Sternum, 
towards  the  bottom  of  the  Thorax.  At  length  very 
little  was  expectorated  . . . and  I flattered  my- 

self with  Hopes  of  his  speedy  Recovery.  But  not- 
w’ithstanding  all  these  promising  Symptoms,  the 
Pains  in  his  right  side  still  continued,  exactly  in  the 
same  place  where  it  first  began.  ...  At  last  the 
Part  began  to  swell  considerably,  and  manifest  signs 
of  an  Abscess  came  on.  . . . In  a few  days  the 

Surgeon  opened  it,  from  whence  issued  an  immense 
quantity  of  purulent  Matter  . . . Upon  further 

examination  we  found  two  of  the  Ribs  foul  and 
black  . . . He,  being  exceedingly  weak,  hecti- 

cal and  emaciated,  died  March  29th,  1729. 

“On  examining  the  Body  some  of  the  intercostal 
muscles  w'ere  black  . . . the  lower  part  of  the 

pleura  on  the  Right  and  diaphram  were  quite  black 
. . . A perforation  entered  the  right  Lobe  of 

the  lungs,  which  was  purulent.  In  the  left  lobe  we 
observed  a Kind  of  Calosity,  where  probably  the 
Vomica  lay;  and  near  the  Vertebrae  a large  Tumour, 
bigger  than  a Turkey-egg,  in  a state  of  Suppuration. 
There  were  several  other  small  Tubercles,  some  very 
hard,  some  full  of  Pus.  Both  lobes  of  the  lungs  were 
greatly  diseased  . . . They  adhered  firmly  to 

the  pleura  in  many  Places. 

“Probably  some  obstructions  were  formed  in  this 
Gentleman’s  lungs  antecedent  to  the  Pain  of  his 
Side,  as  he  had  been  sometimes  subject  to  a short 
dry  cough;  but  I am  persuaded  the  sharp  Humor, 
that  fell  on  the  Ribs  and  intercostal  muscles,  by 
hindering  free  Respirations,  greatly  contributed 
towards  the  obstructions  and  supperations  in  his 
lungs;  and  by  preventing  also  a due  expansion  of  the 
thorax,  it  might  increase  the  Adhesion  of  the  lungs 
to  the  Pleura.” 

Evidently  tuberculosis  of  the  ribs  is  quite  rare. 
The  “worthy  Gentleman”  was  lucky  to  live  as  long 
as  he  did,  considering  the  treatment  he  got. 
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The  author  wishes  to  acknowledge  help  by  Mr.  James 
Jeffrey,  professor  of  surgery  in  the  University  of  Edin- 
burgh, Scotland. 

THE  DOCTOR’S  OFFICE 

Al.  J.  Carl  Allison,  ph.d.,  m.d.  announces  the 
opening  of  new  offices  for  the  practice  of  roent- 
genology and  radiation  therapy  at  Greenwich 
Towers,  Greenwich. 

Anderson  W.  Donan,  m.d.  announces  the  opening 
of  an  office  for  the  general  practice  of  medicine  at 
Westover  Road,  Simsbury. 


A.  D.  A.  Forecast 

The  American  Diabetic  Association  publishes  a 
bimonthly  sheet  known  as  Forecast,  available  at  $2 
per  year.  It  is  edited  by  Frederick  W.  Williams, 
M.D.,  one  of  the  founders  of  the  American  Diabetes 
Association,  and  has  a distinguished  medical  Edi- 
torial Advisory  Board  which  includes  Charles  H. 
Best,  M.D.,  a co-discoverer  of  insulin. 

Sample  copies  and  subscription  forms  are  available 
without  cost  to  any  physician  for  use  with  his 
patients.  Many  physicians  have  found  it  quite  valu- 
able to  present  a year’s  subscription  to  each  new 
diabetic  patient;  the  good  will  engendered  has  been 
well  worth  the  nominal  cost.  Address  American 
Diabetes  Association,  1 1 West  42nd  Street,  New 
York  36,  New  York. 
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products  of  performance 


for  nasal 
congestion  in 
the  common  cold 
or  allergy 


THE  PATIENT  FEELS 

a greater  ease  in  breathing'. 

YOU  OBSERVE 

prompt  reduction  of  turgid 
mucous  membranes. 

THE  LITERATURE  REPORTS 

a rapid  decongestive  effect^— 
“relief  lasts  for  several 
hours”'  — and  a prolonged 
reduction  of  local  swelling 
and  congestion.' 

Supply : 0.05%  Sohdio7i,  1 oz. 
bottle  mid  15  vd.  Nebulizer. 

1.  Hild,  A.  M.:  Schweiz,  med.  Wchnschr. 
71:557.  1941. 

2.  New  and  Nonofficia!  Remedies, 

J.  B.  Lippincott  Co.,  Philadelphia,  1953,  p.  2C 

PRIVINE®  HYDROCHLORIDE 

(naphazoline  hydrochloride  CI8a) 


Summit,  N.J. 


for 

“off-season” 

allergic 

nasal 

congestion 


Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as ''perhaps 
the  commonest  cause  of  a stuffy  nose. . And  in  "off-season”  allergic 
nasal  congestion  - as  in  other  allergic  manifestations -you  can  rely  on 
Pyribenzamine  for  prompt  symptomatic  relief,  with  a minimum  of  sedation 
or  other  side  effects.  Keep  this  effective  prescription  in  mind  whenever  you 
suspect  allergy  as  a factor  in  "stuffy  nose.”  Pyribenzamine  hydrochloride 
(tripelennamine  hydrochloride  Ciba)  50-mg.  tablets,  bottles  of  100  and 
1000.  For  pediatric  use,  prescribe  palatable  Pyribenzamine  Elixir;  each 
4-ml.  teaspoonful  contains  30  mg.  tripelennamine  citrate.  Pints  and  gallons. 

1.  Dili,  J.  L.:  Postgrad.  Med.  ^:413,  1948. 

Py  r i be  n zam  i n e* 

No  other  antihistamine  combines  greater  clinical  benefit  with  greater  freedom  from  side  effects 
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'products  of  perfoT'mance 


3T^  €>1.11:1. 


for  the  patient 
with  moderate 


or  severe  essential 


hypertension 


THE  PATIENT  REPORTS 

progressive  relief  of 
hypertensive  symptoms 
if  i^resent. 

YOU  OBSERVE 

benefits  in  up  to  80%  of  cases : 
e.g.,  hypertension  gradually 
reduced,  renal  circulation 
improved,  eye-ground  changes 
may  be  reversed. 

THE  LITERATURE  REPORTS 

therapy  is  generally  well 
tolerated  with  initial 
low  dosages,  gradually 
increased.^’"'^  Patient 
response  is  the  guide  to 
dosage  adjustment.*  Optimal 
maintenance  dosage  level 
is  usually  reached  only 
after  3 weeks  or  more ; 
marked  therapeutic  effect 
cannot  be  expected  with 
initial  low  dosages.* 

Tablets  of  10,  25,  50,  100  mg. 
Ampuls  of  1 ml.,  20  mg. 

Hafkenschiel,J.H.,and  Lindauer,  M.A.; 
Circulation  7:  52,  1953. 

2.  Schroeder,  H.  A.:  Circulation  5:  28,  1952. 

3.  Riven,  S.  S.,  Pocock,  D.  G.,  Kory,  R.  C., 
Roehm,  D.  C.,  Anderson  R.  S.,  and 
Meneely,  G.  R.:  Am.  J.  Med.  14:  160,  1953. 

4.  Taylor,  R.  D.,  Dustan,  H.  P.,  Corcoran, 

A.  C.,  and  Page,  I.  H.:  Arch.  Int. 

Med.  90:  734,  1952. 

APRESOLINE®  HYDROCHLORIDE 

(hydralazine  hydrochloride  ciba) 


(^3  nib)  SI  Summit,  N.  J. 
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Special  Article 


FINANCING  HOSPITAL  CARE 


'^HE  Commission  on  Financing  of  Hospital  Care 
has  published  its  “summary  report”  containing 
recommendations  to  the  public,  the  principles 
which  underlie  these  recommendations,  and  the 
highlights  of  the  Commission’s  three  study  reports. 
It  will  be  remembered  that  this  Commission  is  an 
independent,  non  governmental  agency  sponsored 
bv  the  American  Hospital  Association  and  estab- 
lished in  November  1951  for  a period  of  two  years. 
Financing  of  the  work  of  this  Commission  was  made 
possible  by  grants  from  Blue  Cross  Commission, 
Health  Information  Foundation,  John  Hancock 
Mutual  Life  Insurance  Company,  W.  K.  Kellogg 
Foundation,  Michigan  Adedical  Service,  Adilbank 
Alemorial  Fund,  National  Foundation  for  Infantile 
Paralysis,  and  the  Rockefeller  Foundation  for  a 
total  of  $556,000.  The  objective  of  the  Commission 
was  “to  study  the  costs  of  providing  adequate  hos- 
pital services  and  to  determine  the  best  systems  of 
payment  for  such  services.” 

The  “summary”  report  covers  76  typewritten 
pages.  The  full  report  will  be  published  during 
1954  in  four  volumes.  The  areas  of  greatest  interest, 
as  established  by  an  analysis  of  questions  asked  at 
five  regional  conferences  held  throughout  the  nation 
were  ( i ) voluntary  prepayment,  ( 2 ) improved 
methods  of  financing  hospital  care  for  groups  unable 
to  afford  prepayment  or  in  other  ways  to  pay  for 
care,  and  (3)  why  does  hospital  care  costs  what  it 
does? 

The  Commission  found  that  voluntary  prepay- 
ment is  an  “effective  method  of  financing  commu- 
nity hospital  services”  which  “greatly  eases  the 
burden  of  financing  hospital  care  by  making  it  pos- 
sible to  meet  the  cost  through  advance  periodic  pay- 
ments of  known  amounts.”  “Its  effect,”  according 
to  the  Commission,  “is  to  reduce  significantly  the 
number  of  persons  unable  to  pay  for  their  care  at  the 
time  of  illness  and  the  number  for  whom  the  com- 
munity, through  private  or  tax  funds,  must  assume 
financial  responsibility.” 

The  Commission  also  found  that  “the  financial 
stability  of  the  voluntary  hospital  system  is  depend- 


ent upon  the  degree  to  which  voluntary  prepayment 
enables  both  the  general  public  and  the  hospitals  to 
meet  their  common  problem  of  financing  hospital 
care.” 

Funds  paid  to  the  voluntary  prepayment  hospital 
plans,  the  Commission  emphasized,  are  a “public 
trust”  and  “methods  to  assure  economy  and  maxi- 
mum effectiveness  in  their  use  are  a joint  obligation 
of  hospitals,  physicians,  prepayment  agencies  and 
the  general  public.” 

Stress  is  given  in  the  Commission’s  recommenda- 
tions to  development  of  measures  for  keeping  pre- 
payment costs  as  low  as  possible  by  eliminating  un- 
necessary admissions  to  hospitals  and  by  reducing 
unnecessary  use  of  hospital  beds  prior  to  active  treat- 
ment. The  Commission  suggested  prompt  discharge 
of  patients  after  medical  need  no  longer  exists  and 
the  curtailment  of  unnecessary  use  of  hospital  beds 
for  diagnostic  and  other  services  which  can  be  given 
on  an  ambulatory  basis  as  effective  ways  to  reduce 
the  cost  to  the  public  of  prepaid  hospital  care. 

The  Commission  found  that  “provisions  for  finan- 
cing hospital  care  for  persons  receiving  public  aid 
are,  in  most  communities,  insufficient  to  meet  the 
costs  of  necessary  hospital  care;  and,  in  many  com- 
munities, provisions  for  financing  hospital  care  for 
other  marginal  income  groups  are  nonexistent.” 

The  Commission  emphasized  that,  “If  such  groups 
as  the  aged,  the  unemployed,  the  disabled  and  low 
income,  as  well  as  public  aid  recipients,  are  to  have 
access  to  needed  hospital  care,  not  only  must  addi- 
tional funds  be  made  available,  but  creative  and 
imaginative  approaches  to  financing  and  administra- 
tion must  be  developed.” 

The  Commission  recommendations  include  specif- 
ic guides  for  states  and  communities  in  determining 
the  effectiveness  of  voluntary  prepayment  arrange- 
ments in  their  areas.  Afany  of  its  recommendations, 
the  Commission  believes,  are  applicable  to  particular 
community  situations  and  can  be  used  by  state  and 
local  study  groups.  Hospitals,  physicians,  prepay- 
ment agencies  and  otlier  community  groups,  the 
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Commission  suggested,  should  establish  state  and 
local  study  and  action  committees  to  work  together 
to  promote  maximum  coverage  of  the  population. 

Pointing  out  that  a substantial  increase  in  unem- 
ployment would  create  serious  financial  problems 
for  the  patient  and  the  hospital,  the  Commission 
recommended  several  methods  for  extending  volun- 
tary prepaid  protection  into  periods  of  unemploy- 
ment. It  felt  that  this  could  be  done  by  voluntary 
action  w ith  prepayment  plan  and  employer  coopera- 
tion. d he  Commission  proposed  as  one  approach, 
however,  the  inclusion  of  voluntary  prepayment 
costs  in  the  unemployment  compensation  program. 

Aged  retired  persons  and  the  permanently  dis- 
abled, the  Commission  found,  need  more  hospital 
care  than  other  groups  and  are  less  able  to  pay  for 
it.  I he  Commission  made  two  major  recommenda- 
tions on  this  subject.  One  encouraged  employers  to 
make  provision  for  coverage  of  retired  employees 
under  voluntary  prepayment  plans  as  part  of  their 
pension  programs.  The  other  proposed  “inclusion 
of  a provision  in  the  Federal  Old  Age  and  Survivors 
Insurance  program  for  hospital  protection  for  needy 
beneficiaries  receiving  monthly  income  maintenance 
benefits  under  this  program.”  The  Commission 
recommended  that  the  administration  of  such  hos- 
pital benefits  for  OASI  beneficiaries  be  the  respon- 
sibility of  state  and  local  agencies  and  that  protec- 
tion be  purchased  from  the  voluntary  prepayment 
plans  or  by  payments  directly  to  hospitals.  For  the 
low  income  group,  composed  of  persons  not  on 
relief  but  unable  to  meet  the  cost  of  prepayment,  the 
Commission  proposed  that  governmental  funds  be 
used  for  experimentation  in  developing  methods  for 
improved  financing  of  their  hospital  care  through 
voluntary  prepayment  plans.  Such  funds  should  be 
administered,  according  to  the  Commission,  by  local 
agencies.  The  Commission  observed  that,  to  the 
extent  low^  income  families  could  be  helped  to  budget 
lor  their  hospital  care  through  prepayment,  de- 
pendency on  local  relief  funds  would  be  reduced. 

For  the  groups  now^  receiving  public  relief,  the 
Commission  proposed  federal  grants  to  the  states 
and  localities  for  a limited  period  of  time  to  encour- 
age assumption  of  state  and  local  responsibility.  The 
Commission  emphasized  its  belief  that  these  groups 
can  be  brought  under  voluntary  prepayment  plans. 

Two  members  of  the  Commission,  Mr.  Rutten- 
berg  of  C.I.O.  and  Mr.  Shishkin  of  A.  F.  of  L.  filed 
a minority  report  in  which  attention  was  called  to 
the  fact  that  the  Commission  had  failed  to  recom- 


mend a comprehensive  system  of  social  insurance 
covering  the  costs  of  hospital  care,  and  had  also 
failed  to  consider  the  possibility  of  a comprehensive 
national  health  insurance  program.  The  Commission 
recommended  the  broadest  possible  pooling  of  risks 
and  costs  on  a community-wide  basis  to  maintain  as 
nearly  uniform  rates  as  possible  in  order  to  achieve 
maximum  population  coverage  including  protection 
for  those  groups  often  not  covered. 

It  also  recommended  that  state  and  local  groups, 
established  to  determine  the  eflrectiveness  of  com- 
munity voluntary  prepayment  arrangements,  devel- 
op and  support  methods  for  coverage  of  the  self- 
employed,  farm  families,  individuals  not  in  employed 
groups  as  well  as  all  classes  of  dependents  of  persons 
presently  covered. 

It  was  also  urged  that  the  area-wide  study  groups 
determine  the  prevailing  benefit  provisions  available 
to  persons  in  the  community.  The  public  should  be 
informed  of  the  basic  benefit  provisions  which  are 
required  for  adequate  protection,  states  one  of  the 
Commission  recommendations.  In  their  recom- 
mendations to  the  public  the  Commission  urged 
that  state  and  local  groups  direct  attention  to; 

1.  Reduction  in  the  multiplicity  of  benefit  patterns. 

2.  Improved  benefits  to  obviate  the  necessity  for 
purchasing  duplicate  hospitalization  protection. 

3.  Descriptions  of  benefit  provisions  which  use  non 
technical  language. 

4.  Elimination  of  unnecessary  and  trivial  special 
benefits  which  tend  to  obscure  the  real  nature  of 
the  contract  and  fail  to  indicate  the  serious  deficien- 
cies and  limitations  of  the  essential  benefit  provisions. 

The  Commission  reported  that  inflation,  popula- 
tion growth,  and  increased  number  of  admissions 
were  important  reasons  for  increases  in  total  hospital 
operating  expenditures.  If  the  value  of  the  dollar 
had  remained  unchanged  from  1935  to  1952,  the 
increase  in  total  expenditures  of  all  non  federal 
general  hospitals  would  have  been  only  199  per  cent. 
If  population  had  remained  the  same,  the  increase  in 
total  expenditures,  after  adjustment  for  inflation, 
w'ould  have  been  148  per  cent.  Although  hospital 
expenditures  increased  199  per  cent  after  adjustment 
for  inflation,  the  concurrent  increase  in  the  total 
number  of  admissions  means  that  costs  per  admission, 
after  adjustment  for  inflation,  rose  only  20  per  cent. 

The  recommendations  of  the  Commission  pointed 
out  that  many  communities  need  more  hospital  beds 
but  cautioned  communities  against  over  building 
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hospital  facilities.  Urging  effective  integration  of 
services  among  community  hospitals  to  avoid  dupli- 
cation, the  Commission  suggested  that  “before 
making  capital  expenditures  for  construction  and 
equipment  the  hospital  should  carefully  determine 
the  needs  of  the  communitv’'  and  its  ability  to  finance 
the  maintenance  costs.  Over  building  with  attendant 
failure  to  make  full  use  of  bed  capacity  and  diag- 
nostic and  therapeutic  facilities  should  be  avoided.” 
The  Commission  stated  that  “methods  which  en- 
courage early  outpatient  treatment  may  remove  a 
later  need  for  inpatient  care”  and  that  “prepaid  bene- 
fit provisions  for  outpatient  services  as  well  as  in- 
patient services  \v'\W  reduce  the  present  demand  for 
unnecessarv  inpatient  care.”  The  need  for  increased 
numbers  of  trained  hospital  administrative  personnel 
^\■as  also  stressed. 

“As  a means  of  reducing  unnecessary  and  pro- 
longed use  of  hospital  beds,”  the  Commission  recom- 
mended that  “hospital  trustees,  administrators  and 
medical  staffs  join  in  efforts  to  promote  early  re- 
ferral of  patients  to  special  facilities  for  the  care  of 
chronic  illness,  convalescence,  rehabilitation  or  to 
home  care  programs.”  These  special  programs  for 
long  term  care  should  be  established  by  general  and 
special  hospitals  or  by  other  community  groups  and 
integrated  with  hospitals,  according  to  the  Commis- 
sion. Hospitals  should  also  cooperate  in  joint  pur- 
chasing, training  of  interns  and  nurses,  recruitment 
of  personnel  and  efforts  to  obtain  adequate  com- 
munitv arrangements  for  financing  care  for  public 
assistance  groups. 


Dr.  Blasko  New  Mental  Health 
Commissioner 

Governor  Lodge  has  selected  Dr.  John  J.  Blasko, 
a top  psychiatrist  with  the  U.  S.  Veterans  Admin- 
istration, to  become  Connecticut’s  first  state  mental 
health  commissioner. 

The  post,  one  of  the  most  important  in  state  serv- 
ice, carries  overall  supervision  of  the  treatment  of 
the  some  11,000  patients  at  the  State’s  three  big 
mental  institutions. 

Dr.  Blasko  assumes  his  new  duties  July  i,  leaving 
his  present  position  as  chief  of  psychiatric  training, 
psychiatry  and  neurology  service.  Veterans  Admin- 
istration, Washington,  D.  C. 

The  selection  of  Dr.  Blasko,  who  lives  at  Hyatts- 


Dr.  John  J.  Blasko 


ville,  Adaryland,  culminated  more  than  six  months  of 
intensive  search  for  the  best  possible  person  to 
handle  the  new  duties. 

Dr.  Blasko  received  his  degree  of  Doctor  of  Medi- 
cine in  1935  from  the  St.  Louis  University  School  of 
Medicine.  He  interned  at  Christian  Hospital,  St. 
Louis,  for  one  year  and  then  entered  general  prac- 
tice in  1936  in  St.  Louis. 

From  1938-39  he  was  assistant  physician  at  the 
Schuylkill  County  Hospital,  Pa.,  and  then  became 
assistant  physician,  psychiatric  resident  and  clinical 
director  at  State  Hospital,  Fulton,  Missouri. 

During  World  War  II  he  was  a medical  officer  at 
the  U.  S.  Naval  Center  at  Bethesda,  Maryland,  and 
as  officer  in  charge  of  the  psychiatric  unit,  Paris 
Island,  iVIarine  Corps  Base,  S.  C. 

Following  his  release  from  service  in  1946,  he  was 
assistant  medical  director.  City  \fiew'  Sanatorium, 
Nashville,  ITnnessee.  In  1952  he  was  named  to  his 
present  top  \Tterans  Administration  post  w hich  he 
is  leaving  to  come  to  Connecticut. 

In  addition  to  supervising  the  treatment  program 
at  the  state  mental  hospitals.  Dr.  Blasko  w ill  super- 
vise overall  training  at  the  child  studv  and  treatment 
home. 
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STATE  DEPARTMENT  OE  HEALTH 

Stanley  H.  Osrorn,  m.d.,  c.p.h.,  Commissioner 


BRUCELLOSIS  IN  CONNECTICUT 

James  C.  Hart,  m.d.,  m.p.h.,  Mila  E.  Rindge,  ai.d.,  ai.p.h.,  D.  Evelyn  Hibbard,  b.s., 

and  Friend  Lee  Mickle,  sc.d. 


Drucellosis,  sometimes  called  undulant  fever,  is 
^ a disease  wliich  has  been  known  for  centuries  in 
its  clinical  form,  but  it  was  only  in  the  last  century 
that  the  cause  of  the  disease  was  determined.  Bruce, 
in  1886,  discovered  the  organism  that  produces  the 
illness  in  human  cases,  and  it  is  for  him  that  the 
disease  and  the  causative  organism  are  named.  Eleven 
years  later,  in  1897,  Bang  discovered  the  principal 
cause  of  contagious  abortion  in  cattle.  It  was  not 
until  1918,  more  than  20  years  later,  that  Miss  Alice 
Evans  working  in  the  old  Elygienic  Laboratory  of 
the  United  States  Public  Elealth  Service  in  Washing- 
ton, D.  C.  proved  that  the  two  organisms  discovered 
by  Bruce  and  Bang  were  very  similar,  if  not  identi- 
cal, thereby  stimulating  research  that  showed  beyond 
question  that  Bang’s  disease  of  cattle  was  related  to 
human  brucellosis. 

SYMPTOMS 

Brucellosis  in  humans  may  cause  either  acute  or 
chronic  symptoms  of  illness.  The  incubation  period 
varies  from  five  to  thirty  days.  The  onset  of  the 
illness  may  be  either  sudden  or  gradual,  with  gen- 
eralized aching,  headache,  loss  of  appetite,  chilly 
sensations  or  frank  chills,  backache,  pain  in  the 
muscles  and  joints,  and  fever.  The  temperature  may 
rise  to  104°- 105°  E.  Drenching  night  sweats  are 
common.  Weight  loss  may  be  marked.  Spontaneous 
recovery  may  occur  in  a few  weeks,  or  the  disease 
may  persist  for  years  with  vague  chronic  symptoms 
or  acute  exacerbations.  Mild  forms  with  recurrent 
mild  symptoms  may  occur  and  a malignant  form 
with  a high  fatality  rate  has  been  described.  Recent 
cases  in  Connecticut  have  been  predominantly  the 
chronic  variety  causing  debility  with  no  localizing 
signs— the  type  of  case  that  persists  for  weeks,  months 
or  years  and  is  diagnosed  only  with  great  difficulty. 


Dr.  Hart.  Director^  Bureau  of  Preventable  Diseases 
Mr.s.  Hibbard.  Chief,  Divisio?i  of  Diagnostic  Micro- 
biology, Bureau  of  Laboratories 
Dr.  Rindge.  Epidemiologist,  Bureau  of  Prevetitable 
Diseases 

Dr.  IMickle.  Director,  Bureau  of  Laboratories 


SUMMARY 

Brucellosis  has  caused  serious,  disabling  illness 
among  residents  of  Connecticut  during  the  past  26 
years.  During  this  time  almost  1,700  cases  have  been 
reported  to  the  State  Department  of  Health.  Analysis 
of  158  cases  occurring  from  1949  through  1952  shows 
a preponderance  of  male  adults  affected,  especially 
among  consumers  of  raw  milk  and  individuals  who 
work  around  cattle  and  swine.  Identification  of  cul- 
tures from  patients  showed  that  95.7  per  cent  were 
Brucella  abortus,  3.7  per  cent  Brucella  suis  and  0.6 
per  cent  Brucella  melitensis. 

Brucella  infection  has  been  widespread  in  dairy 
cattle  in  Connecticut.  Bang’s  control  programs  have 
reduced  the  number  of  infected  animals.  The  increase 
in  pasteurization  of  milk  and  compulsory  use  of 
brucella  vaccination  of  calves  have  been  accompanied 
by  a recent  sharp  drop  in  the  number  of  reported  cases 
of  human  brucellosis. 

Complete  pasteurization  of  milk  for  human  con- 
sumption, and  eradication  of  brucellosis  of  cattle  by 
calf  vaccination  and  blood  testing  programs  are  essen- 
tial. Research  investigations  in  swine  brucellosis  and 
protection  of  the  slaughterhouse  worker  are  also 
needed. 


THREE  TYPES  OF  BRUCELLA 

Three  different  species  of  the  genus  Brucella  are 
known.  Brucella  melitensis,  the  caprine  species. 
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primarily  causes  an  infection  of  goats  but  can  also 
infect  humans  as  well  as  other  animals  such  as  pigs 
and  cows.  Brucella  suis,  the  porcine  species,  which  is 
the  cause  of  Traum’s  disease  in  pigs,  may  also  infect 
man  and  the  other  animals  mentioned.  Brucella 
abortus,  the  bovine  species,  primarily  infects  cows, 
causing  Bang’s  disease,  but  it  may  also  infect  other 
animals  and  humans.  In  humans,  infection  with 
Brucella  melitensis  causes  the  most  severe  form  of 
the  disease  and  Brucella  abortus  the  least  severe  type 
with  the  lowest  fatality  rate.  Published  articles^’^’^ 
by  the  State  Department  of  Health  give  further 
information  regarding  the  three  species  of  Brucella 
and  the  illnesses  which  they  cause. 


EPIDEMIOLOGY 

Brucellosis  in  man  is  ordinarily  a disease  of  spor- 
adic occurrence.  The  exceptions  to  this  rule  are: 

1.  The  increased  morbidity  among  those  whose 
occupation  brings  them  in  close  contact  with  farm 
animals,  especially  at  time  of  slaughter. 

2.  The  multiple  cases  which  occur  when  the  por- 
cine or  caprine  species  of  Brucella  contaminate  daily 
products  which  are  not  pasteurized  before  use. 

Illness  caused  by  Brucella  is  always  traceable  to 
infection  in  animals  and  is  rarely,  if  ever,  communi- 
cable from  person  to  person.  The  attack  rate  is  high- 
est among  packinghouse  workers,  veterinarians. 


Table  i 

Laboratory  Examinations  for  Brucellosis,  1926-1952 


BLOOD  SERUM 
YEAR  AGGLUTINATIONS 

BLOOD  CULTURES 
WHOLE  BLOOD  CLOTS 

OPSONOCYTO- 
PHAGIC TESTS^ 

CULTURES  FOR 
CLASSIFICATION 

(from 

APPROVED 

laboratories) 

milk  SERUM 
AGGLUTINATIONS 

MISCELLANEOUS 

AND 

EXPERIMENTAL  TOTALS 

1926^ 

2 

2 

1927 

16 

2 

I 

•9 

1928 

76 

6 

I 

83 

1929 

267 

I 

268 

1930 

365 

2 

•Y 

370 

1931 

763 

7 

I I 

781 

1932 

549 

7 

5 

561 

'933 

650 

2 

9 

661 

•934 

804 

16 

I 

4 

825 

•935 

1,075 

5 

18 

I 

1,099 

1936 

• ,946 

I 

70 

90 

3 

2,1  10 

•937 

• ,981 

I 

237 

I 

2,220 

00 

2,268 

225 

I 

2,494 

•939 

2,538 

•73 

2,71 1 

• 940 

3,048 

2 

324 

I 

* 

3,375 

•94' 

4,256 

369 

1 

4,626 

• 942 

3,7 '5 

276 

2 

3,993 

•943 

3,214 

•4 

210 

416 

• 

3,855 

1944 

3,'7' 

2,072 

167 

1,138 

• 

6,549 

•945 

4,509 

3,247 

377 

677 

3 

8,813 

• 946 

6,845 

6,1 17 

924 

39> 

8 

14,285 

•947 

9,553 

7,886 

1,012 

4 

802 

8 

19,265 

• 948 

8,849 

7,509 

604 

586 

I 

•7,549 

•949 

7,301 

5,838 

436 

563 

635-^ 

•4,773 

• 950 

5,970 

I 

5,327 

201 

I 

671 

3,820® 

•5,99^ 

•95' 

6,136 

5,335 

169 

I 

00 

3,507^ 

•5,984 

• 952 

5,797 

5,222 

•59 

858 

182 

12,218 

Grand 

Totals 

85,664 

52 

48,567 

5,95' 

8 

7,03 ' 

8,207 

• 55,480 

^No  tests  made  prior  to  1926 

“Discontinued  in  1953  because  results  proved  of  little  clinical  value 
^Studies  on  media  best  suited  for  Brucella 
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livestock  dealers,  persons  consuming  raw  milk  par- 
ticularly among  farm  families,  and  laboratory  work- 
ers. In  former  years  most  of  the  cases  in  Connecticut 
were  reported  from  persons  who  had  been  drinking 
unpasteurized  milk  from  infected  herds.  Surveys'*  in 
other  places  than  Connecticut  of  individuals  who 
consumed  unpasteurized  milk  have  shown  aggluti- 
nation tests  to  he  positive  for  Brucella  infection  in 
approximately  1 1 per  cent  and  skin  tests  in  24  per 
cent  of  those  tested.  Following  exposure  to  infec- 
tion, some  individuals  react  positively  to  serologic 
and  skin  tests  without  showing  definite  symptoms 
of  illness.  Only  rarely  can  brucellosis  be  traced  to 
the  eating  of  cheese  made  from  raw^  milk.  However, 
Brucella  abortus  has  been  found  to  be  viable  in 
Cheddar  cheese  infected  with  the  organisms  for  as 
long  as  six  months  wdien  kept  at  4.4°  C. 

LABORATOKY  EXAMINATIONS 

For  many  years  the  Bureau  of  Laboratories  has 
been  cognizant  of  the  presence  and  threat  of 
brucellosis  to  Connecticut  residents  and  has  made 
over  155,000  laboratory  examinations  on  blood 
serum,  wdiole  blood  and  milk  serum  in  an  efirort  to 
track  down  the  sources  of  the  cases  as  they  occur. 


Table  i show's  the  gradual  increase  in  the  examina- 
tions made  for  evidence  of  brucellosis,  beginning 
w'ith  2 tests  made  in  1926  and  reaching  a peak  load 
of  19,265  in  1947.  The  different  kinds  of  examina- 
tions and  the  numbers  made  each  year  are  evident 
from  the  table.  There  has  been  a slight  decline  since 
1947,  undoubtedly  reflecting  the  influence  of  calf 
vaccination  and  the  more  stringent  regulation  and 
control  of  milk  and  milk  products  in  the  various 
communities. 

From  the  information  in  Table  2 it  will  be  seen 
that  the  Bureau  of  Laboratories  isolated  its  first  cul- 
ture of  the  Brucella  organism  from  human  blood  in 
1931.  Laboratory  search  for  Brucella  in  blood  speci- 
mens was  begun  routinely  in  1943  and  is  still  a part 
of  our  everyday  w'ork.  In  all,  18 1 isolations,  includ- 
ing eight  received  from  approved  laboratories,  have 
been  made  and  176  have  been  typed  according  to 
species  since  typing  was  started  in  1934. 

In  Table  3 the  distribution  of  the  occurrence  of 
each  species  among  the  isolations  is  designated.  The 
data  are  divided  into  two  groups:  ( i ) The  isolations 
from  1943  through  1952  made  in  the  Bureau  of 
Laboratories  in  the  routine  search  for  Brucella  in 
blood  clots,  and  (2)  the  total  isolations  whether 


Table  2 

Brucella  Isolations  in  Bureau  of  Laboratories,  1931-1952 


SOURCE  of  specimen 


CULTURES  FROM 


YEAR 

W'HOLE  BLOOD 

BI.OOD  CLOTS 

APPROVED  LABORATORIES 

TOTAL 

I93L 

2 

(U) 

Not  done 

0 

2 

(U) 

1934 

3 

(U) 

Not  done 

I (A) 

4 

(3U,  lA) 

'936 

I 

(S) 

Not  done 

0 

I 

(S) 

1940 

2 

(A) 

Not  done 

I (A) 

3 

(A) 

'943 

I 

(S) 

14  (12A,  2S) 

0 

'4 

(12A,  3S) 

'944 

0 

14  (A) 

0 

14 

(A) 

'945 

0 

27  (A) 

0 

U 

(A) 

1946 

0 

25  (A) 

0 

u 

(A) 

'947 

0 

28  (A) 

4 (3A,  iS) 

32 

(3 1 A,  iS) 

1948 

0 

14  (A) 

0 

'4 

(A) 

'949 

0 

15  (A) 

0 

'5 

(A) 

'950 

I 

(A) 

10  (8A,  iS,  iM) 

I (S) 

I 2 

(9A,  2S,  iM) 

1951 

0 

12  (qA,  3S) 

I (S) 

13 

(9A,  4S) 

1952 

0 

4 (A) 

0 

4 

(A) 

Totals 

9 

(3A,  2S,  5U) 

163  ( 1 56A,  6S,  iM) 

8 (5A,  3S) 

181 

(164A,  I iS,  iM,  5U ) 

*No  Brucella  isolations  prior  to  1931 

A = Brucella  arbortus 

S = Brucella  suis 

A4  = Brucella  melitensis 

U = Brucella,  species  undetermined 
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from  M’hole  blood,  blood  clots,  or  from  cultures  sent 
from  other  laboratories  in  Connecticut.  For  purposes 
of  comparison  five  cultures  isolated  in  1931  and 
1934  (shown  in  Table  2)  have  been  disregarded  in 
this  tabulation  because  they  were  not  identified  as 
to  species.  As  is  show  n in  the  table  the  prevalence  of 
each  of  the  three  species  of  Brucella  is  approximately 
the  same  for  each  grouping,  with  about  95  per  cent 
of  the  isolations  typed  as  Brucella  abortus  in  both 
series.  There  have  been  1 1 cultures  of  Brucella  suis 
isolated  and  only  one  of  Brucella  melitensis. 

Table  3 

Distribution  of  Species  in  Brucella  Isolations,  1934-1952 


ISOLATIONS  FROM  BLOOD  ISOLATIONS  FROM  ALL 

CLOTS  1943-1952  SOURCES*  I934-I952 

PER  CENT  PER  CENT 

BRUCELLA  NO.  OF  OF  TOTAL  NO.  OF  OF  TOTAL 

SPECIES  ISOLATIONS  ISOLATIONS  ISOLATIONS  ISOLATIONS 

Abortus  156  95.7  164  93.2 

Suis  6 3.7  II  6.2 

Melitensis  i 0.6  i 0.6 

Totals  163  176 


* Includes  8 cultures  received  from  local  laboratories 

Not  shown  in  any  of  the  tables  are  more  than 
20,000  agglutination  tests  made  on  routine  blood 
specimens  received  in  the  Bureau  of  Laboratories 
during  1926,  1927  and  1928  from  persons  on  w hom 
tests  were  being  made  for  another  purpose.  These 
blood  specimens  were  tested  as  a cooperative  project 
with  the  Connecticut  Agricultural  Experiment  Sta- 
tion at  Storrs  as  a feasible  means  at  that  time  of 
gaining  some  idea  of  the  brucellosis  rate  in  man  in 
Connecticut.  The  findings  on  the  first  10,157  speci- 
mens were  published^  in  the  American  Journal  of 
Public  Health;  those  on  the  last  10,102  specimens 
were  published^  in  the  Connecticut  Health  Bulletin. 
That  survey  was  one  of  the  earliest  made  in  this 
country. 

In  evaluating  results  a very  conservative  yardstick 
was  used;  agglutination  was  not  considered  signifi- 
cant unless  it  was  complete  in  dilutions  of  1:100  or 
higher.  Even  so,  127  of  the  20,259  specimens  w'ere 
found  to  react  to  that  extent.  This  indicated  an 
infection  rate  of  6 per  1,000  persons  in  the  group 
tested.  No  record  of  the  numbers  of  specimens 
showing  weaker  reactions  has  been  preserved. 

Judging  from  more  recent  experience,  it  seems 
reasonable  to  believe  that  the  estimated  brucellosis 


morbidity  rate  should  probably  have  been  about 
twice  as  high  as  was  indicated  by  the  manner  of 
interpretation  used  in  the  early  survey. 

As  the  State  brucellosis  control  and  milk  pasteuri- 
zation programs  progress,  the  picture  of  laboratory 
examinations  for  brucellosis  in  Connecticut  should 
continue  to  change,  showing  ever  decreasing  num- 
bers of  cultural  isolations  and  serum  reactions. 

THE  DISEASE  IN  CONNECTICUT 

Human  brucellosis  in  Connecticut  w^as  made  re- 
portable by  sanitary  code  regulation"  in  1928.  Since 
then  only  one  case  of  Brucella  melitensis  infection 
(proved  by  culture  of  the  organism  from  the 
patient’s  blood  stream)  has  been  knowm  to  occur. 
This  was  in  a 36  year  old  w'oman  w ho  became  ill  in 
October,  1949  soon  after  her  return  from  a visit  to 
Italy  where  she  drank  raw  cow’s  and  raw  goat’s  milk. 
There  have  been  no  knowTi  cases  of  this  form  of  the 
disease  originating  wdthin  Connecticut. 

Eleven  cases  of  human  Brucella  suis  infection  have 


Table  4 

Human  Cases  of  Brucellosis  Reported  in  Connecticut 


YEAR 

JANUARY 

FEBRUARY 

MARCH 

APRIL 

MAY 

JUNE 

JULY 

AUGUST 

SEPTEMBER 

OCTOBER 

NOVEMBER 

DECEMBER 

TOTAL 

1928 

Made  reportable  August 

2 

, 

— 

I 

— 

4 

1929 

— 

I 

— 

I 

2 

— 

2 

I 

3 

I 

2 

— 

1 3 

1930 

4 

— 

— 

I 

I 

2 

I 

— 

— 

I 

2 

9 

2 1 

1931 

2 

2 

2 

3 

2 

I 

2 

I 

— 

— 

3 

2 

20 

1932 

2 

3 

3 

I 

I 

8 

2 

3 

— 

I 

8 

I 

33 

1933 

4 

4 

4 

2 

I 

2 

— 

4 

5 

4 

5 

I 

36 

1934 

3 

2 

I 

5 

7 

7 

3 

I 

3 

8 

8 

7 

.35 

1935 

4 

3 

2 

5 

2 

3 

4 

7 

2 

6 

13 

8 

59 

1936 

4 

6 

7 

6 

6 

12 

17 

6 

7 

I I 

8 

8 

98 

1937 

8 

2 

3 

8 

9 

3 

6 

10 

9 

5 

4 

7 

74 

1938 

6 

5 

10 

8 

'3 

9 

3 

3 

6 

8 

15 

I I 

97 

1939 

5 

6 

6 

5 

4 

1 1 

5 

5 

5 

8 

4 

6 

70 

1940 

3 

3 

I 

5 

5 

6 

* 5 

10 

5 

9 

9 

20 

9' 

1941 

13 

7 

3 

•4 

17 

10 

15 

8 

9 

1 I 

10 

6 

1 23 

1942 

1 I 

6 

4 

9 

10 

3 

5 

4 

10 

3 

6 

I 

72 

1943 

3 

5 

4 

6 

7 

4 

6 

7 

1 1 

7 

7 

7 

74 

1944 

4 

5 

6 

5 

I 

5 

7 

3 

5 

9 

7 

6 

^>3 

1945 

10 

8 

I I 

8 

'7 

6 

I 2 

9 

6 

18 

8 

13 

1 26 

1946 

7 

10 

9 

2 

6 

8 

I I 

U3 

9 

13 

6 

10 

I 04 

1947 

3 

10 

20 

19 

3^ 

19 

9 

1 6 

17 

6 

5 

178 

1948 

2 1 

3 

7 

8 

4 

5 

4 

7 

3 

8 

6 

98 

1949 

4 

2 1 

7 

2 2 

10 

4 

— 

3 

- 

I 

2 

2 

7« 

1950 

3 

6 

2 

2 

I 

1 

7 

4 

4 

5 

4 

4 

43 

1951 

3 

— 

7 

— 

— 

— 

2 

3 

— 

2 

— 

5 

•y  y 

1952 

2 

— 

— 

6 

— ■ 

•y 

— 

2 

1 

— 

I 

15 

1953 

— 

3 

2 

‘ 

4 

2 

4 

3 

2 

2 

3 

1 

27 
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been  proved  by  blood  culture  in  Connecticut  since 
the  disease  was  made  reportable.  Ten  of  these  per- 
sons were  Connecticut  residents  who  w^ere  infected 
w ithin  the  State.  From  three  of  these  persons  cultures 
were  isolated  during  an  outbreak  of  Brucella  suis 
infection  spread  by  unpasteurized  milk  at  one  of  our 
institutions.  This  outbreak  w^as  described  in  an  article 
published^  at  the  time  from  the  State  Department  of 
Health.  No  studies  have  been  done  to  determine  the 
incidence  of  infection  in  pigs  in  Connecticut  and  no 
coordinated  efforts  have  been  made  to  control  this 
source  of  human  disease. 

The  remainder  of  the  human  cases  proved  by 
blood  culture  have  been  caused  by  Brucella  abortus. 
However,  all  cases  proved  by  blood  culture  were 
only  about  i6  per  cent  of  the  cases  reported. 

The  number  of  reported  cases  in  Connecticut 
(Table  4)  rose  irregularly  from  the  time  the  disease 
w^as  made  reportable  in  1928  until  1947  when  it 
reached  a peak  of  178  cases.  Since  then  the  number 
of  cases  reported  each  year  has  dropped  sharply. 
1 he  accompanying  Chart  I shows  this  dramatically. 

Chart  I 
Brucellosis 

Human  Cases  Reported  in  Connecticut  and 
Positive  Clot  Cultures 

H uman  Cases  Clot  Cultures 


1926  1933  1938  19U3  19W  1953 


1924 — First  case  recognized  in  Connecticut 
1928 — Year  Brucellosis  made  reportable 

1943 — Year  New  Britain  pasteurization  law  became  effective 
1945 — Vaccination  of  calves  required 
1948 — Year  pasteurized  or  accredited  milk  required  in 
restaurants 

1951 — 97.2  per  cent  of  all  milk  sold  in  Connecticut  pasteur- 
ized and  8 cities  require  pasteurization  of  milk  sold 
within  city  limits 


A DISEASE  OF  ADULTS 

Brucellosis  is  frequently  a disease  of  young  adults 
and  is  found  more  often  among  males  than  among 
females.  During  the  four  year  period,  1949  through 
1952,  a total  of  158  cases  of  human  brucellosis  was 
reported  to  the  Connecticut  State  Department  of 
Health.  Of  these,  90  w-'ere  male  and  68  female.  More 
than  two-thirds  of  the  cases  reported  were  in  persons 
betw'een  20  and  49  years  of  age. 

Brucellosis  By  Age  and  Sex  in  Connecticut — 1949  Through 

1952 


0-9  10-19  20-29  30-39  40-49  50-59  60  UNKOW^N  TOTAL 


Male 

2 

4 

I 2 

27 

21 

16 

8 

0 

90 

Female 

I 

4 

10 

21 

18 

8 

5 

I 

68 

Total 

3 

8 

22 

48 

39 

13 

I 

158 

HAZARDOUS  OCCUPATIONS 

It  has  been  noted  for  many  years  that  human 
brucellosis  is  found  more  often  among  certain  occu- 
pational groups  than  among  others.  The  occupational 
groups,  as  would  be  expected,  are  those  concerned 
wdth  or  related  to  the  handling  of  cattle.  Among 
126  cases  reported  to  the  Connecticut  State  Depart- 
ment of  Health  in  the  four  year  period,  1949  through 
1952,  (all  of  those  on  wdaich  the  information  is  avail- 
able) the  following  occupational  groups  were  found: 
farmers— 12  cases;  farmhands— 15;  slaughterhouse 
employees— 2;  rendering  plant  employees— 2;  cattle 
dealers,  buying  and  selling  many  cattle  and  visiting 
many  farms— 3;  dealer  in  dairy  equipment,  visiting 
many  farms  and  demonstrating  his  wares— i;  sanitary 
inspector  of  a city  health  department  inspecting 
slaughter  houses  and  collecting  milk  samples  from 
many  farms— i;  veterinarian— i ; a total  of  37  people 
intimately  exposed  to  cattle.  In  addition  there  w^ere 
8 school  children,  5 of  wdaom  lived  on  farms  and 
w^ere  presumably  infected  from  contact  with  the 
family  cows  or  by  drinking  the  unpasteurized  milk. 
In  three  of  these  cases  after  the  child  became  ill  the 
cow  w^as  blood  tested  and  proved  to  be  infected. 
The  largest  occupational  group  was  that  of  the 
housewife,  with  39  representatives.  Of  these  8 lived 
on  farms  and  are  believed  to  have  been  infected  by 
handling  or  using  raw  milk  from  the  family  cow. 
The  remaining  42  persons  w-ere  in  miscellaneous 
occupations.  One  was  a laboratory  technician  who 
w^as  infected  at  his  work  and  26  others  ^ave  a definite 
history  of  consuming  raw  milk  before  the  onset  of 
illness. 
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COMPENSATION  FOR  BRUCELLOSIS 

At  least  10  brucellosis  patients,  either  farm  hands 
or  slaughterhouse  employees,  have  been  aM^arded 
compensation  in  Connecticut  because  of  brucellosis 
contracted  while  at  work.  One  case  in  recent  years 
was  that  of  a 35  year  old  farmhand  who  became 
acutely  ill  in  September,  1948.  This  man  was  awarded 
payment  by  the  Workmen’s  Compensation  Com- 
missioner. The  claim  of  another  farmhand  was 
settled  by  stipulation  for  $2,000. 

In  a number  of  instances  court  trials  have  fol- 
lowed brucella  infections.  In  one  case  a 65  year  old 
housewife  who  became  ill  in  June  of  1949  brought 
suit  against  the  dairyman  from  whom  she  purchased 
raw  milk.  Milk  serum  agglutination  tests  done  on 
milk  from  this  dairy  in  August,  1949  showed  two 
samples  positive  out  of  four  tested.  The  outcome 
of  this  suit  was  not  reported  to  the  State  Department 
of  Health. 

BRUCELLOSIS  COSTLY 

The  monetary  cost  of  human  brucellosis  cannot 
be  determined.  In  addition  to  the  loss  of  wages  and 
working  time,  medical  expenses  are  high.  At  least  46 
people  have  been  hospitalized  in  Connecticut  in  the 
past  four  years  because  of  brucellosis,  with  all  the 
expense  entailed  in  hospitalization.  All  have  been 
seen  several  times  by  their  physicians,  and  the  drugs 
used  in  treating  brucellosis  are  expensive. 

While  it  is  not  common  for  humans  to  abort  as 
cows  do  because  of  brucellosis,  it  is  interesting  to 
note  that  two  Connecticut  women  in  recent  years 
have  had  abortions  which  may  have  been  related  to 
their  illness.  One  was  a 33  year  old  woman  who 
became  ill  in  July,  1950  and  who  is  believed  to  have 
been  infected  by  milk  from  the  family  cow.  This 
woman  miscarried  during  the  acute  phase  of  her  ill- 
ness. The  other  was  a 23  year  old  woman  who  had 
miscarried  in  an  earlier  pregnancy  and  was  threat- 
ened with  a second  miscarriage  in  August,  1951.  She 
had  none  of  the  usual  symptoms  of  brucellosis,  but 
a blood  test  was  strongly  positive.  The  source  of 
her  infection  is  not  known. 

One  death  due  to  brucellosis  occurred  in  Con- 
necticut in  October,  1948.  This  was  a 72  year  old 
woman  who  was  infected  by  drinking  raw  milk 
during  a visit  to  Maine  in  August,  1948. 

MILK  SHOULD  BE  PASTEURIZED 

There  is  no  state  law  in  Connecticut  requiring 
the  pasteurization  of  all  milk  sold.  A law  (Section 


3235  of  the  General  Statutes  as  amended  by  Section 
1336c  of  the  1953  Supplement)  which  has  been  in 
effect  since  January  i,  1948  requires  that  all  restau- 
rants and  public  eating  places  dispense  only  pasteur- 
ized milk  or  milk  from  an  accredited  herd  (regularly 
Bang’s  tested  and  found  clean).  Eight  of  the  cities 
or  towns  in  the  State  require  pasteurization  of  all 
milk  sold  within  the  city  limits.  They  are  New 
Britain  (the  first  city  to  pass  such  a regulation,  in 
1943),  Hartford,  Bristol,  Waterbury,  Meriden, 
Hamden,  New  Haven  and  Milford.  In  addition, 
iVliddletown  requires  that  all  milk  be  pasteurized  or 
come  from  an  accredited  herd,  and  Greenwich 
re(]uires  that  all  milk  be  pasteurized  or  certified. 
Actually,  at  the  present  time  over  97  per  cent  of  all 
milk  sold  at  retail  in  Connecticut  is  pasteurized.  The 
milk  sold  raw  is  less  than  30,000  quarts  daily.  There- 
fore, most  of  the  milk  consumers  of  the  State  are 
protected  but,  until  the  disease  in  milk-  or  meat- 
producing  animals  is  eradicated,  brucellosis  will 
occur  among  persons  M ho  come  in  close  contact 
with  them  or  who  drink  infected,  unpasteurized 
milk.  When  persons  are  found  to  have  been  infected 
by  drinking  raw  milk  the  information  is  referred 
by  the  State  Department  of  Health  to  the  Commis- 
sioner of  Agriculture  for  action  as  has  been  the 
practice  for  many  years. 

CONTROL  IN  CATTLE 

Blood  testing  of  cattle  for  Bang’s  disease  within 
Connecticut  is  not  required  by  law.  Under  Section 
3363  of  the  General  Statutes,  all  dairy  cattle  are 
required  to  be  tested  before  they  are  brought  into 
the  State.  Tm  o testing  programs  are  offered  to  Con- 
necticut cattlemen.  They  may  be  summarized  as 
follows; 

1.  State  and  Federal  Program— Dairymen  in  Con- 
necticut are  offered  the  opportunity  of  entering 
their  herds  in  the  state  and  federal  program  for  the 
purpose  of  eradicating  Bang’s  disease.  In  this  pro- 
gram frequent  blood  tests  are  made  and  infected 
animals  are  slaughtered.  The  herd  oMmer  is  reim- 
bursed for  the  slaughtered  animals  by  the  state  and 
federal  governments. 

2.  State  Program— If  dairymen  do  not  enter  the 
state  and  federal  program  of  test  and  slaughter  they 
may  enter  the  state  program  in  M'hich  frc(]tient  blood 
tests  are  made  and  infected  animals  segregated  from 
clean  animals  and  held  under  c|uarantine,  or  sold 
into  knoM  n infected  herds  M’here  milk  is  pasteurized. 
All  milk  from  infected  animals  must  be  pasteurized. 
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Calves  in  those  herds  are  vaccinated  between  six 
and  eight  months  of  age. 

Vaccination  of  calves  against  Bang’s  disease  has 
been  required  in  Connecticut  since  1945.  Public  Act 
No.  337  passed  by  the  1953  General  Assembly  (Sec- 
tion 3329  of  the  General  Statutes  as  amended  by 
Section  1354c  of  the  1953  Supplement)  states  that 
“Each  owner  of  bovine  animals  shall  have  all  of  his 
female  calves  vaccinated  for  the  control  of  brucel- 
losis between  the  ages  of  six  and  eight  months.” 

Chart  II 

Repoktei)  Human  Cases  of  Brucellosis  and  Number  of 
Calves  Vaccinated  Annually  AVith  Strain  19  Brucella 
Vaccine  New  York  State  (Exclusive  of  New  York  City) 

1930-252 


1?30  1935  191(0  191)5  1950 
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Year* 

*Cases  based  on  calendar  year 
Calves  vaccinated  based  on  fiscal  year 
Reproduced  from  Health  News,  Vol.  29,  July  1952,  page 
12,  published  by  New  York  State  Department  of  Health. 


By  referring  again  to  Table  4 and  Chart  I show- 
ing the  reported  incidence  of  human  brucellosis  in 
Connecticut,  it  will  be  noted  that  a sharp  decrease 
in  human  cases  has  occurred  since  the  peak  year  of 
1947.  This  decrease  followed  by  two  years  the  time 
that  calf  vaccination  was  made  mandatory  in  Con- 
necticut and  after  most  of  the  retail  milk  supply  was 
pasteurized.  This  picture  is  true  not  only  in  Con- 
necticut but  also  in  neighboring  New  York  State. 
Chart  2,  which  is  reproduced  from  an  article®  written 
by  Robert  F.  Korns,  .\i.d.,  director,  Bureau  of  Epi- 
demiology and  Communicable  Disease  Control,  New 
^ ork  State  Department  of  Health,  shows  the  report- 
ed human  cases  of  brucellosis  and  the  number  of 


calves  vaccinated  annually  with  Strain  19  Brucella 
vaccine  in  New  York  State.  Dr.  Korns  states  in  that 
article,  “It  seems  likely  that  the  explanation  (of  the 
decrease  in  reported  human  cases)  is  due  in  part,  if 
not  largely,  to  the  development  of  an  extensive  calf- 
hood  vaccination  program  in  New  York  State.  This 
was  started  by  the  State  Department  of  Agriculture 
and  iVIarkets  in  1939,  but  only  during  the  past  three 
years  has  it  begun  to  encompass  the  bulk  of  new 
calves  born  in  the  State.  Last  year  266,000  new 
calves  were  vaccinated,  approximately  88  per  cent 
of  the  total  born.  Quite  clearly,  this  has  reduced  the 
amount  of  infection  in  the  cattle  and  has  sharply 
reduced  abortions.  It  seems  only  logical  that  it  should 
affect  the  reported  incidence  of  brucellosis  in 
humans.  New  York  State  probably  has  developed 
the  most  extensive  program  of  brucellosis  calfhood 
vaccination  in  the  world.” 

CONCLUSIONS 

1.  Brucellosis  has  caused  serious,  disabling,  costly 
illness  among  many  individuals  in  Connecticut. 

2.  The  vast  majority  of  human  cases  have  been  of 
the  long-standing  chronic  type  of  infection  caused 
by  Brucella  abortus  (about  95  per  cent  of  the  cul- 
tures isolated  in  the  laboratory  were  typed  as 
Brucella  abortus).  Until  recently  most  of  the  cases 
in  Connecticut  occurred  in  persons  who  drank  un- 
pasteurized milk  from  infected  cattle.  The  latest 
cases  have  usually  been  in  individuals  with  a history 
of  having  handled  infected  animals. 

3.  The  decrease  in  the  number  of  reported  cases  in 
the*  past  few  years  has  been  associated  with  the 
increasingly  high  percentage  of  pasteurized  milk 
sold  in  the  State  and  with  increased  calf  vaccination. 
RECOMMENDATIONS 

1 . All  milk  sold  in  the  State  should  be  pasteurized. 
Milk  products  should  also  be  made  of  pasteurized 
milk. 

2.  All  herds  of  cattle  should  be  protected  by  calf 
vaccination  in  combination  with  the  federal  and 
state  testing  program  for  brucellosis  control. 

3.  A survey  of  brucellosis  among  Connecticut  pigs 
should  be  made  with  a view  of  applying  control 
measures. 

4.  Slaughterhouse  workers  should  be  protected 
from  brucellosis  by  proper  equipment  and  sanitary 
facilities. 
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Dr.  Albert  Keith  Honored 

The  New  England  Proctologic  Society  met  Octo- 
ber 30  at  the  Lord  Jeffrey  Inn,  Amherst,  iMassachu- 
setts  for  its  semi-annual  meeting  and  election  of 
officers. 

At  this  meeting  a silver  plate  was  presented  to  the 
retiring  president  by  its  members,  upon  which  was 
carried  the  following: 

“The  New  England  Proctologic  Society 

1937 

E Tenebris  in  Lucem 
Albert  R.  Keith,  m.d. 

Physician  and  Surgeon— American  and  New  Eng- 
lander Pioneer  in  Proctology.  Founder  and  presi- 
dent for  16  years  of  the  N.E.P.S.  We  the  members 
of  the  N.E.P.S.  on  October  30,  1953  honor  him  with 
this  memento  in  appreciation  of  his  untiring  efforts 
in  promoting  proctology,  for  his  inspiration  in 
guiding  this  society,  and  his  council  and  kindness  to 
us  all.” 

Also  on  the  plate  are  carved  the  names  of  the 
charter  members  and  of  all  the  active  members. 

Following  a bountiful  banquet,  scientific  papers 
were  read  and  the  following  men  were  elected, 
President,  J.  Grady  Booe,  Bridgeport,  Connecticut 
and  Secretary  and  Treasurer,  Jasper  Angelo  of  Bos- 
ton, Massachusetts. 


Conference  Committee  With  Legion  Meets 

Transferring  the  treatment  of  veterans  with  non- 
service connected  disabilities  from  Veterans  Admin- 
istration facilities  to  the  general  hospitals  in  their 
communities  would  eventually  provide  better  health 
care  for  everyone  was  emphasized  by  Dr.  Russell 
B.  Roth,  member  of  the  American  Medical  Asso- 
ciation’s Committee  on  Federal  Medical  Services,  at 
a meeting  of  the  Society’s  Conference  Committee 
with  representatives  of  the  American  Legion  in  New 
Haven,  January  18.  The  Erie,  Pennsylvania  physi- 
cian declared  that  the  stand  adopted  by  the  AA4A 
House  of  Delegates  to  curtail  treatment  of  non- 
service connected  disabilities  in  VA  hospitals  does 
not  mean  depriving  veterans  of  adequate  care,  but 
envisions  the  expansion  of  local  hospital  and  medical 
facilities  which  would  also  provide  better  care  for 
the  dependents  of  veterans.  It  is  fully  realized,  he 
safd,  that  any  such  transfer  of  responsibility  must 
evolve  gradually  because  of  the  time  that  would  be 
required  to  plan  and  develop  additional  local  facil- 
ities. 

Dr.  Irving  B.  Brick,  Washington,  D.  C.,  medical 
consultant  for  the  National  Rehabilitation  Com- 
mittee of  the  Legion,  voiced  belief  that  adoption  of 
the  AAIA  proposal  would  mean  wrecking  the  pres- 
ent system  of  medical  care  for  veterans.  He  main- 
tained that  this  would  result  because  the  veterans 
hospitals  would  lose  the  large  number  of  general 
medical  and  surgical  cases  in  the  nonservice  con- 
nected category  with  consequent  impairment  of 
residency  training  programs.  He  pointed  out  that  this 
would  mean  less  satisfactory  medical  care  for  veter- 
ans with  service  connected  disabilities,  inasmuch  as 
it  would  adversely  affect  the  organization  and  com- 
petence of  VA  medical  staffs. 

Speaking  about  the  controversies  that  have  devel- 
oped in  connection  with  the  extent  of  care  being 
furnished  veterans  with  nonservice  connected  dis- 
abilities, C.  Joseph  Stetler,  secretary  of  the  AlMA 
Committee  on  Federal  Medical  Services,  declared 
that  differing  methods  of  statistical  research  were 
the  causative  factor.  In  this  way,  he  said,  figures 
compiled  by  the  Veterans  Administration  indicate 
only  a 10  per  cent  load  of  nonservice  connected 
cases.  He  contended  that  the  procedures  used  bv 
the  AMA  Committee  on  Federal  Medical  Services 
are  more  realistic  and  that  these  indicate  that  approxi- 
mately 85  per  cent  of  VA  hospital  patients  are  in 
nonservice  connected  categories. 
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Dr.  George  H.  Gildersleeve,  the  Society’s  presi- 
dent and  chairman  of  the  Conference  Committee, 
then  called  upon  other  conference  members  to 
express  their  views.  Dr.  E.  M.  Andrews  raised  the 
cpiestion  whether  it  is  the  responsibility  of  the  Vet- 
erans Administration  to  engage  in  medical  educa- 
tion. He  pointed  out  such  training  programs  must 
necessarily  be  restricted  in  scope  since  cases  under 
treatment  concerned  only  a segment  of  the  male 
population  and  could  not  offer  the  broad  general 
experience  affecting  all  age  groups  and  both  sexes 
available  in  programs  connected  with  community 
hospitals. 

Dr.  Norton  Canfield  expressed  agreement  with 
Dr.  Brick’s  view  that  curtailing  treatment  of  non- 
service connected  cases  would  seriously  affect  the 
cpiality  of  the  VA  residency  training  program  and 
jeopardize  the  present  high  standards  of  care  for 
service  connected  cases. 

Dr.  Brick  stated  that  widespread  charges  have 
been  made,  that  some  veterans  abuse  the  VA  inabil- 
ity-to-pay provisions  in  seeking  treatment  for  non- 
service connected  disabilities  and  questioned  whether 
these  charges  represent  any  general  feeling  among 
physicians.  Dr.  Gildersleeve  reported  that  in  the 
Norwich  area  many  physicians  feel  that  this  privi- 
lege is  abused.  Information  on  this  point  from  other 
areas  of  the  State  was  not  available  at  the  meeting. 

The  control  of  such  abuses  is  considered  to  be 
very  important  by  the  American  Legion  and  surveys 
that  have  been  made  in  this  connection  have  dis- 
closed very  few  cases,  it  was  pointed  out  by  Colonel 
Clarence  Scarborough,  service  officer  for  the  Depart- 
ment of  Connecticut,  American  Legion,  and  John 
H.  Burke,  the  Legion’s  national  field  representative 
for  New  England. 

The  system  employed  to  control  such  abuses  at 
the  State  Veteran’s  Home  and  Hospital  in  Rocky 
Hill  was  explained  by  Francis  E.  Miner,  administra- 
tor, who  stated  that  the  provisions  concerning  in- 
ability to  pay  effectively  preclude  any  violations. 

At  this  point  Dr.  Creighton  Barker,  the  Society’s 
executive  secretary,  requested  that  further  informa- 
tion concerning  the  Rocky  Hill  Hospital  and  the 
Connecticut  program  for  the  care  of  veterans  be 
made  available  for  conference  members.  It  was  ex- 
plained that  the  program  and  the  modern  hospital 
and  residence  facilities  it  comprises  represent  a high- 
ly effective  project  for  the  care  of  veterans  that  is 
unique  among  the  48  states.  Adembers  of  the  con- 


ference expressed  their  interest  in  knowing  more 
about  the  program  and  were  invited  by  Air.  Aliner 
to  visit  the  facilities  at  Rocky  Hill. 

The  operation  of  the  new  Veterans  Administration 
Hospital  in  AVest  Haven  then  came  under  discussion. 
Dr.  Sydney  Selesnick,  director  of  professional 
services,  outlined  the  operating  principles  of  the 
hospital,  with  particular  mention  of  the  resident 
training  program.  The  opportunities  offered  by  the 
program  are  of  special  interest  to  him,  he  said,  and 
represent  a leading  consideration  for  physicians  to 
continue  their  affiliation  with  the  hospital. 

Dr.  Joseph  H.  Bruno,  also  a member  of  the  West 
Haven  VA  Hospital  staff,  expressed  agreement  with 
the  views  stated  by  Dr.  Selesnick  and  contributed 
additional  information  concerning  the  operation  of 
the  hospital  and  the  processing  of  veterans  who  apply 
for  admission. 


Grants  for  Leukemia  Studies 

Public  Health  Service  has  approved  eight  research 
grants,  totaling  $704,563,  in  chemotherapy  of  the 
leukemias  and  related  diseases.  Lavorable  action  fol- 
low’ed  a special  mail  poll  of  members  of  National 
Advisory  Cancer  Council,  speed  being  important 
because  this  line  of  investigation  w-as  recommended 
last  summer  by  Senate  Appropriations  Committee  (it 
opens  hearings  Lebruary  17  on  new  PHS  budget 
and  will  want  to  get  a progress  report).  Sloan-Ket- 
tering  in  New  York  gets  $200,000;  same  sum  (2 
projects)  for  Children’s  Cancer  Research  Lounda- 
tion,  Boston;  University  of  Utah  (2  projects), 
$60,000;  investigators  at  Stanford,  Columbia  and 
University  of  Pennsylvania  receive  the  rest. 

Miscellany 

Talcums  using  5 per  cent  boric  acid  powder  are 
not  a hazard,  in  the  opinion  of  Food  and  Drug  Ad- 
ministration. FDA  made  its  decision  after  a long 
investigation,  following  charges  that  such  prepara- 
tions were  harmful  to  infants.  The  FDA  explains: 
“Clinical,  animal,  and  chemical  research  investiga- 
tions, as  w-ell  as  consultation  with  leading  medical 
authorities  who  have  conducted  research  in  the  field 
of  baby  talcs,  confirm  their  safety.”  U.  S.  death  rate 
in  1953  was  9.6  per  1,000  population,  equalling  record 
low  rates  achieved  in  1950  and  1952.  New  consult- 
ants to  Army  Surgeon  General  are  Drs.  J.  E. 
Dunphy  and  Neil  L.  Crone,  both  of  Alassachusetts. 
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New  Health  Costs  in  Budget 

The  Eisenhower  budget  calls  for  a slight  reduc- 
tion in  overall  health  spending  for  the  year  starting 
next  July  1,  but  adds  $7  million  cash,  plus  $82 
million  contract  authority  for  the  proposed  rein- 
surance and  clinic-nursing  home  programs.  The 
regular  Hill-Burton  program  wmuld  get  $50  million, 
Institutes  of  Health  about  the  same  as  this  year,  and 
a 10  per  cent  cut.  The  Department  of  Health, 
Education,  and  Welfare  budget  alone  accounts  for 
$2,321,591,988.  It  is  $200,000,000  under  estimated 
spending  for  the  current  fiscal  year,  mostly  because 
of  a cut  in  grants  to  states  for  public  assistance.  The 
following  table  lists  major  programs  of  HEW  and 
medical  items  of  other  agencies,  but  does  not  include 
proposed  armed  forces  spending  for  medical  care. 


Dept.  Health,  Education  and 

Welfare  

Public  Assistance  (grants  to 

states)  

Food  and  Drug  Administra- 
tion   

Office  of  Vocational 

Rehabilitation  

Children’s  Bureau  (grants  to 

states)  

Public  Health  Service  

Assistance  to  states, 


Venereal  disease  control  .. 

Tuberculosis  control  

Communicable  disease 

control  

Hill-Burton  hospital 

program  

Hospital  and  medical  care 
National  Institutes  of 
Health  (operating 

expenses)  

National  Cancer  Institute 
Mental  health  activities  .... 
National  Heart  Institute  .. 
Arthritis  and  metabolic 

diseases  

Alicrobiology  activities  .... 
Neurology  and  blindness 
activities  


ESTIMATEir  REQUESTED 
FISCAL  IQ54  FISCAL  I 955 

$2,521,897,175  $2,321,591,988 


1,340,000,000 

1 ,200,000,000 

6,280,200 

6,245,000 

23,658,100 

27,625,000* 

30,000,000 

232,830,950 

30,000,000 

191,463,000 

13,525,000 

5.000. 000 

6.000. 000 

1 5,039,000 

2.300.000 

3.500.000 

5,009,000 

4,397,000 

65,000,000 

33,117,500 

55,6oo,ooof 

33,040,000 

4,680,250 

20,104,775 

12,039,575 

15,169,750 

4,675,000 

19.730.000 

1 2.460.000 

14.570.000 

6,985,150 

5,721,300 

7.270.000 

5.930.000 

4,501,750 

4,763,000 

Veterans  Administration 

Hospital  and  medical  care 

Hospital  construction  

Atomic  Energy  Commission  .. 
Civil  Defense  Administration., 
National  Science  Foundation.. 
Bureau  of  Indian  Affairs 


693,000,000 

84.000. 000 

26.000. 000 
22,500,000 
8,000,000 

52.000. 000 


694,000,000 

60.000. 000 

27.000. 000 

60.000. 000 

14.000. 000 
54,105,320 


^Includes  a $7,800,000  item  for  President’s  program  of 
expanded  vocational  rehabilitation  for  the  disabled. 

flncludes  a $5,600,000  item  for  start  of  expanded  program 
for  clinics,  nursing  homes. 

Note:  President  also  requested  a $1,100,000  item  to  start 
proposed  reinsurance  of  health  programs. 


Veterans 

President  Eisenhow'er  asks  Congress  for  no  change 
of  policy  on  hospital  care  of  nonservice  connected 
cases.  Eunds  are  recommended  for  average  patient 
load  of  110,200,  a 2 per  cent  increase  over  current 
fiscal  year.  To  offset  this  increased  cost,  outpatient 
dental  care  program  is  to  be  drastically  curtailed  and 
o.p.  medical  services  trimmed  slightly.  Eor  fee-basis 
dental  work,  only  $5,810,000  is  provided,  compared 
w'ith  $23  million  this  year.  Eee-basis  medical  is  cut 
from  $9.4  million  to  $8.9  million.  This  year  (ending 
June  30,  1954)  private  dentists  will  be  paid  by  VA 
for  128,000  examinations  and '207,000  treatments; 
new^  budget  makes  fee  allow^ances  for  12,000  exam- 
inations and  50,000  treatments. 

For  completion  of  1,000  bed  neuro psychiatric 
hospitals  at  San  Francisco  and  Topeka,  $30  million 
is  allocated.  Salaries  are  provided  for  average  of 
136,000  employees  in  VA’s  medical  and  hospital 
programs,  an  increase  of  3,000. 

Public  Health  and  Research 

U.  S.  Public  Health  Service  gets  $226.1  million, 
a $14  million  cut  compared  with  estimated  expendi- 
tures in  current  year.  Research  grant  programs 
(cancer,  heart,  etc.)  are  scarcely^  affected.  But 
sharp  cuts  are  made  for  tuberculosis  and  venereal 
disease  control  and  construction  of  research  facilities. 
As  Federal  contribution  to  Hill-Burton  hospital 
expansion,  $50  million  is  provided— $ 1 5 million  below 
this  year.  However,  White  House  is  rei|uesting  (ion- 
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gress  to  broaden  scope  of  Hill-Burton,  for  which 
there  is  an  additional  budget  request  of  $62,650,000. 
This  would  cover  $60  million  in  construction  grants 
for  diagnostic-treatment  centers,  chronic  disease 
hospitals,  rehabilitation  facilities  and  nursing  homes, 
plus  $2  million  for  survey  grants  and  $650,000  ad- 
ministrative costs. 

Also  under  head  of  new  business:  $25  million  as 
working  capital  for  the  agency  President  will  ask 
Congress  to  set  up  to  reinsure  health  insurance  plans 
and  guarantee  loans  by  private  capital  to  non  profit 
plans.  An  estimate  of  $1.2  million  for  administrative 
expenses  is  included.  President  also  asks  $250,000  to 
finance  a new  National  Commission  for  Health  Im- 
provement which,  he  said,  “would  have  as  its  purpose 
the  mobilization  of  private  and  public  resources  to 
seek  solutions  to  the  nation’s  health  problems.” 

New  House  Legislation 

HR6863 — Social  Security  Extension.  (Curtis, 
R— Nebraska,  January  6.)  An  attempt  to  streamline 
social  security  programs  and  to  extend  old-age  and 
survivors  insurance  to  about  5,000,000  more  retired 
aged.  Mr.  Curtis,  chairman  of  a subcommittee  to 
make  a fact-finding  investigation  of  social  security 
programs,  claims  his  bill  reflects  his  personal  views, 
not  the  administration’s,  on  social  security.  Coverage 
would  be  extended  to  practically  all  occupations 
(including  the  medical  profession)  now  excluded. 
Coverage  provisions  are  virtually  identical  with 
HR6812  introduced  August  3,  1953,  by  Daniel  A. 
Reed,  chairman  of  the  Committee  on  Ways  and 
Adeans. 

The  Curtis  proposal  would  retain  the  present 
wage-related  benefit  structure  by:  (a)  continuing 
monthly  payments  up  to  the  present  maximum  of 
$85;  (b)  increasing  to  $45  the  monthly  benefits  for 
all  those  now  receiving  less  than  $45;  (c)  maintain- 
ing the  contributory  principle  of  the  present  law; 
and  (d)  continuing  the  present  trust  fund. 

The  present  limit  of  $75  a month  maximum  earn- 
ings for  persons  under  the  program  would  be  in- 
creased slightly  to  $1,000  a year,  and  would  be 
computed  on  an  annual  basis  instead  of  a monthly 
as  at  present.  The  bill  also  provides  that  social  secur- 
ity payments  be  discontinued  when  a nonretired 
workers  reaches  66  years  and  has  paid  for  40  quarters 
of  coverage.  To  Ways  and  Adeans  Committee. 

HR6949 — Federal  Health  Service  Reinsur- 
ance. (Wolverton,  R— New  Jersey,  January  6.) 


This  bill  is  similar  to  HR8746,  introduced  by  Mr. 
Wolverton  June  7,  1950.  The  new  measure  provides 
for  the  creation  of  an  independent  federal  corpora- 
tion in  an  attempt  to  facilitate  broader  distribution 
of  health  services.  The  corporation  would  be  known 
as  the  Federal  Health  Reinsurance  Corporation  and 
would  be  granted  a $50,000,000  appropriation  by 
Congress  to  start  business.  The  health  corporation 
v'ould  be  similar  to  the  Federal  Deposit  Insurance 
Corporation  which  protects  bank  depositors.  It 
would  safeguard  voluntary  nonprofit  health  insur- 
ance companies  against  heavy  losses  due  to  catas- 
trophic illnesses  thus  enabling  them  to  write  un- 
limited coverage. 

The  federal  corporation  would  repay  the  health 
service  association  66^^  per  cent  of  claims  in  excess 
of  $1,000  paid  in  any  twelve  months.  Premium 
charges  for  reinsurance  of  health  service  contracts 
would  be  2 per  cent  of  the  total  gross  payments 
received  by  the  health  service  association. 

Three  directors  would  be  appointed  for  six  year 
terms  by  the  President  of  the  U.  S.  and  confirmed 
by  the  Senate.  Examiners  could  inquire  into  the 
entire  aifairs  of  any  participating  health  service 
association. 

Contracts  between  an  association  and  the  federal 
corporation  would  require  that  an  association  limit 
its  out-of-state  subscribers  to  25  per  cent  of  its  total 
membership,  that  the  association  will  accept  non 
group  applicants,  and  that  physicians  and  hospitals 
will  agree  to  limit  any  additional  charges  to  25  per 
cent  over  an  established  fee  schedule.  A standard 
contract  provision  between  the  federal  corporation 
and  a health  service  association  would  require  that 
premiums  be  based  on  the  subscriber’s  income.  No 
health  plan  would  be  permitted  to  pay  its  sub- 
scribers in  cash  benefits.  A health  service  association 
could  terminate  its  contract  on  90  days’  notice  to 
the  corporation. 

Subscribers  to  health  plans  would  be  covered  up 
to  75  per  cent  on  the  cost  of  twelve  visits  by  a 
licensed  physician  and  up  to  95  per  cent  on  the  cost 
of  all  benefits  furnished  under  any  medical  care  con- 
tract. Operating  expenses  of  the  federal  corporation 
would  be  covered— when  necessary— by  direct  ap- 
propriations by  Congress. 

Health  service  associations  could  appeal  corpora- 
tion decisions  to  the  United  States  Circuit  Court  of 
Appeals.  To  Interstate  and  Foreign  Commerce  Com- 
mittee. 
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HR6950 — Permitting  Government  Loans  to 
Nonprofit  Health  Associations.  (VVolverton,  R— 
New'  Jersey,  January  6.)  Provides  $40,000,000  over 
the  next  five  years  for  long  term  loans  to  assist  vol- 
untary nonprofit  health  service  programs  to  obtain 
facilities  and  ecjuipment.  The  association  would  have 
to  submit  to  the  Surgeon  General  evidence  ( i ) of 
an  organized  structure  headed  by  licensed  members 
of  the  medical  profession,  (2)  that  compensation  is 
satisfactory  to  participating  physicians  and  to  the 
governing  board  of  the  health  plan,  (3)  that  partici- 
pation in  the  plan  is  voluntary. 

A Health  Services  Facilities  Council  of  14  mem- 
bers would  formulate  standards  wfith  the  Surgeon 
General  for  making  loans  to  eligible  health  service 
plans.  The  council  would  be  composed  of  one 
representative  each  from  the  Departments  of  Agri- 
culture and  Labor  and  12  members  appointed  for 
four  year  terms  by  the  Surgeon  General.  Three 
would  represent  medical  service  plans;  three,  national 
farm  organizations;  three,  national  labor  organiza- 
tions; and  three  would  be  members  of  the  medical, 
dental,  and  nursing  professions.  To  Interstate  and 
Foreign  Commerce  Committee. 

HR695I — United  States  Mortgage  Loans  for 
Hospital  and  Medical  Construction.  (Wolver. 
ton,  R— New  Jersey,  January  6.)  Amends  the  Hill- 
Burton  Hospital  Construction  Act  to  provide  mort- 
gage loan  insurance  (similar  to  Federal  Housing 
Administration  type  loans)  to  encourage  private 
investment  for  the  construction  of  medical  facilities. 
Banks,  investment  houses,  associations  of  physicians, 
and  other  groups  would  apply  to  the  Surgeon  Gen- 
eral for  insurance  on  loans  for  medical  centers,  hos- 
pitals, clinics,  doctors  offices,  and  other  facilities. 
The  bill  requires  that  at  least  75  per  cent  of  any 
facility  for  which  an  insured  loan  is  granted  be 
devoted  to  serving  members  of  a group  practice 
prepayment  health  plan.  Adortgages  could  not  ex- 
ceed $5,000,000  and  must  be  amortized  within  25 
years  and  interest  rates  are  set  at  5 per  cent  or  less. 
Other  measures  with  similar  purposes  were  intro- 
duced during  the  first  session.  To  Interstate  and 
Foreign  Commerce  Committee. 

HR7113 — College  Education  for  Handi- 
capped. (Elliott,  D— Alabama,  January  1 1.)  Provides 
federal  aid  to  states  that  would  set  up  college  level 
education  plans  for  physically  handicapped  persons 
between  16  and  45  years.  The  state  plan  would  have 


to  establish  “schedule  of  maximum  fees  for  medical 
and  surgical  treatment,  hospitalization  and  prosthetic 
devices.”  To  Education  and  Labor  Committee. 

HR7116 — State  Supervision  of  Union 
Health  Funds.  (Hoffman,  R— Afichigan,  January 
II.)  The  bill  is  to  encourage  state  supervision  of 
labor  union  health  and  welfare  funds  by  state  insur- 
ance officers.  To  Education  and  Labor  Committee. 

HR7199 — The  Administration’s  Social  Se- 
curity Extension.  (Reed,  R-New  York,  January 
14.)  Would  extend  social  security  coverage,  effective 
January  i,  1955,  to  an  additional  10,000,000  persons, 
6.5  million  on  a compulsory  basis,  including  physi- 
cians and  interns.  (Afinisters  and  certain  state 
employees  would  remain  on  a voluntary  basis.) 
This  is  the  Administration’s  bill  and  includes  in 
substance  President  Eisenhower’s  earlier  views  ex- 
pressed in  HR6812.  Of  about  12,000,000  not  under 
social  security,  450,000  are  professional  persons.  In 
addition  to  coverage  increases,  the  bill  would: 

(1)  Raise  benefits  and  increase  from  $3,600  to 
$4,200  the  individual  income  limit  on  which  the  2 
per  cent  social  security  tax  would  apply— a $12 
annual  per  capita  increase. 

Also  provides  the  ultimate  tax  rate  for  employees- 
employers  would  be  3 1/2  per  cent  in  1970  instead  of 
3 54  per  cent  for  employ ees-employers,  and  for  a 
proportionate  increase  in  the  ultimate  tax  rate  on  the 
income  of  self  employed. 

(2)  Eliminate  the  four  lowest  years  of  a worker’s 
earnings  in  computing  benefits.  Under  HR6812,  the 
three  lowest  years  would  be  dropped. 

(3)  Increase  payments  to  all  beneficiaries  on  the 

basis  of  a new  formula  which  would  raise  the  mini- 
mum primary  benefits  from  $25  to  $30  monthly  and 
the  maximum  family  benefit  from  $168.75  $190. 

(4)  Permit  retired  persons  under  75  to  earn  $1,000 
a year  rather  than  $75  a month. 

(5)  Preserve  benefit  rights  if  one  becomes  blind 
or  totally  disabled  for  an  extended  period  by  ex- 
cluding the  period  of  disability  from  computing 
average  earnings.  The  impairment  would  have  to  be 
medically  determinable  and  extend  for  more  than 
six  months.  To  qualify  one  must  have  been  covered 
for  at  least  one-half  of  the  time  in  the  10  years  pre- 
ceding such  period— 20  quarters.  The  secretary  of 
the  Department  of  Flealth,  Education,  and  Welfare 
would  contract  with  state  vocational  rehabilitation 
agencies  to  determine  disability.  1 he  state  would 
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arrange  to  obtain  the  necessary  medical  evidence. 
Any  individual  who  was  dissatisfied  with  an  un- 
favorable determination  made  by  a state  agency  or 
the  secretary  of  Health,  Education,  and  Welfare 
would  have  the  right  to  a hearing  and  judicial  re- 
view. Disabled  persons  would  be  referred  to  state 
rehabilitation  agencies  for  necessary  rehabilitation 
services.  To  Ways  and  Means  Committee. 

HR7200 — New  Formula  for  Federal  Old 
Age  Payments  to  States.  (Reed,  R— New  York, 
January  14.)  Provides  for  technical  changes  to  re- 
duce, as  the  need  declines,  the  federal  government’s 
cost  of  public  assistance  programs.  Also  relates  fed- 
eral grants  to  states’  financial  ability,  thus  resulting 
in  higher  federal  allotments  to  low^  income  states. 
The  federal  aid  percentage  would  be  from  60  per 
cent  to  83  per  cent.  To  Ways  and  Means  Committee. 

HR7341 — Amends  Hospital  Survey  and 
Construction  Act  (Hill-Burton).  (Wolverton,  R— 
New  Jersey,  January  18.)  The  Administration’s  bill 
(followdng  President  Eisenhower’s  health  message) 
to  enlarge  the  scope  of  the  Hospital  Act  to  include 
the  construction  of  public  and  nonprofit  diagnostic 
and  treatment  centers,  chronic  disease  hospitals,  re- 
habilitation facilities,  and  nursing  homes.  It  appro- 
priates $2,000,000  for  state  surveys  of  need  for 
facilities  and  $60,000,000  for  construction  over  a 
three  year  period. 

States  wmuld  be  allowed  a minimum  of  $25,000 
for  building  surveys  but  would  have  to  match  the 
federal  money  equally. 

The  formula  for  construction  grants  would  be 
based  on  a state’s  population  and  per  capita  income, 
as  under  the  present  Hospital  Construction  Act,  with 
a minimum  allotment  per  state  of  $100,000  for  diag- 
nostic or  treatment  centers  and  chronic  disease  hos- 
pitals and  $50,000  for  nursing  homes  and  rehabilita- 
tion centers.  The  federal  share  would  range  from 
50  per  cent  in  high  income  states  to  66^  per  cent 
in  low  income  states.  The  public  or  nonprofit  agen- 
cies sponsoring  the  construction  project  would  have 
to  match  the  federal  donation. 

New  construction  would  have  to  comply  with 
present  regulations  for  hospital  projects  except  that 
the  present  requirement  for  states  to  set  enforceable 
maintenance  and  operating  standards  would  be 
omitted  (except  for  chronic  disease  hospitals).  State 
agencies  would  recommend  and  approve  all  con- 
struction, and  the  act  would  be  administered  by  the 


U.  S.  Public  Health  Service.  The  $60,000,000  for 
'9555  ^956,  and  1957  would  be  divided  as  follows: 
$20,000,000  for  nonprofit  diagnostic  or  treatment 
centers,  $20,000,000  for  nonprofit  chronic  disease 
hospitals,  and  $10,000,000  each  for  nonprofit  re- 
habilitation facilities  and  nursing  homes.  To  Inter- 
state and  Eoreign  Commerce  Committee. 

AMA  Indorses  Bill  for  Expanded 
Hill-Burton  Program 

The  American  Medical  ikssociation  has  given  its 
formal  indorsement  to  the  first  of  the  administra- 
tion’s health  bills,  a 3 year,  $6o,ooo,ooo-a-year  pro- 
gram for  Hill-Burton  grants  to  build  nonprofit 
facilities  for  the  chronically  ill,  nursing  homes,  diag- 
nostic or  treatment  centers  and  rehabilitation  units. 
The  Association’s  position  was  outlined  in  a letter 
from  Dr.  George  E.  Lull,  AMA  secretary  and  gen- 
eral manager,  to  Chairman  Charles  Wolverton  of  the 
House  Interstate  and  Foreign  Commerce  Committee. 
The  committee  opened  hearings  on  the  bill  (HR 
7341)  February  4,  immediately  after  winding  up  an 
extensive  fact-finding  study  of  health  problems. 
The  first  witness  was  Mrs.  Oveta  Culp  Hobby, 
Secretary  of  Health,  Education,  and  Welfare,  who 
urged  favorable  committee  action. 

The  AMA  recommended  that:  ( i ) facilities  for 
the  chronically  ill  and  impaired  should  be  part  of 
or  near  a conventional  hospital,  (2)  the  original 
purpose  of  the  Hospital  Survey  and  Construction 
Act  (Hill-Burton)  should  be  reaffirmed  to  make 
clear  that  any  facilities  built  under  the  new  program 
are  for  the  benefit  of  the  entire  community. 

Mrs.  Hobby,  in  urging  committee  approval, 
summed  up  the  measure:  “On  the  solid  base  of  the 
existing  program  it  would  add  a five  point  plan  for 
constructing  the  kind  of  health  facilities  which  our 
communities  most  urgently  need  and  which  they  can 
most  efficiently  and  economically  maintain.”  She 
described  the  Hill-Burton  program  as  “one  of  the 
most  successful  and  popular  health  programs  ever 
initiated  by  the  federal  government.”  Other  points 
made  by  the  Secretary: 

( 1 ) Greatest  need  lies  in  facilities  for  chronically 
ill.  Since  1948  there  has  been  a net  loss  in  the  num- 
ber of  hospital  beds  for  care  of  patients  with  chronic 
diseases,  including  cancer,  arthritis,  and  heart  disease. 

(2)  The  need  for  institutional  bed  care  must  be 
minimized  by  placing  greater  emphasis  on  preven- 


N E S FROM  WASHINGTON 


dve  health  services.  Under  the  current  program 
relatively  little  attention  has  been  given  outpatient 
departments  of  hospitals  and  other  diagnostic  and 
treatment  centers.  There  is  no  reason  why  many 
communities  with  no  hospitals  could  not  build  such 
centers  for  the  community  and  surrounding  rural 
areas. 

(3)  State  Hill-Burton  plans  will  have  to  be  re- 
vised to  conform  to  HR7341,  since  three  of  the  four 
construction  categories  cov'^ered  by  the  bill  are  new. 

Secretary  Hobby  and  Surgeon  General  Leonard 
A.  Scheele  estimated  that  $36  million  in  combined 
Federal-state  funds  would  build  2,770  chronic  disease 
hospital  beds,  and  that  $18  million  could  provide 
2,250  nursing  home  beds.  This  is  based  on  an  esti- 
mated average  cost  per  bed  of  $13,000  and  $8,000, 
respectively,  compared  with  $16,000  per  bed  in  a 
general  hospital.  But  cost  w ould  be  still  less  where 
the  facility  was  built  as  a wing  of  an  existing  hos- 
pital, rather  than  as  an  independent  unit,  it  was 
explained. 

HR7448 — Children’s  Service  Act.  (Reed,  R— 
New^  York,  January  21.)  Amends  Social  Security 
Act  according  to  President  Eisenhower’s  recom- 
mendations by  replacing  the  present  separate  cate- 
gorical grants  for  maternal  and  child  health,  crippled 
children’s,  and  child  welfare  services,  with  three 
types  of  grants: 

( 1 ) General  assistance  to  states  to  finance  their 
child  health  and  w^elfare  services.  The  formula  for 
determining  each  state’s  allotments  wmuld  be  similar 
to  that  used  in  the  Hospital  SurA^ey  and  Construction 
Act  in  that  it  would  consider  the  relative  child 
populations  of  the  states  and  their  per  capita  in- 
comes. Each  state  would  have  a minimum  of  $200,000 
with  state  shares  from  33^^  per  cent  to  66^  per 
cent. 

(2)  Six  year  grants  to  aid  states  to  extend  and 
improve  child  health  and  welfare  services.  A mini- 
mum allotment  of  $5,000  per  state  with  the  federal 
share  up  to  75  per  cent  for  the  first  twm  years,  50 
per  cent  for  the  next  twm,  and  25  per  cent  for  the 
last  two. 

Of  each  state’s  allotment  in  the  type  ( i ) and  ( 2 ) 
grants,  32  per  cent  would  be  for  maternal  and  child 
health  services,  29  per  cent  for  crippled  children, 
19  per  cent  for  child  welfare.  The  remaining  20  per 
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cent  would  be  allocated  among  these  services  by 
the  state  governor. 

(3)  Grants  to  states  and  public  and  nonprofit 
institutions  of  higher  education  to  meet  the  costs 
of  projects  to  solve  child  health  and  welfare  prob- 
lems of  national  significance.  For  the  first  three 
fiscal  years  10  per  cent  of  a state’s  annual  appropria- 
tion would  be  available  for  these  projects. 

To  receive  federal  allotments,  a state  would  have 
to  submit  plans  to  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  for  its  individual  child  assistance 
programs. 

To  permit  states  to  adjust  to  the  new  allotment 
formulas,  a limit  of  10  per  cent  would  be  put  on 
any  decrease  in  allotments  to  a state  in  any  one  year. 

The  bill  authorizes  $41,500,000  to  be  appropriated 
annually,  the  same  amount  as  at  present,  but  the 
Administration  estimates  only  $30,000,000  Avill  be 
needed,  the  same  as  currently. 

The  amendments  wmiild  become  eiTective  July 
I,  1955.  To  Ways  and  Means  Committee. 

Tax  Deductions 

The  House  Ways  and  Means  Committee  voted 
to  increase  tax  allowances  for  medical  expenses  by 
providing  that  medical  costs  can  be  deducted  from 
taxable  income  if  they  exceed  3 instead  of  5 per  cent 
of  adjusted  gross  income. 

Maximum  limitations  for  deductions  would  be 
doubled  from  $1,250  to  $2,500,  multiplied  by  the 
number  of  exemptions,  with  a limitation  of  $5,000 
on  single  taxpayers  and  $10,000  for  heads  of  families 
or  married  couples  filing  a joint  return.  These  limits 
also  double  those  in  present  lawx  The  tax  loss  is 
estimated  at  about  $119,000,000. 

Under  the  new  proposal  costs  of  medicines  and 
drugs  could  be  included  in  medical  expenses  only 
to  the  extent  these  items  exceed  $50  or  i per  cent 
of  adjusted  gross  income,  wdiichever  is  greater.  At 
present  it  is  generally  accepted  that  all  medicines 
and  drugs  can  be  included.  The  government  expects 
by  this  change  to  add  $40,000,000  in  tax  money. 

Transportation  expenses,  where  travel  is  pre- 
scribed by  a physician,  could  be  deducted  but  not 
the  cost  of  meals  or  lodging.  A decedent’s  medical 
expenses  also  could  be  deducted  if  paid  by  his 
estate. 
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The  best  way  to  stop  misinformation  is  to  encourage  the  spread  of 
correct  information. 

Today’s  Health,  published  by  the  American  Medical  Association, 
provides  authentic  health  information  — safeguards  against  ignorance  — 
teaches  how  sound  health  habits  can  be  formed  — conveys  accurate 
information  of  medical  progress  — stresses  the  value  of  medical  attention 
and  the  hazards  of  self-treatment  — and  acts  as  a clearing  house  for  health 
news  from  all  parts  of  the  world. 

The  Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society 
sponsors  subscriptions  to  this  leading  health  magazine.  Its  readership  is 
steadily  growing  in  homes,  schools,  libraries  and  physicians’  offices. 


Connecticut  State  Medical  Socitey 

i6o  St.  Ronan  Street 

New  Haven  ii,  Connecticut 

Please  enter  my  subscription  to  Today’s  Health  at  the  special  physicians’  rate 
of  $3.25  for  three  years— or  I1.50  for  one  year. 

Check  enclosed  herewith  □ 

Send  bill  with  first  issue  □ 


Signed:  

Office  Address 
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COMMITTEE  ON  PUBLIC  RELATIONS 


VV^illiam  G.  H.  Dobbs,  Torrington 
Chamnan 

Harold  J.  Bergendahl,  Norwich 


James  C.  Canniff,  Torrington 
Morris  A.  Hankin,  New  Haven 
Harry  C.  Knight,  Middletown 


John  O’L.  Nolan,  Hartford 
Janies  H.  Root,  Jr.,  Waterbury 
Alfred  J.  Sette,  Stamford 


New  Haven  Emergency  Medical  Service 
Records  Thousand  Calls  in  First 
Ten  Months 

More  than  one  thousand  calls  for  medical  atten- 
tion and  information  were  received  by  the  emer- 
gency medical  service  sponsored  by  the  New 
Haven  Medical  Association  during  its  first  ten 
months  of  operation. 

The  1,056  calls  that  were  serviced  included  18 1 
requests  for  information  and  the  remaining  875  calls 
were  for  emergency  medical  attention,  according  to 
a report  prepared  by  Samuel  Spinner,  chairman  of 
the  Association’s  Emergency  Medical  Service  Com- 
mittee. 

The  report  points  out  that  58  per  cent  of  the  calls 
for  medical  attention  were  considered  true  emer- 
gencies by  attending  physicians.  It  is  recommended 
that  in  the  remaining  42  per  cent  of  calls  that  were 
not  considered  emergencies  a continuing  program  of 
public  education  be  directed  toward  reducing  their 
incidence. 

The  emergency  calls  averaged  approximately  90 
per  month  and  in  one-third  of  the  cases  patients 
reported  they  did  not  have  a family  physician. 

The  system  was  inaugurated  Adarch  8,  1953,  with 
a roster  of  70  physicians  who  volunteered  to  par- 
ticipate in  rotating  emergency  panels  to  provide 
emergency  medical  attention.  The  plan  is  so  organ- 
ized that  calls  received  during  the  day  are  directed 
to  panel  members  whose  offices  are  in  the  vicinity, 
while  night  calls  are  serviced  by  physicians  who 
reside  near  the  scene  of  emergency. 

Litchfield  County  Sponsors  Press-Radio 
Conference 

A conference  to  explore  ways  in  which  relation- 
ships with  the  press  and  radio  can  be  improved  to 
assure  adequate  reporting  of  medical  and  hospital 
news  was  sponsored  by  the  Public  Relations  Com- 


mittee of  the  Litchfield  County  Adedical  Association, 
February  4,  in  Torrington. 

James  C.  Canniff,  Torrington,  chairman  of  the 
committee,  presided  at  the  conference  held  at  the 
Conley  Inn,  and  those  in  attendance  included  repre- 
sentatives of  the  press,  radio  and  hospitals  in  the 
Torrington-Winsted  area. 

Problems  encountered  in  the  assembling  of  medi- 
cal and  hospital  news  were  discussed  at  length  and 
conference  members  expressed  interest  in  the  devel- 
opment of  a press-radio  code  similar  to  those  that 
have  been  established  in  cooperation  with  medical 
associations  and  hospitals  in  a number  of  other  com- 
munities. It  was  agreed  to  obtain  sample  copies  of 
such  codes  for  study  by  members  of  the  conference 
and  to  further  explore  the  proposal  at  a subsequent 
meeting. 

New  AMA  Committee  Appointed  to  Study 
Adverse  Publicity 

The  Board  of  Trustees  of  the,  American  Medical 
Association  has  appointed  a five  member  committee 
to  study  all  aspects  of  the  public  relations  problems 
created  by  adverse  publicity. 

The  following  physicians  were  appointed  to  the 
committee,  with  the  prospect  that  two  more  mem- 
bers may  be  added  at  a later  date:  Stanley  R.  Tru- 
man, chairman,  Oakland,  California;  John  S.  DeTar, 
AJilan,  Alichigaii;  Leland  S.  AdcKittrick,  Brookline, 
Adassachusetts;  James  Q.  Graves,  Adonroe,  Louisiana; 
and  Felix  L.  Butte,  Dallas,  Texas. 

Appointment  of  the  committee  is  in  accord  with 
a resolution  adopted  by  the  AAdA  House  of  Dele- 
gates in  St.  Louis  last  December.  Introduced  by  John 
F.  Burton,  Oklahoma,  the  resolution  referred  spe- 
cifically to  “published  statements  of  certain  medical 
spokesmen  concerning  alleged  unethical  practices  b,v 
members  of  the  medical  profession”  vhich  have 
“tended  to  destroy  the  confidence  of  patients  in 
their  physicians,  without  solving  the  basic  problems 
involved.” 
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The  committee  has  been  instructed  to  report  its 
findings  and  make  whatever  recommendations 
deemed  necessary  to  the  next  meeting  of  the  House 
of  Delegates,  to  be  held  in  San  Francisco  next  June. 


Greenwich  Medical  Society  Sponsors  New 
Emergency  System 

Modification  of  the  emergency  medical  call  plan 
sponsored  by  the  Greenwich  Medical  Society  to 
provided  more  complete  24  hour  service  was  recently 
announced. 

Known  as  the  Emergency  Call  Panel,  the  service 
operates  through  a central  telephone  switchboard 
where  trained  operators  have  access  to  a list  of 
physicians  available  for  emergency  calls. 

A report  concerning  the  service  in  the  Greenwich 
Time  states  the  system  “fills  the  gap  in  those  few 
instances  in  which  neither  the  family  doctor  nor  his 
substitute  is  available  and  the  patient  can’t  wait.  It 
will  also  locate  a doctor  in  an  emergency  for  new- 
comers or  others  who  may  not  have  a regular  family 
physician.” 


Statement  on  President  Eisenhower’s  Health 
Plan  by  AM  A Board  of  Trustees 

The  Board  of  Trustees  of  the  American  Medical 
Association  has  given  careful  study  to  the  President’s 
Message  on  Health  delivered  to  Congress  on  January 
18.  The  Board  is  pleased  to  find  in  this  message  so 
many  of  the  ideas  and  principles  for  which  the 
American  Medical  Association  has  striven  for  so 
many  years. 

The  Board  endorses  the  general  objectives  of  the 
President  to  extend  needed  facilities,  to  promote 
further  research,  to  increase  coverage  under  volun- 
tary health  insurance  and  to  rehabilitate  the  disabled. 

There  are  certain  basic  principles  which  the 
American  Medical  Association  feels  are  essential  in 
the  consideration  of  any  voluntary  health  insurance 
program:  there  must  be  free  choice  of  physicians 
and  hospitals;  the  program  must  be  founded  on  sound 
actuarial  data  and  there  must  be  no  direct  or  indirect 
control  of  the  program  by  the  government. 

The  Administration’s  federal  reinsurance  proposal 
is  indefinite.  It  is  not  clear  whether  this  is  true  rein- 
surance or  another  form  of  government  subsidy. 
This  whole  subject  needs  careful  study  and  until 
the  plan  is  spelled  out  in  detail  the  American  iVIedical 
Association  can  make  no  further  comment. 


The  American  Medical  Association  feels  that  there 
may  be  other  approaches  to  the  problem  of  the 
extension  of  health  coverage  than  that  of  federal 
reinsurance.  For  example,  the  AMA  has  strongly 
supported  legislation  to  permit  deduction  from  in- 
come for  tax  purposes  of  medical  and  hospital  bills 
and  premiums  paid  for  voluntary  health  insurance. 

Killing  The  Goose 

Michigan  Hospital  Service  has  made  a survey  to 
show  up  the  errors  in  the  utilization  of  hospital 
services  under  prepaid  plans.  The  same  type  of 
faulty  use  was  found  in  commercial  carriers  as  in 
Blue  Cross. 

12,000  consecutive,  completed,  clinical  case 
records  from  representative  areas  were  studied. 

1 8 per  cent  of  Blue  Cross  cases  overstayed  a total 
of  2,516  days. 

14.7  per  cent  of  commercial  insurance  cases  over- 
stayed a total  of  1,115  days. 

7.3  per  cent  of  self-payment  cases  overstayed  470 
days. 

I per  cent  of  welfare  cases  overstayed  68  days. 

Hospitalization  for  medical  inventory  or  diagnos- 
tic procedures  alone  showed  the  following: 

1 1.7  per  cent  Blue  Cross  cases  used  2,515  days. 

10.5  per  cent  commercial  insurance  cases  used 

1,034  d^iys- 

4.4  per  cent  noninsured  cases  used  538  days. 

Hospitalization  for  convenience  revealed  the  fol- 

Of  4,370  Blue  Cross  cases  studied,  154  used  up 
750  days. 

Of  2,418  coijimercial  insurance  cases,  62  used  up 
240  days. 

Of  156  welfare  cases,  five  used  up  21  days. 

The  Michigan  editor  remarks:  “If  these  two 
great  services  (Blue  Cross  and  Blue  Shield)  fail, 
government  management  will  surely  be  demanded 
and  will  be  unhesitatingly  assumed.  If  this  great  and 
grand  experiment  fails,  it  will  be  because  the  in- 
cipient evils  were  not  foreseen  and  promptly  cor- 
rected by  the  only  persons  who  can  keep  the 
services  well— the  m.d.’s.  It  is  in  the  province  of 
the  Doctors  of  Medicine  to  keep  the  Blue  Cross- 
Blue  Shield  strong  bulwarks  against  socialism.” 
(Very  true.  Ed.) 
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Jensen  in  “En  Klinisk  Undersogelse  over  de  Ostro- 
o'ene  Stoffers  Betydning  for  Cancer  Corporis  Uteri” 
'(Ugeskrift  F.  Lager  115:52)  reports  the  result  of  a 
study  of  105  cases  of  endometrial  carcinoma  which 
showed  that  in  these  patients  the  menopause  com- 
menced later  and  was  more  often  preceded  by 
periodic  metrorrhagia  and  less  frequently  accom- 
panied by  hot  flushes  than  in  the  average  climacteric 
woman.  This  indicated  to  the  author  that  these 
patients  have  often  been  under  the  influence  of 
endogenous  estrogens  throughout  longer  periods 
than  the  average  woman.  In  spite  of  this  those  with 
cancer  of  the  uterus  in  this  study  frequently  gave 
a history  of  estrogen  therapy  in  larger  amounts  and 
for  longer  periods  than  recorded  in  the  control 
patients. 

* * * * 

Patients  with  gastric  resections  should  be  followed 
up  for  at  least  3 to  5 years  after  the  operation  be- 
cause of  the  possibility  of  tuberculosis  developing 
(Winslow,  “Om  Forbindelse  Mellem  Ventricelre- 
section  og  Tuberkulose,”  Ugeskrift  F.  Lager, 
115:52).  The  author  found  that  out  of  3,774 
patients  at  a sanatorium,  33  had  had  a gastric  resec- 
tion done  for  peptic  ulcer.  Of  these  33,  8 had  been 
suffering  from  tuberculosis  prior  to  the  operation, 
progression  of  the  lesion  commencing  one  month 
to  two  years  after  the  operation.  Twenty-five  devel- 
oped tuberculosis  after  the  operation  in  most  of 
whom  the  possibility  of  preoperative  TB  could  be 
excluded.  In  15  cases  the  diagnosis  of  tuberculosis 
was  verified  3 months  to  3 years  postoperatively. 

* * * * 

Nielsen  discusses  “The  Management  of  Cerebral 
Vascular  Accidents”  in  an  interesting  manner  (A7m. 
Lit.  Med.,  39:4).  He  calls  attention  to  the  fact  that 
cerebral  vascular  accidents  are  usually  thought  of  as 
thrombosis,  hemorrhage  and  embolism.  There  should 
be  added  to  this  list  subarachnoid  hemorrhage  and 
subdural  hematoma.  In  many  instances  neoplasms 
must  be  considered  in  the  differential  diagnosis. 

Cerebral  thrombosis  is  often  heralded  by  recog- 
nizable signs  hours  or  even  days  before  it  develops. 
The  following  points  are  helpful  in  making  a diag- 
nosis of  cerebral  thrombosis.  ( i ) Thrombosis  occurs 


during  rest  and  not  during  periods  of  physical 
activity.  It  is  for  this  reason  that  it  is  more  apt  to 
develop  at  night.  (2)  Thrombosis  does  not  occur 
suddenly.  ( 3 ) In  threatened  thrombosis  the  spinal 
fluid  may  show  at  most  a few  red  blood  cells.  Intra- 
cerebral hemorrhage  of  any  size,  on  the  other  hand, 
results  in  a considerable  amount  of  blood  in  the 
spinal  fluid. 

In  the  treatment  of  cerebral  thrombosis  it  is  well 
to  remember  that  there  is  no  method  available  for 
dissolving  a blood  clot  in  a cerebral  blood  vessel. 
The  widely  used  methods  of  treating  cerebral  throm- 
bosis with  stellate  block  or  the  intravenous  injection 
of  procaine  is  effective  only  for  threatened  throm- 
bosis. It  is  for  this  reason  that  the  signs  of  an 
impending  thrombosis  should  be  familiarly  known 
and  watched  for.  Parasthesias,  mild  weakness,  visual 
disturbances,  and  even  episodes  of  hemiplegia  com- 
monly give  warning  of  a developing  situation  before 
an  irreversable  thrombosis  develops.  It  is  in  this 
preliminary  phase  of  thrombosis  that  stellate  ganglion 
block  or  the  infusion  of  procaine  solution  is  effi- 
cacious. The  easier  and  less  skilled  method  is  the 
intravenous  infusion  of  500  mg.  of  procaine  in  500 
cc.  of  normal  saline  in  two  hours.  According  to  the 
author,  this  is  just  as  effective  treatment  as  stellate 
block. 

In  cerebral  embolism  the  intravenous  infusion  of 
procaine  is  a good  treatment.  However,  it  should 
not  be  overlooked  that  the  fundamental  problem  is 
the  discovery  of  the  source  of  the  embolism. 

In  the  author’s  experience  the  sudden  blowing  out 
of  a large  vessel  with  a resulting  massive  hemorrhage 
is  not  common.  The  common  thing,  and  the  rule  in 
traumatic  intracerebral  hemorrhage,  is  for  a vaso- 
motor paralysis  to  occur  first  and  for  the  hemorrhage 
to  be  produced  by  diapedesis.  Usually  there  is  little 
that  can  be  done  in  a massive  cerebral  hemorrhage. 
The  patient  is  placed  with  the  head  elevated  and 
with  an  ice  cap  to  obtain  vasoconstriction.  Repeated 
spinal  puncture  is  not  encouraged  on  the  grounds 
that  it  promotes  l)leeding.  If  the  patient  survives 
24  hours,  the  prognosis  is  not  hopeless;  if  he  lives  48 
hours,  his  chances  for  life  are  good  but  poor  for 
function. 

Congenital  aneurysms  of  cerebral  vessels  present 
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many  difficulties  of  diagnosis.  Recurrent  migraine 
syndromes  that  remain  fairly  fixed  anatomically  are 
a cause  for  suspicion.  Such  symptoms  justify  angi- 
ography. If  aneurysm  can  be  shown  to  be  present, 
the  case  at  once  becomes  a problem  for  the  neuro- 
logic surgeon.  The  rupture  or  leak  of  such  an 
aneurysm  presents  a new  problem  of  diagnosis  and 
of  treatment.  Actually  the  therapy  in  such  cases  is 
still  to  be  worked  out. 

Subdural  hematomas  present  a peculiarly  difficult 
problem  in  localization  and  even  in  diagnosis.  If  the 
patient  is  in  coma,  all  the  difficulties  are  multiplied 
and  it  may  be  necessary  to  delay  opinions  until  the 
case  is  thoroughly  studied.  If  the  findings  are  such 
as  to  indicate  cerebral  thrombosis,  one  can  debate 
the  wisdom  of  an  angiogram  and  benefit  from  an 
injection  of  procaine.  Sometimes  an  accurate  locali- 
zation of  an  intracerebral  hemorrhage  is  possible 
and  of  a type  amenable  to  surgical  intervention. 

A careful  physical  examination,  a neurological 
examination,  and  a competent  laboratory  study  will 
usually  result  in  a well  founded  opinion  as  to  what 
is  wrong  with  the  patient,  even  though  he  came 
under  the  care  of  the  physician  in  a state  of  deep 
coma. 

* * * * 

Periodic  health  examinations  are  advocated  by 
many  doctors.  Shillito  (Ann.  bit.  Med.,  39:1), 
briefly  enumerates  the  important  factors  in  such  an 
examination:  namely,  (i)  periodic  health  examina- 
tions contribute  materially  to  day-by-day  health,  by 
attention  to  minor  deviations  from  the  norm;  (2) 
the  original  health  examination  should  be  a thorough 
health  survey,  with  determination  of  “base-line” 
laboratory  and  x-ray  levels  for  future  reference;  (3) 
subsequent  examinations  should  stress  health  coun- 
seling and  investigation  of  suspected  conditions 
which  have  produced  symptoms  as  elicited  in  an 
interval  history. 

jr,  ^ ^ 

^ W W w 

Fuchs  interestingly  discusses  the  origin  and  the 
function  of  eosinophilia  as  it  occurs  in  health  and 
disease  (N.  Y.  State  Med.  Jour.,  53:14).  The  article 
may  be  briefly  summarized  as  follows. 

The  exact  role  of  the  eosinophil  in  the  physiologic 
and  pathologic  processes  is  unknown.  There  is 
enough  correlation  between  eosinophilic  levels  in  the 
blood  and  certain  clinical  states  to  make  information 
about  these  cells  useful  to  the  physician. 

Generally  there  is  an  increase  in  the  total  eosinphil 


count  in  conditions  associated  with  hypersensitive 
reactions  such  as  those  seen  in  allergic  states  and  in 
parasitic  infestations.  Eosinophilia  is  commonly  seen 
in  certain  destructive  skin  lesions,  the  “collagen” 
diseases,  some  poisonings  and  in  conditions  possibly 
related  to  foreign  protein  and  sensitivity  reactions. 
Eosinophilia  is  a feature  of  certain  blood  and  marrow 
disturbances. 

Stress  phenomena  caused  by  infection,  surgical 
operations,  and  many  other  traumatic  conditions 
characteristically  cause  an  eosinophilia.  Recovery 
from  the  stress  state  is  marked  by  a return  of  the 
eosinophilia  to  normal  or  high  levels.  This  return  to 
normal  does  not  occur  if  the  adrenal  cortex  is  not 
functioning  properly. 

^ ^ ^ ^ 

Within  recent  years  the  practice  of  human  arti- 
ficial insemination  has  become  widespread.  Accord- 
ing to  Schlemer,  the  situation  has  brought  about  a 
condition  in  which  nobody  knows  much  about  the 
rights  and  liabilities  of  the  parties  involved  because 
the  question  has  seldom  come  up  in  the  courts. 
Annulment,  legitimacy,  adultery,  the  effect  of  con- 
sent on  legitimacy,  the  rights  of  the  illegitimate 
child,  inheritance,  and  even  the  question  of  rape  all 
appear  at  sometime  or  another  to  have  entered  into 
the  problem.  It  is  obvious  that  the  whole  problem 
is  not  a simple  one  and  that  the  doctor  should  con- 
sent to  such  a venture  only  under  circumstances 
that  fully  guard  his  good  name  and  his  future 
liability. 

Dr.  Schlemer  concludes  that  the  physician  who 
performs  the  insemination,  the  husband  and  the  wife, 
the  child  and  the  donor  are  all  in  an  unsatisfactory 
position  with  respect  to  the  law.  Statutes  will  have 
to  be  enacted  either  regulating  the  practice  and 
outlining  the  rights  and  liabilities  of  the  parties 
concerned,  or  making  the  practice  a criminal  offense. 
As  a practical  matter  the  author  does  not  believe  that 
it  will  be  made  a criminal  offense,  for  the  reason 
that  the  practice  has  become  too  widespread,  and 
the  judicial  comment  in  this  country  has  been  too 
favorable. 

The  status  of  the  child  conceived  by  aid  is  a 
problem  that  will  be  solved  by  statutory  determina- 
tion, and  it  suggests  some  interesting  possibilities. 
The  author’s  own  conclusion  is  that  adoption  is  the 
best  way  to  bring  wanted  children  into  the  childless 
home. 

Any  doctor  that  goes  to  the  trouble  of  reading 
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this  article  on  “Artificial  Insemination  and  the  Law” 
^^'ill  not  undertake  the  practice  either  lightly  or 
without  fully  guarding  himself  from  legal  difficul- 
ties. The  complications  of  what  is  undertaken  as  a 
favor  are  not  only  numerous  but  are  obscure. 

^ ^ ^ ^ 

A timely  editorial  appears  in  the  September  issue 
of  the  Jomiial  of  the  Michigan  State  Medical 
Society  entitled  “Aluckraking”  (52:9).  The  editorial 
mourns  the  fact  that  98  or  97  per  cent  of  the  physi- 
cians who  are  doing  an  amazing  job  for  our  public 
should  suffer  for  the  faux  pas  of  the  heedless  few. 
The  bad  public  relations  of  the  medical  profession 
are  due  to  the  mispractice,  misconduct  and  ill  ad- 
vised remarks  or  actions  of  the  few.  As  long  as  these 
nonconforming  members— not  more  than  2 or  3 per 
cent— continue  to  make  mistakes  the  muckraking 
will  continue. 

For  the  wellbeing  of  the  medical  profession  it  is 
important  that  the  individual  doctor  must  see  and 
continue  to  be  his  ultimate  best. 

# * * # 

Joslin  is  of  the  opinion  that  the  diabetic  should  be 
as  safe  in  the  home  as  in  the  hospital  (Venn.  Med. 
Jour.,  58:5).  This  ideal  is  possible  only  if  the  dia- 
betic and  his  family  receive  education— primary, 
secondary  and  postgraduate.  Dr.  Joslin  considers 
that  the  major  endeavor  in  diabetes  today  is  the 
establishment  throughout  the  country  of  hospital 
teaching  centers  to  which  ambulatory  and  hopeful 
patients  can  return  frequently  at  lessened  hospital 
costs  and  learn  not  only  their  status  but  gain  new 
information  for  better  results.  Diabetics,  like  doc- 
tors, in  this  forward-changing  world  need  post- 
graduate education.  Dr.  Joslin  considers  that  we 
have  today  full  proof  that  the  control  of  diabetes 
pays. 

-y.  -V- 

w w w 

“Current  Concepts  in  Diabetes  Mellitus”  is  a 
frank  attempt  to  ferret  out  many  of  the  mistakes 
that  are  commonly  made  by  patients  in  the  manage- 
ment of  their  diabetes.  The  physician  must  often 
act  like  a first  grade  detective  in  discovering  these 
errors.  Graef  briefly  sums  up  these  errors  in  the  fol- 
lowing list  (N.  Y.  State  Joitr.  Med.,  53:14). 

(1)  The  physician  should  be  thorough  in  his 
original  instruction. 

(2)  The  physician  should  be  repetitious  at  follow- 
up visits,  almost  making  a catechism  of  his  instruc- 
tions. 


(3)  Make  sure  that  the  patient  has  the  means  of 
performing  urine  sugar  and  acetone  determinations 
at  home  (clinitest  and  acetest  tabs). 

(4)  All  patients  with  diabetes,  whether  on  insulin 
therapy  or  not,  should  have  a bottle  of  regular 
insulin  at  home  and  should  be  instructed  in  the  use 
of  the  same. 

( 5 ) The  patient  should  be  taught  how  to  take  his 
temperature. 

(6)  The  doctor  should  be  available  for  telephone 
contact  by  the  patient  so  that  he  may  get  proper 
instruction  in  case  of  emergency,  or  even  in  case  of 
doubt. 

* * * * 

“The  Significance  of  Cell  Types  in  Bronchogenic 
Carcinoma”  is  an  anlysis  by  Moersch  and  McDonald 
of  1 ,000  cases  of  proved  bronchogenic  carcinoma  as 
they  were  observed  in  the  Mayo  Clinic  (Dis.  of 
Chest,  XLII:6), 

The  cell  types  were  as  follows:  small  cells  in  90 
cases  (9  per  cent),  adenocarcinoma  in  137  cases  (13.7 
per  cent),  large-celled  carcinoma  in  395  cases  (37.8 
per  cent),  and  squamous  cell  carcinoma  in  395  cases 
(39.5  per  cent). 

Small  cell  carcinoma  and  squamous  cell  carcinoma 
occur  much  more  frequently  in  men  than  in  women. 
The  average  age  of  the  patients  was  slightly  lower 
in  the  cases  of  small  cell  carcinoma  than  it  was  in 
the  cases  of  the  other  types  of  tumor. 

The  duration  of  symptoms  was  shorter  in  cases  of 
small  cell  carcinoma  than  it  was  in  cases  of  the  other 
types  of  tumor.  In  all  the  cases  of  small  cell  car- 
cinoma the  patient  had  symptoms  that  were  refer- 
able to  the  thorax.  Such  symptoms  were  not  present 
in  all  of  the  other  types  of  carcinoma. 

Roentgenographic  examinations  of  the  thorax  dis- 
closed an  abnormality  in  all  but  12  of  the  entire 
series  of  1,000  cases.  Bronchoscopy  was  not  per- 
formed in  all  the  cases  studied,  but  was  elTective  as 
a diagnostic  procedure  in  those  cases  in  which  the 
tumor  arose  from  the  central  portion  of  the  luno-. 
Cytologic  examination  of  the  sputum  or  bronchial 
secretions  was  more  effective  in  the  cases  of  small 
cell  carcinoma  and  least  effective  in  the  cases  of 
adenocarcinoma. 

The  results  of  surgical  treatment  \vere  more  satis- 
factory in  cases  of  squamous  cell  carcinoma  than 
they  were  in  cases  of  the  other  types  of  carcinoma. 
The  results  of  surgical  treatment  v ere  least  satis- 
factory in  the  cases  of  small  cell  carcinoma. 


274 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


CMS  REPORT  BY  THE  PRESIDENT 

Robert  S.  Judd,  Nenjo  Haven 


Connecticut  Medical  Service,  Inc.,  has  had  a good 
year.  We  are  happy  to  be  able  to  report  for  the 
year  1953  a gratifying  record  of  steady  growth  in 
members  to  a new  total  of  over  697,000  as  of  Decem- 
ber 31,  with  a correspondingly  improved  financial 
balance  sheet,  a new  contract  olTering,  and  an  organ- 
ization that  promises  well  for  further  development 
of  service  and  extension  of  coverage. 

A significant  development  of  the  year  was  the 
final  termination,  by  mutual  agreement,  of  the  ex- 
clusive Agency  Contract  with  Connecticut  Hospital 
Service.  We  have  now  assumed  complete  operation 
of  all  functions  of  CMS  with  our  enlarged  organiza- 
tion housed  at  205  Whitney  Avenue,  occupying  the 
entire  building  of  three  floors  under  a ten  year  lease. 
We  are  satisfied  that,  in  consideration  of  present 
growth  and  financial  standing,  we  can  better  serve 
the  public  and  more  adequately  represent  the  medical 
profession.  We  plan  to  promote  sales  of  our  con- 
tract independently  or  in  association  with  Blue  Cross 
or  other  hospital  coverage  to  meet  any  demand. 
Under  this  new  Policy  we  retain  complete  control 
of  our  own  contract. 

The  continuing  support  of  our  Participating 
Physicians,  a group  of  2,138  or  approximately  85  per 
cent  of  those  eligible  in  Connecticut,  still  provides 
the  essential  guarantee  of  Service  Benefits.  These 
physicians  are  regularly  accepting  as  full  compen- 
sation, for  surgical,  medical  and  maternity  cases  for 
members  within  the  Service  Benefit  income  brackets, 
fees  that  are  often  below  what  these  doctors  would 
otherwise  charge  for  the  same  services,  a very  real 
contribution  by  them  to  make  the  best  medical 
service  available  to  lower  income  people.  The  Par- 
ticipating Physician  receives  payment  of  claims 
directly  and  promptly.  A total  of  101,534  claims 
were  paid  during  the  year  amounting  to  over 
$5,700,000.  Of  these  claims,  53  per  cent  qualified  for 
Service  Benefit  and  the  published  schedule  fees 
were  accepted  by  the  attending  Participating  Physi- 
cian in  full  payment.  These  doctors  have  made  the 
term  Service  Benefit  meaningful  to  many  hundreds 
of  grateful  patients,  CMS  members. 


The  members  of  the  Professional  Policy  Com- 
mittee, nominated  by  the  State  Medical  Society, 
take  their  responsibilities,  as  representatives  of  the 
medical  profession,  very  seriously  and  have  devoted 
long  hours  of  study  to  the  revision  of  the  profes- 
sional features  of  our  contract  and  fee  schedule. 
Their  decisions,  tempered  by  broad  knowledge  of 
the  tenets  of  American  medical  practice  and  with 
discernment  of  the  delicate  balance  between  theory 
and  practical  facts,  are  making  a worthy  contribu- 
tion to  a sane  solution  of  medical  service  in  a free 
society. 

It  is  well  to  recall  that  CMS  operates  under  a 
special  act  of  the  legislature  which  assures  to  our 
nonprofit  voluntary  corporation  privileges  that 
contribute  to  low  overhead  costs,  including  the 
provision  that  all  members  of  the  corporation,  direc- 
tors and  officers,  serve  without  compensation.  This 
principle  applies  equally  to  lay  and  medical  mem- 
bers, including  the  Professional  Policy  Committee. 
The  act  provides  for  supervision  of  contract  and 
risk  exposure  in  the  public  interest  by  the  State 
Insurance  Commissioner,  an  association  that  we 
have  found  most  constructive  and  helpful.  We  have 
profited  by  the  interest  and  advice  so  graciously 
given  by  the  Commissioner  and  his  staff. 

Consistent  with  our  new  outlook  the  roster  of 
officers.  Board  of  Directors,  Professional  Policy 
Committee  and  administration  is  shown  in  this 
report  as  currently  constituted.  We  are  happy  to 
welcome  to  this  policy  making  group  a number  of 
new  members  who  bring  to  our  counsels  wide  expe- 
rience in  business  and  community  affairs.  We  note 
with  deep  personal  grief  the  death  of  Dr.  Joseph  H. 
Howard,  able  and  sincerely  devoted  member,  wise 
counsellor  and  friend. 

The  new  Preferred  Contract  presents  tangible 
results  of  advanced  thinking  with  advantages  of 
importance  both  to  the  medical  practitioner  and  to 
the  public.  The  quick  appreciation,  by  enrolled 
groups  or  prospects,  of  its  improved  coverage  is 
gratifying.  With  the  approval  of  the  Insurance 
Commissioner  we  shall  continue  our  present  Stand- 
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ard  Contract,  with  the  Preferred  as  an  optional 
choice.  We  believe  that  we  are  advancing  along 
constructive  lines,  v ith  sufficient  elasticity  in  Policy 
to  adapt  to  desirable  changing  social  concepts  of 
medical  practice  as  the  future  shall  prove  the  need. 

Independent  operation  has  brought  us  into  closer 
contact  with  our  subscribing  firms,  with  better 
understanding  of  their  problems  resulting  in  an  im- 
proved and  simplified  billing  procedure  on  group 
contracts,  and  other  tangible  benefits. 

We  are  in  process  of  setting  up  an  arrangement 
with  certain  commercial  banks  and  with  the  Mutual 
Savino's  Banks  of  Connecticut  to  make  available  to 
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our  direct-pay  members  a statewide  network  of 
points  where  payment  of  premium  will  be  received. 

We  report  with  satisfaction  the  enlargement  of 
our  administrative  group,  with  new  employees 
trained  and  assigned,  to  form  a well  integrated 
organization  with  understanding  of  the  job  and  with 
enthusiasm  for  the  prospects  of  growth  and  service. 
We  owe  much  to  the  intelligent  guidance  of  our 
executive  director  and  to  the  cadre  of  experienced 
department  heads  who  have  worked  together  under 
pressure  to  accomplish  the  transfer  of  functions  and 
to  assume  so  effectively,  in  so  short  a time,  the  com- 
plete servicing  of  our  contract. 


While  the  problem  of  space  for  expansion  had 
been  faced  and  the  matter  of  further  separation  of 
functions  had  been  discussed  in  July,  it  was  not 
until  the  first  week  of  September,  1953  that  final 
understanding  for  a completely  independent  opera- 
tion was  reached.  We,  as  directors,  give  special 
commendation  to  Dr.  William  H.  Horton  and  his 
immediate  staff  for  their  splendid  accomplishment 
in  organizing,  procuring  equipment,  furnishings  and 
files;  designing  billing  forms,  statements  and  station- 
ery; setting  up  office  routines  and  hiring  and  train- 
ing people,  to  be  ready  to  proceed  with  business  at 
our  new  location  beginning  in  December,  1953.  All 
of  this,  fortunately,  was  possible  in  a new  building- 
ideal  for  our  purpose,  well  located  and  of  attractive 
design. 

We  believe  strongly  that  experience  has  proven 
the  worth  of  our  service  type  of  contract,  in  com- 
parison with  any  indemnity  coverage.  On  the  pres- 
ent base  of  sound  operation  and  a flexible  policy, 
with  the  intelligent  and  practical  support  of  the 
medical  profession  of  Connecticut,  we  present  to 
an  enquiring  public  a convincing  demonstration  of 
a plan  that  can  contribute  to  the  maintenance  of  an 
effective  free  moving  medical  service  with  controls 
held  at  the  local  level. 


Four  new  members  were  elected  to  the  Board: 
John  Coolidge,  of  Hartford;  J.  Edison  Doolittle  and 
Carl  G.  Freese,  of  New  Haven,  and  Dr.  Thomas  P. 
Murdock,  of  Meriden.  Others  re-elected  include 
Mr.  Judd,  Dr.  Creighton  Barker,  William  B.  Gum- 
bart,  Franklin  R.  Hoadley  and  Dr.  Walter  I.  Russell, 
all  of  New  Haven;  Dr.  Louis  F.  Middlebrook,  of 
Hartford;  Dr.  Henry  A.  Archambault,  of  Norwich, 
and  Dr.  Thomas  J.  Danaher,  of  Torrington. 

Mr.  Judd  and  Dr.  Middlebrook  were  re-elected 
president  and  secretary,  respectively.  Dr.  Danaher 
was  newly  elected  vice-president  and  Mr.  Freese  was 
newly  elected  treasurer. 

Nominated  to  the  CMS  Professional  Policy  Com- 
mittee, in  addition  to  Dr.  Danaher,  who  is  chairman, 
and  Drs.  Archambault,  Middlebrook  and  Russell, 
were  Dr.  William  Curley,  Jr.,  of  Bridgeport;  Dr. 
Thomas  Feeney,  Dr.  Robert  G.  Reynolds  and  Dr. 
Edward  H.  Whalen,  Jr.,  all  of  Hartford,  and  Dr. 
Orpheus  J.  Bizzozero,  of  Waterbury. 

Dr.  William  H.  Horton,  executive  director  of 
CMS,  told  the  Board  that  of  the  total  claims  paid. 


53,300  were  submitted  by  members  of  the  plan  who 
were  within  certain  income  limits  and  who  qualified 
for  Service  Benefits.  Under  the  CAfS  contract  their 
doctors  accepted  the  CAIS  payment  as  their  full  fee. 
Another  1 0,900  persons  were  over  the  income  limits, 
but  their  doctors  also  accepted  the  CAfS  payment 
as  their  total  fee.  In  all,  64  per  cent  of  all  the  mem- 
bers who  filed  claims  did  not  have  to  pay  their  doc- 
tors anything  over  the  CAfS  benefit. 

Dr.  Horton  also  pointed  out  that  another  109,000 
members  were  added  to  the  CAfS  rolls  bringing  the 
total  membership  up  to  the  700,000  mark.  Another 
153  doctors  also  signed  Participating  Physician 
agreements  during  the  year,  bringing  that  total  to 
2,143,  or  85  per  cent  of  all  licensed  physicians  en- 
gaged in  active  practice  in  the  State. 

The  Directors: 

HARTFORD 

John  Coolidge,  15  Diamond  Glen  Road,  Farming- 
ton;  President  and  Treasurer  of  (k)unecticut  Alani- 
fold  Forms  Co.;  Presideiit  and  Treasurer  of  tlie 
Colonial  Empire,  Inc.  (Afanchester) ; Treasurer  of 
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the  iManufacturers  Association  of  Connecticut;  Presi- 
dent, Boy’s  Village  in  Alilford;  Secretary  and  Treas- 
urer, West  Hartford  Adanufacturers’  Association. 

Louis  F.  Adiddlebrook,  Jr.,  m.d.,  60  High  Farms 
Road,  West  Hartford;  Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology. 

MF.IUDEN 

Thomas  P.  Adurdock,  m.d.,  19  Windsor  Avenue, 
Aleriden;  Diplomate  of  the  American  Board  of  In- 
ternal Adedicine;  Fellow  of  the  American  College  of 
Physicians;  Trustee  of  the  American  Adedical  Asso- 
ciation; Past  ITesident  of  the  Connecticut  State 
Aledical  Society;  Past  President  of  the  New  Haven 
County  Adedical  Association. 

NFUV  HAVEN 

Creighton  Barker,  m.d.,  i 19  Armory  Street,  Ham- 
den; Executive  Secretary,  Connecticut  State  Adedical 
Society;  President,  Federation  of  State  Adedical 
Boards  of  the  U.  S. 

J.  Edison  Doolittle,  47  Commodore  Place,  Adil- 
ford;  Comptroller,  The  Southern  New  England 
Telephone  Company;  Vice-President,  New  Haven 
Taxpayers  Research  Council;  Director,  Tradesmens 
National'  Bank;  Corporator  and  Director,  Taylor 
Library,  Adilford. 

Carl  G.  Freese,  67  Adill  Rock  Road,  Hamden; 
President  and  Treasurer,  Connecticut  Savings  Bank; 
Past  President,  National  Association  of  Adutual  Sav- 
ings Banks;  Past  President,  Savings  Banks  Association 
of  Connecticut;  Past  President,  New  Haven  Cham- 
ber of  Commerce;  Director,  Security  Insurance 
Company,  First  National  Bank  of  New  Haven, 
Grace-New  Haven  Hospital,  Y.  Ad.  C.  A.,  Boy’s 
Club. 

William  B.  Gumbart,  55  Laurel  Road,  Ham- 
den; Attorney;  Investment  Analyst,  First  National 
Bank  and  Trust  Company. 

Franklin  R.  Hoadley,  1 14  Edgehill  Road,  Hamden; 
President,  Farrel-Birmingham  Company,  Ansonia. 

Robert  S.  Judd,  75  Old  Farm  Road,  Hamden; 
Vice-President,  Grace-New  Haven  Hospital. 


Walter  I.  Russell,  m.d.,  139  Alston  Avenue,  New 
Haven;  Past  President,  New  Haven  County  Adedical 
Association;  Adember  of  the  Flouse  of  Delegates  of 
the  Connecticut  State  Adedical  Society. 

NORWICH 

Henry  A.  Archambault,  m.d.,  2 North  Second 
Street,  Taftville;  Fellow  of  the  American  College  of 
Surgeons;  Past  President,  New  London  County 
Adedical  Association;  Adember  of  the  Council  of  the 
Connecticut  State  Adedical  Society. 

TORRINGTON 

Thomas  J.  Danaher,  m.d.,  445  Prospect  Street, 
Torrington;  Fellow,  American  College  of  Surgeons; 
Chief  of  Staff,  Charlotte  Hungerford  Hospital;  Past 
President,  Connecticut  State  Adedical  Society;  Dele- 
gate, The  American  Adedical  Association;  Chairman 
of  the  Council  of  the  Connecticut  State  Adedical 
Society. 

The  Officers: 

President:  Adr.  Judd. 

Vice-President:  Dr.  Danaher, 

Secretary:  Dr.  Adiddlebrook. 

Treasurer:  Adr.  Freese. 

The  Professional  Policy  Committee— nominated 
by  the  Connecticut  State  Adedical  Society: 

Thomas  J.  Danaher,  m.d.,  Torrington,  Chairman. 
Henry  A.  Archambault,  m.d.,  Norwich. 

Orpheus  J.  Bizzozero,  m.d.,  290  Country  Club 
Road,  Waterbury. 

William  H.  Curley,  Jr.,  m.d.,  82  Sport  Hill  Park- 
way, Easton. 

Thomas  Eeeney,  m.d.,  4 Sunset  Terrace,  West 
Hartford. 

Louis  E.  Adiddlebrook,  m.d.,  Hartford. 

Walter  I.  Russell,  m.d..  New  Haven. 

Edward  J.  Whalen,  m.d.,  41  Sedgewick  Road, 
West  Hartford. 
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LETTERS  TO  THE  EDITOR 

Treatment  of  Myopia 
To  the  Editor: 

Recently  there  appeared  in  the  Hartford  Times, 
and  in  other  newspapers,  a syndicated  series  of 
articles  by  Richard  J.  Apell,  o.d.,  on  nearsightedness 
and  its  treatment  by  exercises.  As  the  author’s  con- 
clusions were  decidedly  at  variance  with  the  pre- 
vailing ophthalmological  opinion  on  the  subject,  I 
sent  to  the  editor  of  the  Hartford  T imes  a letter  pre- 
senting the  ophthalmological  thinking  on  this  sub- 
ject. 

As  I have  been  asked  frequently— more  so  since 
the  publication  of  the  Apell  articles— by  physicians 
as  well  as  lay  people  as  to  the  merits  of  exercises  in 
myopia,  I am  enclosing  my  letter  to  the  editor  of 
the  Times  for  publication  in  the  Journal  so  that 
the  medical  profession  in  Connecticut  may  be  made 
cognizant  of  the  prevailing  ophthalmological  view- 
point on  the  subject  of  exercises  in  myopia. 

Sincerely, 

Dewey  Katz,  m.d. 

To  the  Editor  of  The  Times: 

In  view  of  some  of  the  statements  made  by  Rich- 
ard J.  Apell,  O.D.,  in  his  recent  series  of  articles  on 
nearsightedness,  which  appeared  in  The  Times,  I 
would  appreciate  the  opportunity  of  presenting  some 
of  the  prevailing  views  of  the  ophthalmological  pro- 
fession as  regards  the  problem  of  myopia— nearsight- 
edness. 

The  causes  of  myopia  are  numerous  and  complex 
and  determined  by  many  variable  components 
which,  for  the  purpose  of  this  communication,  need 
not  be  discussed. 

In  the  majority  of  cases,  myopia  is  inherited  and 
makes  its  appearance  between  the  ages  of  five  and 
puberty.  It  can  be  present  and  is  present  before  five, 
and  it  can  develop  and  does  develop  after  puberty. 
Usually  the  greatest  rate  of  increase  in  the  progres- 
sion of  myopia  occurs  between  the  ages  of  9 and  15. 

The  rate  of  progression  lessens  from  the  age  of  1 5 
to  23  and  progressive  myopia  usually  comes  to  a 
standstill  of  its  own  accord  between  the  ages  of  23 
and  28.  There  can  be  and  there  are  all  sorts  of  varia- 
tions from  this  normal  pattern. 

It  is  merely  coincidental  that  in  civilized  countries 
intensive  near  work  is  begun  and  carried  forward  in 


this  age  spread,  for  the  near  use  of  the  eyes  has  little 
or  nothing  to  do  with  the  development  or  progres- 
sion of  myopia.  Inheritance  and  growth  factors  play 
a much  greater  part  than  does  environment  and  the 
use  of  the  eyes. 

These  statements  are  conclusively  proven  by 
numerous  facts.  For  example,  progressive  myopia 
follows  the  same  pattern  in  the  illiterate  as  it  does 
in  the  literate. 

The  frequency  of  myopia  is  essentially  the  same  in 
the  industrial  and  cultured  communities  of  the  world 
as  that  among  the  Arabs  who  do  no  close  work  and 
live  in  wide  open  desert  spaces. 

It  is  significant  that  over  75  per  cent  of  all  people 
in  all  walks  of  life  remain  farsighted  or  have  no 
refractive  error,  and  that  in  spite  of  intensive  near 
use  of  their  eyes. 

It  is  also  significant  that  progressive  myopia 
progresses  more  rapidly  when  the  eyes  are  used 
much  less  intensively,  that  is  from  9 to  15  years  of 
age,  and  less  rapidly  when,  comparatively,  the  eyes 
are  used  much  more  intensively,  that  is  from  15  to 
23  years  of  age. 

It  is  most  significant  that  after  23  years  of  age 
very  few  individuals  develop  myopia,  and  at  this  age 
level  there  is  very  little,  if  any,  further  progression 
of  myopia  in  myopic  individuals  in  spite  of  con- 
tinued intensive  use  of  their  eyes,  whether  in  the 
halls  of  learning  or  in  factories  or  other  fields  of 
endeavor  necessitating  more  or  less  constant  near  use 
of  the  eyes. 

Every  medical  eye  specialist  has  records  of 
patients  who  are  the  exceptions  to  the  rule,  that  is 
they  have  numerous  patients  in  the  age  group  from 
5 to  23,  who  showed  no  progression  of  their  myopia 
for  a number  of  successive  years  and,  in  fact,  a 
number  of  patients  who  showed  a decrease  in  the 
degree  of  their  myopia  and  this  in  spite  of  intensive 
use  of  their  eyes  and  no  “exercises.” 

Whether  nearsightedness  follows  the  normal  pat- 
tern and  increases,  or  is  the  exception  to  the  rule 
and  remains  stationary  or  decreases  in  degree,  the 
pattern  which  develops  is  not  influenced  by  the  use 
or  lack  of  use  of  the  eyes  or  by  “exercises.” 

Seeing  clearly  requires  more  than  the  simple  act 
of  looking.  Fixation,  concentration,  discrimination 
and  interpretation  are  a few  of  the  factors  involved. 
These  factors  can  be  exercised. 

Exercises  will  not  obviate  the  need  for  glasses 
when  there  is  a definite  myopia  present,  not  if  clear 
distance  vision  is  to  be  had  and  nature’s  physiologic 
optical  laws  are  to  be  fulfilled,  for  the  optical  fac- 
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tors  which  result  in  the  development  of  myopia 
cannot  be  changed  at  will  by  exercise. 

In  Baltimore  in  1945,  103  selected  myopic  indi- 
viduals w'ere  eiven  intensive  exercises  for  their 

O 

myopia. 

The  participation  of  the  Wilmer  Eye  Institute  of 
the  Johns  Hopkins  Medical  School  in  this  investiga- 
tion was  limited  to  examination  of  the  patients 
before  the  beginning  of  the  training  and  again  after 
the  training  had  been  completed. 

The  Wilmer  Institute,  therefore,  acted  solely  as  a 
judge  of  the  effect  obtained.  At  the  completion  of 
this  experiment  the  chairman  of  the  Wilmer  Eye 
Institute  made  a comprehensive  report.  The  fol- 
lowing is  from  this  report. 

“It  was  believed  by  the  examiners  that  education 
in  the  correct  interpretation  of  a blurred  visual  image 
was  the  chief  factor  in  the  improvement  noted  in 
this  group. 

“It  was  further  believed  that  the  exercises  pro- 
duced a beneficial  psychological  reaction  in  certain 
patients  toward  their  visual  handicap,  regardless  of 
whether  an  actual  improvement  in  visual  acuity  had 
occurred. 

“With  the  possible  exception  of  educating  some 
patients  to  interpret  blurred  retinal  images  more 
carefully  and  of  convincing  some  others  they  could 
see  better  even  though  there  was  no  actual  improve- 
ment, this  study  indicates  that  the  visual  training 
used  on  these  patients  was  of  no  value  for  the  treat- 
ment of  myopia.” 

Dewey  Katz,  m.d. 

Child  Behavior  Releases 

To  the  Editor: 

Regarding  the  treatment  of  strabismus  and  myopia 
by  exercises,  we  should  like  it  known  that  the  articles 
appearing  in  a syndicated  newspaper  column  called 
“Child  Behavior”  and  coming  from  the  Gesell  Insti- 
tute of  Child  Development  represent  the  views  of 
this  institute. 

1 he  Gesell  Institute  is  a private  organization 
located  in  New  Haven,  Connecticut  with  no  con- 
nection with  Yale  University  or  its  Section  of 
Ophthalmology. 

Very  truly  yours, 

R.  M.  Easanella,  m.d.,  and  staff 
(Chief,  Section  of  Ophthalmology) 


International  Travel  and  Health  Protection 

A revised  International  Certificate  of  Inoculation 
and  Vaccination  approved  by  the  World  Health 
Organization  and  the  Pan  American  Sanitary  Organ- 
ization has  been  issued  by  the  United  States  Depart- 
ment of  Health,  Education,  and  Welfare.  This  is  the 
only  type  of  immunization  document  accepted  by 
many  nations,  with  the  old  form  remaining  valid 
until  the  expiration  date  of  recorded  vaccinations. 

The  principal  changes  in  the  new  certificate  used 
for  recording  all  immunizations  received  by  a person 
travelling  to  a foreign  country  are  as  follows:  — 

( 1 ) Smallpox  and  yellow  fever  vaccination  certifi- 
cates must  have  the  approved  stamp  prescribed  by 
the  health  administration  of  the  country  in  which 
the  vaccination  is  performed.  In  the  United  States, 
the  stamp  is  that  of  the  local  or  State  Health  Depart- 
ment of  the  area  in  which  the  immunizing  physician 
practices,  the  Department  of  Defense,  or  a desig- 
nated yellow  fever  vaccination  center,  or  the  seal  of 
the  Public  Health  Service.  The  signature  of  the 
Certifying  Officer  is  no  longer  necessary. 

a.  The  smallpox  certificate  become  valid  imme- 
diately on  revaccination,  and  8 days  after  the  date 
of  a successful  primary  vaccination. 

b.  The  yellow  fever  vaccination  certificate  is  now 
effective  for  6 years  instead  of  4,  and  becomes  valid 
10  days  after  the  date  of  vaccination  (for  India, 
Pakistan,  and  Ceylon  12  days)  or  if  re  vaccinated 
within  such  period  of  6 years,  from  the  date  of  that 
revaccination. 

( 2 ) The  International  Certificate  is  written  in  both 
English  and  French. 

Persons  living  in  Hartford,  or  elsewhere,  if  im- 
munized by  a physician  practicing  in  this  city,  may 
bring  or  send  in  their  International  Certificate  to 
the  Hartford  Health  Department,  488  Main  Street 
for  the  approved  stamp.  In  addition  Hartford  physi- 
cians may  refer  patients  to  the  Health  Department 
for  the  required  vaccinations  and  families  of  service 
men  residing  in  Hartford  may  avail  themselves  of 
this  service  without  charge. 

The  new  certificate  costs  $2.50  per  hundred  and 
is  obtainable  from  the  following  sources— Passport 
Agencies  of  the  Department  of  State;  Superintendent 
of  Documents,  United  States  Government  Printing 
Office,  Washington,  D.  C.,  and  travel  and  air  line 
agencies. 
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OBITUARY 


Joseph  Francis  Jenovese 
1907  - 1953 


Joseph  Francis  Jenovese  was  born  in  Boswell, 
Pennsylvania,  on  June  28,  1907.  He  attended  the 
University  of  Pennsylvania,  receiving  his  b.a.  degree 
in  1927  and  his  medical  degree  in  1930.  Thus  at  the 
age  of  23  he  commenced  his  internship  at  Mercy 
Hospital  in  Pittsburg.  After  internship  he  spent  five 
years  in  general  practice  in  Ellwood  City,  Penn- 
sylvania. From  1937  to  1940  he  was  a fellow  in 
internal  medicine  at  the  Mayo  Clinic  where  he  com- 
pleted a thesis  on  “The  Role  of  Ascorbic  Acid  in 
Addison’s  Disease”  for  the  degree  of  Master  of 
Science  in  Medicine  from  the  University  of  Minne- 
sota. In  1940  he  opened  an  office  in  Hartford  for  the 
practice  of  internal  medicine  as  a specialty  and  was 
promptly  appointed  to  the  staff  of  the  Hartford 
Hospital.  In  1943  he  entered  military  service  in  the 
medical  corps  of  the  Naval  Reserve.  He  served  at  the 
Naval  Hospital  in  Portsmouth,  Virginia;  the  Marine 
Air  Field  at  Cherry  Point,  North  Carolina;  the  Naval 
Hospital  in  Bethesda,  Maryland;  and  the  Naval  Hos- 
pital in  San  Diego,  California,  d he  last  two  of  these 
assignments  were  in  the  field  of  psychiatry.  In  1946, 
after  his  return  to  inactive  duty  with  the  rank  of 
lieutenant  commander.  Dr.  Jenovese  resumed  the 


practice  of  internal  medicine  in  Hartford.  At  this 
time  he  conducted  the  weekly  medical  clinics  at  the 
Hartford  Hospital,  and  he  inspired  and  helped  to 
organize  a medical  office  w ith  four  other  physicians 
skilled  in  special  fields  of  diagnosis.  He  hoped  that 
this  group  might  function  as  a unit,  but  this  aspira- 
tion w'as  never  fulfilled.  In  1947  he  learned  of  the 
malignant  nature  of  the  recurrent  lymphadenopathy 
wliich  he  had  experienced  for  the  previous  four 
years.  With  this  knowledge  it  seemed  wise  to  con- 
tinue in  individual  practice.  He  left  after  his  death 
on  November  24,  1953  a host  of  patients  who  had 
been  helped  by  his  meticulous  studies  and  inspired 
by  his  courageous,  genial,  and  reassuring  personality. 
His  buoyant,  friendly  manner  gave  no  sign  even  to 
his  most  intimate  friends  that  he  was  harboring  a 
fatal  illness. 

Dr.  Jenovese’s  professional  life  was  devoted  to 
improvement  in  the  practice  of  diagnostic  medicine. 
He  had  learned  from  such  men  as  Alfred  Stengel, 
David  Riesman,  and  O.  H.  Perry  Pepper  that  good 
diagnostic  w'ork  depended  primarily  upon  keen  ob- 
servation during  history  taking  and  on  examination 
of  the  patient.  At  the  closed  staff  iVIercy  Hospital 
in  Pittsburgh  he  had  noted  the  important  contribu- 
tions wdiich  trained  internists  w^ere  making  in  the 
care  of  patients  on  the  surgical  services.  His  years  of 
general  practice  in  Elhvood  City  demonstrated  to 
him  the  handicap  imposed  by  constant  interruptions. 
During  his  years  at  the  Mayo  Clinic  he  came  to 
recognize  the  importance  of  teamwork  in  diagnosis. 
However,  he  deplored  the  trend  toward  impersonal 
diagnostic  clinics  operated  by  hospitals  and  other 
institutions,  believing  that  the  medical  profession  it- 
self should  assume  the  responsibilitv  for  comprehen- 
sive diagnostic  service  within  the  framework  of 
private  practice.  He  shunned  opportunism.  His  goals 
and  his  principles  w ere  constant,  and  lie  adhered  to 
them  tenaciously  without  regard  to  popularitv  ot 
personal  rew  ard.  His  skill  w as  recognized  by  a large 
number  of  physicians  in  northern  Connecticut,  and 
he  had  an  extensive  consulting  practice. 

At  the  time  of  his  death  Dr.  Jenovese  was  an 
associate  physician  at  the  I lartford  1 lospital  and  the 
Veterans  Flome  and  Hospital  in  Rocky  1 I ill.  1 Ic 
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was  a consultant  in  internal  medicine  to  the  Man- 
chester Memorial  Hospital  and  the  Johnson  Memo- 
rial Hospital  in  Stafford  Springs.  He  belonged  to 
the  American  iMedical  Association,  the  Connecticut 
State  Adedical  Society,  the  Hartford  County  Medical 
Association,  and  the  Hartford  Medical  Society,  of 
which  he  was  secretary  and  chairman  of  the  program 
committee  at  the  time  of  his  death.  He  was  a fellow 
of  the  American  College  of  Physicians. 

Dr.  Jenovese  was  married  in  1931  to  Anne  Cara- 
billo  of  Hartford;  their  daughter,  Anne  Lee,  was 
born  in  1942. 

Dr.  Jenovese  was  a skilled  internist,  a man  who 
adhered  rigidly  to  his  meticulous  standards  and  who 
faced  his  final  illness  with  inspiring  courage.  In  his 
death  the  medical  profession  has  lost  one  whose  high 
ideals  have  set  a standard  for  others  to  develop  and 
whose  influence  will  long  be  felt  in  Hartford  and 
the  surrounding  counties. 

Benjamin  V.  White,  m.d. 


Manuscript  Editing  Service 

The  American  Medical  Writers  Association  Edit- 
ing Service  is  coming  to  be  used  at  an  increasing 
rate.  The  mechanics  of  the  service  is  simple.  The 
paper  is  sent  to  Harold  Swanberg,  m.d.,  W.C.U. 
Building,  Quincy,  Illinois,  with  a request  that  it  be 
subjected  to  the  editing  service.  The  cost  is  small— 
$4  for  1,000  words  or  less  and  $3  for  each  additional 
1 ,000  words  or  fraction  thereof.  The  service  is  avail- 
able to  anyone  but  the  cost  to  nonmembers  is  50  per 
cent  greater  than  the  amounts  shown  above. 

New  Bank  Payment  Method  for  CMS 
Subscribers 

The  75,000  nongroup  subscribers  of  Connecticut 
Medical  Service  now  have  a choice  of  two  methods 
for  paying  their  quarterly  CA4S  dues.  Through  the 
cooperation  of  40  banks  and  their  28  branches  CMS 
Individual  Pay  members  now  have  a total  of  67 
points  throughout  the  State  at  which  they  can  pay 
their  CMS  dues,  if  they  prefer  this  method  to  mail- 
ing their  payments  to  the  CMS  General  Offices  at 
New  Haven. 

Participating  in  the  program  are  the  14  branches 
of  the  Hartford-Connecticut  Trust  Company;  the 


Colonial  Trust  Company  of  Waterbury  and  its 
three  branches,  as  well  as  37  Mutual  Savings  Banks 
and  their  1 1 branches. 

New  Project  to  Aid  Medical  Education 
Organized  in  California 

National  distribution  of  a new  means  of  communi- 
cation for  medical  learning  has  been  undertaken  by 
the  California  Medical  Association  through  its 
recently  formed,  nonprofit  subsidiary,  Audio-Digest 
Foundation. 

Using  tape  recorded  material,  the  Foundation 
makes  available  to  doctors  everywhere  three  “post- 
graduate services”  designed  to  save  their  time  while 
increasing  the  scope  of  their  practice-useful  knowl- 
edge. 

The  basic  service  is  the  weekly  issuance  of  a one 
hour  tape  for  general  practitioners,  on  which  are 
recorded  from  20  to  30  abstracts  of  the  best  in  cur- 
rent medical  literature  embracing  all  fields.  These 
articles  are  screened  by  a board  of  medical  editors 
of  which  Edward  C.  Rosenow,  Jr.,  m.d.,  Pasadena,  is 
editor  in  chief.  As  a corollary  service,  Audio-Digest 
offers  semi-monthly  digests  in  the  fields  of  surgery, 
internal  medicine  and  OB-Gyn.  The  third  service 
is  tape-recorded  lectures  and  panel  discussions  on 
one  hour  reels  for  individual  or  group  purchase. 
Adany  of  these  lectures  are  illustrated  by  film  strips 
made  from  the  speaker’s  own  slides  and  cued  by  him 
in  the  recording. 

“One  of  the  most  appealing  factors  about  these 
services,”  Dr.  Rosenow  said,  “is  that  they  are  of 
definite,  practical  value  to  the  physician.  Aduch  of 
the  literature  digested  would  not  ordinarily  come 
to  the  busy  practitioner’s  attention.  And  the  advan- 
tages of  hearing  world  renowned  authorities  in 
medicine  and  surgery  at  your  own  hospital  staff 
meetings  or  in  your  own  living  room  are  obvious.” 

Dr.  Rosenow  added  that  reserve  funds  accruing 
from  the  distribution  of  these  tapes  are  specifically 
earmarked  by  the  California  Adedical  Association 
for  distribution  among  the  nation’s  medical  schools, 
possibly  through  the  AMA’s  National  Education 
Foundation. 

Headquarters  offices  for  Audio-Digest  Founda- 
tion are  at  800  North  Glendale  Avenue,  Glendale, 
California.  Adr.  Jerry  L.  Pettis  is  executive  vice- 
president. 


woman’s  auxiliary 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

Fresident,  Mrs.  Dewey  Katz,  Hartford  Recording  Secretary,  Mrs.  Walter  Nelson,  Cromwell 

Fresident-Elect,  Mrs.  Newell  W.  Giles,  Darien  Corresponding  Secretary,  Mrs.  Stevens  J.  Martin,  Hartford 

Second  Vice-Fresident,  Mrs.  Winfield  Kelly,  Norwich  Treasurer,  Mrs.  Norman  J.  Barker,  Collinsville 


Medical  Art  Exhibition 

The  Medical  Art  Exhibition  will  be  held  at  the 
Bulkeley  High  School  in  Hartford  on  April  28,  29 
and  30.  It  is  open  to  physicians,  their  wives  and 
families.  Members  are  urged  to  contact  their  auxil- 
iary art  chairman  nov'  for  information  about  the 
' exhibit.  The  Auxiliary  has  had  a fine  record  to  date 
: for  winning  awards  in  this  show. 

1953  Conference  Highlight 

• By  order  of  the  Board  of  Directors  and  with  the 
I approval  of  the  American  Medical  Association,  the 
! Woman’s  Auxiliary  will  accept  the  invitation  to 
: membership  from  the  National  Citizens  Committee 
■ for  Educational  TV.  It  is  hoped  this  contact  will 
serve  as  an  additional  outlet  for  the  health  educa- 
tional program  of  the  Auxiliary. 

I 

Civil  Defense 

Civil  Defense  chairman,  iMrs.  Hill,  attended  a 
Regional  Civil  Defense  meeting  in  Simsbury  during 
November.  The  keynote  speaker  was  Mrs.  Katherine 
C.  Howard,  deputy  administrator  of  the  Eederal 
Civil  Defense  Administration,  who  stressed  “Home 
Protection.”  There  were  panel  discussions  on 
“Disaster  Living— Natural  or  War  Caused,”  and 
“Civil  Defense  Training  in  Connecticut  with  Wel- 
fare, Health,  Warden  and  Education  Services.”  In 
early  December  there  was  another  meeting  in  Hart- 
ford. At  that  time  Dr.  Edgar  Prout,  chief  of  Health 
Service,  State  Office  of  Civil  Defense,  discussed  the 
implementation  of  the  Civil  Defense  Aledical  Plan 
for  the  State.  A plan  has  been  set  up  whereby  each 
of  the  five  target  areas:  Bridgeport  and  Stamford, 
Hartford,  New  Haven,  New  London,  and  Water- 
bury  will  take  care  of  all  their  own  casualties. 

Public  Relations 

Public  Relations  chairman,  Mrs.  Bucciarelli,  re- 
ported at  the  last  Board  of  Directors  meeting  for  the 


State,  that  Eirst  Aid  charts  on  which  she  has  been 
working  with  Dr.  Wakeman  and  his  committee  from 
the  State  Medical  Society  should  be  ready  for  dis- 
tribution at  the  Rural  Fairs  late  in  the  summer. 

She  discussed  the  Emergency  Call  Plan  of  the 
Connecticut  State  Medical  Society  which  Mr. 
Burch  expects  to  place  in  the  various  hospitals 
throughout  the  State  for  a week  at  a time.  She  will 
receive  help  from  the  Auxiliary  to  see  that  this 
exhibit  is  properly  displayed  and  kept  supplied  with 
pamphlets. 

County  News 

HARTFORD  COUNTY 

Mrs.  Asa  Dion,  Ways  and  Means  chairman,  an- 
nounces that  the  profit  from  the  benefit  card  party 
for  the  A.A4.E.F.  held  at  Centinel  Hill  Hall  in  Janu- 
ary was  $460.42. 

There  was  a legislative  meeting  in  February  at 
the  home  of  Mrs.  George  Rosenbaum.  Edward 
Langer  of  the  National  Fire  Insurance  Company 
spoke  on  “How  ElTective  are  Private  Medical  Insur- 
ance Plans.” 

MIDDLESEX  COUNTY 

On  March  3 the  Auxiliary  met  at  Wesleyan  Uni- 
versity’s Davison  Art  Center  for  a lecture  tour  of 
the  building  led  by  Professor  Samuel  Green.  A tea 
at  the  home  of  Mrs.  Benjamin  Roccapriore  fol- 
lowed. 

Members  headed  a steering  committee  and  par- 
ticipated in  the  Connecticut  State  Department  of 
iVIental  Health’s  program  of  Christmas  gifts  for 
mental  patients.  They  placed  coin  boxes  and  posters 
in  public  places  and  helped  to  transport  and  wrap 
gifts.  A total  of  7,560  gifts  and  $1,834.74  vure  re- 
ceived at  the  Connecticut  State  Hospital. 

NEW  HAVEN  COUNTY 

Mrs.  Walter  Radowiecki  of  New  Haven  has  been 
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appointed  Ways  and  Means  chairman  to  replace  Mrs. 
Baer  who  has  resigned.  Her  committee  ran  a fashion 
show  in  February  at  which  time  Mrs.  Wakeman 
spoke  on  “American  Medical  Education.” 

On  March  30  there  will  be  a rummage  sale. 

The  Annual  iVIeeting  has  been  changed  to  April 
2 2 . 

Over  4,000  gifts  wLre  collected  for  patients  in  the 
Connecticut  State  Hospital  at  Christmas.  Cash  gifts 
of  $178  were  given  although  the  money  was  not 
solicited.  Sixty  dollars  was  given  by  the  Waterbury 
Medical  Auxiliary  to  be  used  for  bus  trips  to  take 
patients  to  see  Christmas  lights  and  decorations  in 
Hartford.  Sixty  dollars  was  given  by  the  Naugatuck 
Congregational  Church  to  be  applied  toward  the 
purchase  of  a television  set  for  the  patients.  iMeriden 
Auxiliary  contributed  $12.  The  extra  money  was  sent 
to  the  hospital  for  its  Patients’  Activity  Fund. 


NEW  LONDON  COUNTY 

Mrs.  Roger  N.  Fowler  of  Mystic  has  replaced  . 
Mrs.  Martin  O’Neil  as  chairman  of  the  Art  Com- 
mittee. 

WINDHAM  COUNTY 

Plans  have  been  made  for  a benefit  concert  on 
Alay  8.  Proceeds  will  go  to  the  nursing  sholarships. 
Carlo  Lombardi,  pianist,  has  offered  to  play  for  the  ■ 
benefit.  Airs.  N.  Dayton  is  in  charge  of  tickets; 
iMrs.  K.  Kinney  is  in  charge  of  publicity,  to  be 
assisted  by  Airs.  C.  Garcina;  Afrs.  Rowson  is  handling 
the  public  relations. 

This  year  the  drive  for  Christmas  gifts  for  Nor- 
wich State  Hospital  and  Afansfield  Training  School  | 
was  very  successful.  Over  $78  as  well  as  850  presents  | 
and  five  pounds  of  candy  were  forwarded  to  the 
patients.  A console  radio  and  console  record  player 
were  given  to  the  Norwich  State  Hospital. 


AUXILIARY  ART-MUSICALE  IN  HARTFORD 

The  Connecticut  Physicians  Art  group  will  hold  its  second  art-musicale  at  the  Avery  Memorial  in 
Hartford  on  Sunday,  March  28.  The  program  will  include  showdng  of  the  art  exhibit  from  5 to  6 p.  m., 
cocktails  6 to  6:30  followed  by  a buffet  supper,  and  a musicale  by  physicians  and  physicians’  wives  at  8 

P.  M. 

Reservations  will  be  limited  to  the  first  200  applying  and  may  be  made  through  Mrs.  David  O’Keefe, 
32  Sesson  Avenue,  Hartford  at  $3.50  per  person. 


Psychiatrists  and  Neurologists  Meet 

At  a recent  meeting  of  the  Connecticut  Society 
for  Psychiatry  and  Neurology,  the  following  officers 
were  elected:  President,  Bernhard  A.  Rogowski, 
New  Haven;  Vice-President,  Harold  Wright, 
Greenwich;  Secretary  and  Treasurer,  Sidney  Ber- 
man, West  Haven;  Councillors,  Elias  Marsh,  Hart- 
ford and  Ronald  Kettle,  Norwich. 

A constitution  was  drafted  for  a Connecticut 
District  Branch  of  the  American  Psychiatric  Asso- 
ciation. 

The  second  meeting  of  the  Society  was  held  at 
Eairfield  State  Hospital  on  Eebruary  25,  when  Dr. 
Erederick  Redlich  spoke  on  “The  Dynamics  of 
Humor  in  Mental  Disorders.” 
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CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

.March  4 

"Cholangiographv ’’ — Film  and  discussion 

Charles  Policy,  m.d.,  Harold  Schwartz,  M.i>. 

iMarch  ii 

“Potassium  Imbalance’’ 

Robert  R.  I.evin,  m.d. 

March  i8 

“The  Aid  to  the  Disabled  Program’’ 

Harold  F.  Pierce,  m.d. 

March  25 

“Cortisone” — Film  and  discussion 

F’aul  M.  Sherwood,  m.d.,  Julius  [.  Sachs,  m.d. 
.Meetings  are  held  at  8:30  m.  at  the  ^'"eterans  Adminis- 
tration Regional  Office,  95  Pearl  Street,  Hartford,  Connect- 
icut (iMain  Conference  Room). 


FOURTH  ANNUAL  CARDIAC  GRAND  ROUNDS 

Auditorium,  Nurses’  Home,  St.  Mary’s  Hospital,  Water- 
bury.  Conn  , Thursday,  April  i,  1954,  11:00  a.  m. 

Presented  by  the  Cardiovascular  Group  of  the  Beth 
Israel  Hospital,  Boston. 

1.  Dr.  Joseph  E.  F.  Riseman 

“The  Management  of  Angina  Pectoris” 

2.  Dr.  Stanford  Wessler 

“The  Medical  Management  of  Peripheral  Arterial 
Occlusive  Diseases” 

3.  Dr.  Paul  M.  Zoll 

“Acute  Myocardial  Infarction  and  Its  Treatment” 


G P MEETINGS 

American  Academy  of  General  Practice  Assembly 
Cleveland,  Ohio 
March  22-25,  1954 


Massachusetts  Academy  of  General  Practice 
Spring  Clinical  Assembly 
New  Bedford,  Mass.,  April  7,  1954 

The  morning  se.ssion  at  St.  Luke’s  Flospital,  beginning 
at  8:30,  will  feature  medical  films  followed  by  a presenta- 
tion by  five  members  of  the  hospital  staff.  Subject  to  be 
announced. 

Noon  luncheon  will  be  held  at  the  New  Bedford  Hotel. 
The  afternoon  program  will  consist  of  a panel  on  the  use 


of  cortisone  and  ACTH  by  the  General  Practitioner. 

Dr.  Chevalier  L.  Jackson  of  Temple  University  will  dis- 
cuss “What  the  Bronchoscope  Can  Do  for  the  General 
Practitioner.” 


Massachusetts  Academy  of  General  Practice 
Fall  Clinical  Assembly 
Boston,  September  22,  1954 


AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

The  Eastern  Sectional  Meeting  of  the  American  Con- 
gress of  Physical  Medicine  will  be  held  in  Newark,  New 
Jersey,  Saturday,  April  10,  1954.  A tour  of  the  Depart- 
ment of  Physical  Medicine  and  Rehabilitation  of  the  re- 
cently opened  Veterans’  Hospital  in  Orange,  New  Jersey, 
is  planned  at  10:00  a.  m.  The  afternoon  session  starting  at 
2:00  p.  M.  will  be  conducted  at  the  Academy  of  Medicine 
in  Newark,  and  following  dinner  at  the  Esse.x  Flotel  the 
evening  session  will  consist  of  a panel  discussion.  Full  pro- 
gram will  be  published  when  final  plans  have  been  com- 
pleted. Chairman  of  the  Section  is  Dr.  Hans  Behrend  of 
New  York  City.  Inquiries  should  be  directed  to  Herman 
I,.  Rudolph,  M.D.,  Section  Secretary,  400  North  Fifth  Street, 
Reading,  Pennsylvania. 


CANCER  CYTOLOGY  CONFERENCE 

Dr.  Joseph  S.  Stewart,  Chairman  of  the  Third  Annual 
Seminar  and  Conference  on  Cancer  Cytology  to  be  con- 
ducted by  the  Cancer  Institute  at  Aliami,  announces  that 
the  conference  will  be  held  on  April  21-24,  inclusive. 

This  year  the  conference  will  bring  together  several 
leading  authorities  on  cancer  from  this  country  and  abroad. 
The  last  day  will  be  devoted  to  a special  session  for  medical 
practitioners,  who  will  visit  the  Cancer  Institute  to  see 
demonstrations  on  the  taking  and  preparation  of  cytodiag- 
nostic  tests  for  cancer  of  many  types,  with  special  sessions 
devoted  to  cancer  of  the  uterus,  breast,  prostate,  lung,  and 
stomach.  The  latest  advances  in  cancer  diagnosis  using  new 
cytological  methods  and  blood  testing  procedures  will  be 
presented. 

Members  of  Dr.  Stewart’s  Committee  include:  Dr.  \firgil 
H.  iM  oon.  Honorary  Chairman;  Dr,  Richard  Fleming,  Dr. 
Ralph  W.  Jack,  and  Dr.  iMilton  Coplan.  1 he  program  will 
be  conducted  under  the  direction  of  Dr.  J.  Ernest  Ayre. 


THE  AMERICAN  GOITER  ASSOCIATION 

I'he  1954  meeting  of  the  American  Goiter  Association 
will  be  held  at  the  Somerset  Hotel,  Boston,  Alassachusetts, 
April  29,  30  and  Alay  i,  1954. 
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Tlic  program  for  the  three  day  meeting  will  consist  of 
papers  and  discussions  dealing  with  the  physiology  and 
diseases  of  the  thyroid  gland. 

1954  INDUSTRIAL  HEALTH  CONFERENCE 
Hotel  Sherman,  Chicago,  Illinois,  April  24  to  30,  1954 

April  26-30 — Industrial  Aledical  Association 
April  25-27 — American  Conference  of  Governmental  Indus- 
trial Hygienists 

April  26-29 — American  Industrial  Hygiene  Association 
April  27-29 — American  Association  of  Industrial  Dentists 
April  26-30 — American  Association  of  Industrial  Nurses, 
Inc. 

April  24-30 — U.  S.  Navy  I.  H.  Organization 
Registration  fee  $3 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  Directors  of  the  American  Board  of  Obstetrics  and 
Gynecology  wish  to  express  their  thanks  to  the  following 
gentlemen  who  responded  so  willingly  to  the  request  for 
help  in  proctoring  the  recent  written  examinations  on  Fri- 
day, February  5,  1954. 

Alaurice  I.  Bakunin,  Bridgeport,  Howard  S.  Alorrow, 
Danbury,  and  Lewis  P.  James,  Hartford. 

The  next  scheduled  examinations.  Part  II  (oral  and 
pathological),  for  all  candidates  will  be  held  at  the  Edge- 
water  Beach  Hotel,  Chicago,  Illinois,  Alay  10  to  17,  1954. 
Formal  notice  of  the  exact  time  of  each  candidate’s  ex- 
amination will  be  sent  him  several  weeks  in  advance  of  the 
examinations. 


CHEST  DISEASE  SYMPOSIUM  FOR  GP  S IN 
SARANAC  LAKE  THIS  SUMMER 

Tlie  third  annual  Symposium  on  Tuberculosis  and  Other 
Chronic  Pulmonary  Diseases  for  General  Practitioners  will 
be  held  in  Saranac  Lake,  New  York  from  July  12  through 
16,  1954.  It  is  approved  by  the  American  Academy  of 
General  Practice  for  26  hours  of  formal  credit  for  its 
members. 

The  Symposium  is  sponsored  by  the  American  Trudeau 
Society,  the  Saranac  Lake  Adedical  Society  and  the  Adiron- 
dack Counties  Chapter  of  the  New  York  State  Academy 
of  General  Practice.  The  registration  fee  is  $40  for 
A A.G.P.  members  and  $50  for  non  members. 

The  scope  of  this  year’s  Symposium  has  been  broadened 
to  cover  chest  diseases  other  than  tuberculosis.  Included 
in  the  course  will  be  discussions  of  the  diagnosis  and  treat- 
ment of  nontuberculous  pneumonias,  pulmonary  cancer, 
lung  abscess,  fungus  diseases,  bronchiectasis,  sarcoid,  cystic 
disease,  emphysema,  and  the  pneumoconioses. 

Tlie  speakers  and  panel  members  at  the  Symposium  will 
include  thirty-four  physicians,  surgeons,  and  scientists  from 
Saranac  Lake  and  surrounding  areas.  Guest  lecturers  in- 
clude Dr.  D.  Ewan  Cameron,  Professor  of  Psychiatry,  Mc- 


Gill University,  A'lontreal,  and  Dr.  Donald  Miller,  Assistant 
Professor  of  Thoracic  Surgery,  University  of  Vermont 
Aledical  School,  Burlington,  Vermont. 

Complete  information  concerning  this  program  can  be 
obtained  by  writing:  Richard  P.  Bcllaire,  m.d..  Chest  Dis- 
ease Symposium,  P.  O.  Box  2,  Saranac  Lake,  New  York. 


INTERNATIONAL  CONGRESS  OF  OBSTETRICS 
AND  GYNECOLOGY 
Geneva,  Switzerland,  July  26-31,  1954 

Copies  of  Information  Bulletin  about  the  Congress  may 
be  obtained  upon  request  from  AVorld-Wide  Travel  Serv- 
ice Corporation,  2311  Calvert  Street,  N.  AV.,  Washington, 
8,  D.  C. 


INTERNATIONAL  CONGRESS  OF  INTERNAL 
MEDICINE 

Stockholm,  Sweden,  September  15-18,  1954 

The  Third  International  Congress  of  Internal  Medi- 
cine will  be  held  in  Stockholm  September  15-18,  1954 
under  the  auspices  of  the  International  Society  of  Internal 
A'ledicine  in  which  forty  nations  are  represented.  The  pro- 
gram for  the  Congress  includes  two  symposiums,  one  deal- 
ing with  hypertension,  its  pathogenesis  and  treatment,  and 
the  other  with  collagen  diseases.  Several  American  internal 
medicine  specialists  will  be  among  the  principal  speakers.  In 
addition,  papers  will  be  presented  on  such  subjects  as  heart 
diseases,  endocrine  disturbances,  gastrointestinal  diseases,  and 
diseases  of  the  blood  and  liver.  The  meetings  will  be  held  in 
the  Stockholm  Concert  Hall.  Visits  will  be  made  to  hos- 
pitals and  scientific  institutions.  The  Congress  Committee 
in  Stockholm  is  headed  by  Professor  Nanna  Svartz,  of  the 
Caroline  Aledical  Institute,  who  is  president  of  the  Inter- 
national Society  of  Internal  Aledicine. 


W.M.A.  PLANS  TOURS  IN  CONNECTION  WITH 
ASSEMBLY 

The  World  Aledical  Association,  through  the  Rounds 
Travel  Service,  Inc.,  52  Vanderbilt  Avenue,  New  York, 
has  announced  several  suggested  tours  and  itineraries  in 
conjunction  with  the  Eighth  General  Assembly  in  Rome, 
September  26  through  October  2. 

In  addition  to  the  main  itinerary  covering  the  above  dates 
and  selling  as  low  as  $145  for  the  land  arrangements.  Rounds 
Travel  Service  also  has  prepared  a choice  of  eight  pre- 
convention and  postconvention  itineraries  covering  all 
countries  on  the  Continent. 

Tour  brochures  will  soon  be  mailed  to  all  members  of  the 
U.  S.  Committee  of  the  World  Aledical  Association.  The 
suggested  tours  are  listed,  but  the  travel  service  is  equipped 
and  prepared  to  handle  all  transportation  needs  and  to 
prepare  any  type  of  itinerary  desired. 

Since  vacation  travel  is  expected  to  be  heavy  during  the 
coming  year,  the  travel  agency  suggests  that  early  arrange- 
ments be  made. 


COUNTY  NEWS 
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PAN-PACIFIC  ASSOCIATION  SIXTH  CONGRESS 
Flonolulu,  Hawaii,  October  7-18,  1954 

Doctors  arc  cordially  invited  to  attend  the  Sixth  Congress 
of  the  Pan-Pacific  Surgical  Association  to  be  held  in  Hono- 
lulu, October  7-8,  1954,  and  are  urged  to  make  arrange- 
ments as  soon  as  possible  if  they  wish  to  be  assured  of 
adet]uate  facilities. 

An  outstanding  scientific  program  with  over  100  leading 
surgeons,  including  sessions  in  all  divisions  of  surgery  and 
related  fields,  promises  to  be  of  interest  to  all  members  of 
the  profession.  An  extensive  social  program  is  being  devel- 
oped for  the  doctors’  families. 

The  Association  office  has  been  appointed  as  travel  agent 
for  those  attending  the  Congress  and  it  is  important  that 
all  hotel  and  travel  reservations  be  made  through  the 
Honolulu  headquarters  of  the  Pan-Pacific  Surgical  Associ- 
ation. 

For  further  information,  please  write  to  F.  J.  Pinkerton, 
M.D.,  Director  General,  Pan-Pacific  Surgical  Association, 
Suite  Seven,  Young  Building,  Honolulu,  Hawaii. 


; OUR  NEIGHBORS 

New  Jersey 

With  Hill-Burton  aid  New  Jersey  has  outlined 
I a construction  program  which  will  result  in  10,246 
] additional  beds  by  i960.  As  of  November  30,  1953, 
44  construction  projects  were  being  planned  but 
had  not  been  reduced  to  applications.  At  the  same 
'time  there  were  30  projects  on  which  either  plans 
or  application  for  grants-in-aid  had  been  received 
and  17  projects  under  construction.  The  total  cost 
of  these  77  anticipated  new  construction  projects 
lis  expected  to  approach  $100  million. 


NEWS 

from  County  Associations 

Fairfield 

Karl  Harpuder,  assistant  clinical  professor  of 
: medicine  at  Columbia  University  and  attending 
i physician  of  physical  medicine  and  chief  of  the 
Peripheral  Vascular  Diseases  Section  at  the  Monte- 
ifiore  Hospital  in  New  York,  conducted  a clinic  in 
I peripheral  vascular  diseases  at  St.  Vincent’s  Hospital 
jin  Bridgeport  on  the  afternoon  of  February  2.  That 
! evening  Dr.  Harpuder  presented  a paper  to  the 


February  meeting  of  the  Bridgeport  Medical  Asso- 
ciation at  the  auditorium  in  the  Bridgeport  Hospital 
Nurses  Home. 

Isaac  L.  Harshberger  was  elected  to  the  presidency 
of  the  staff  of  Bridgeport  Hospital  at  the  January 
meeting  of  the  staff.  Other  officers  chosen  were 
Nathan  H.  Friedman,  vice-president  and  Joseph  J. 
Esposito,  secretary. 

According  to  the  Bridgeport  Post,  William  Kauf- 
man of  Bridgeport  has  been  invited  to  address  the 
Third  International  Gerontological  Congress  at 
London,  July  19  to  23,  on  “Reversal  of  Some 
Phenomena  of  Aging  by  Vitamin  Therapy,”  and 
“Psychosomatic  Problems  in  Older  People— the  Fal- 
lacy of  the  Single  Cause.” 

From  London  Dr.  Kaufman  goes  to  Zurich  to  read 
a paper  on  “Management  of  the  Transference  Rela- 
tionship in  the  Psychotherapy  of  Patients  with  Food 
Allergy”  before  the  International  Congress  for 
Psychotherapy. 

Dr.  Kaufman  also  read  a paper  in  December  before 
the  American  Psychiatric  Association  at  the  AAAS 
meetings  in  Boston,  entitled  “Some  Emotional  Uses 
of  Money.” 

Hartford 

A new  poster  giving  medical  tips  for  the  traveler 
was  on  display  in  January  at  the  Times  Travel 
Show.  HCMA  handed  out  information  slips  with 
advice  on  shots,  food  and  medical  aid  when  traveling; 
m Europe.  Approximately  15,000  saw  the  show. 

Mt.  Sinai  announced  in  January  the  following 
changes  on  the  medical-surgical  staff;  consulting 
staff  appointment:  Carl  L.  Thenebe,  pediatrician; 
attending  staff:  Henry  M.  Glaubman,  pediatrician; 
Benjamin  H.  Gottesfeld,  neuropsychiatry.  Assistant 
staff  Jack  Gurwitz  and  Nathan  M.  Winick,  surgery; 
Joseph  Kaschmann,  medicine;  David  Robinson,  ob- 
stetrics and  gynecology;  and  Irwin  T.  Mancall, 
ophthalmology.  Clinical  assistant  staff:  Morton 

Opinsky,  Harold  Lipton,  Daniel  Afarshall,  Harold 
Schwartz,  Philip  T.  Goldenberg,  and  Marvin  H. 
Grody. 

The  following  physicians  were  appointed  to 
various  medical  staffs  of  the  Veterans’  Home  and 
Hospital,  Rocky  Hill:  John  C.  Leonard,  Edward 
Nichols,  Edward  Martin,  internal  medicine;  Edward 
J.  Whalen,  otolaryngology;  Benedict  B.  Landry, 
Philip  G.  AfcLellan  and  Welles  A.  Standish,  surgerv; 
Salo  J.  Silbermann,  neurosurgeon;  Flenry  L.  Birge 
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and  Louis  D.  Harris,  attending  ophthalmologists; 
Anthony  V.  Nevulis,  Charles  W.  Goff,  Gerald  S. 
Greene,  Walter  F.  Jennings,  Frank  S.  Jones,  and  J. 
Whitfield  Larrabee,  senior  attending  orthopedists. 

Hugo  D.  Angelini,  Timothy  L.  Curran,  Edward 
H.  Truex,  Jr.,  Charles  A.  Tucker,  and  Morris  M. 
Alancoll,  otolaryngology.  Eugene  R.  Studenski, 
senior  pathologist;  Samuel  A.  Schuyler,  senior  physi- 
cal medicine  and  rehabilitation;  Charles  I.  Solomon 
and  Isidore  Schnap,  senior  attending  psychiatrists; 
M iriam  Liberson,  chief  of  radiology;  Stanley  J. 
Motyka  and  Edward  C.  Porter,  senior  attending 
radiologists.  Edward  L.  Besser,  Burwell  Dodd, 
Nicholas  A.  Mastronarde,  Donald  R.  iVIorrison,  N. 
William  Wawro  and  Chester  A.  Wiese,  senior  at- 
tending physicians  in  surgery. 

The  new  officers  for  1954  of  the  Manchester 
Memorial  Hospital  medical  staff’  are:  A.  Elmer 
Diskan,  president;  Jacob  A.  Segal,  vice-president, 
and  Joseph  C.  Barry,  secretary. 

New  president  of  the  New  Britain  Aiedical 
Society  is  Sidney  E.  Eisenberg.  Harry  A.  Parlato  is 
vice-president  and  secretary  is  Vincent  J.  Squilla- 
cote. 

As  part  of  a community  program  the  Institute  of 
Living’s  Francis  J.  Braceland,  John  Donnelly,  and 
John  I.  Nurnberger  spoke  in  a series  of  five  free 
public  lectures  on  mental  health  recently. 

William  Champion  Deming  died  in  Litchfield  on 
January  16  at  the  venerable  age  of  91.  Dr.  Deming 
had  spent  most  of  his  life  in  either  Litchfield  or 
Hartford  Counties.  Following  World  War  I while 
serving  full  time  with  the  Veterans  Administration 
in  Hartford  and  later  in  Newington  his  familiar 
figure  was  often  seen  on  the  streets  of  Hartford 
taking  his  constitutional.  He  was  a great  lover  of 
the  outdoors  and  an  expert  on  nuts. 

Litchfield 

The  mid  winter  meeting  of  the  Litchfield  County 
Aledical  Association  was  held  at  the  Conley  Inn, 
Torrington,  on  Tuesday,  January  26.  Sixty  members 
and  guests  attended.  Adajor  John  Cavanaugh  of 
Westover  Airfield  gave  a most  enlightening  and 
interesting  talk  on  “The  Problems  in  Aviation 
A'ledicine.”  Following  the  dinner  and  Adajor  Cava- 
naugh’s talk,  the  regular  business  meeting  was  held. 

0^0  D 


New  members  elected  to  the  Association  were 
John  Britton  Irwin,  and  Howard  Sheffield  Jeck,  Jr., 
both  of  Torrington. 

The  obituary  of  the  death  of  Dr.  Gilbert  Hubert, 
pediatrician  of  Torrington,  was  read  by  Dr.  Francis 
A.  Sutherland. 

Middlesex 

Carl  Chase  attended  a course  on  “Glaucoma  and 
the  Use  of  the  Slit  Lamp”  which  was  given  at  the 
Brooklyn  Eye  and  Ear  Hospital  recently. 

James  Ad.  Cary  has  been  certified  as  a specialist  by 
the  American  Board  of  Orthopedic  Surgery.  He 
received  his  specialty  training  at  the  Newington 
Home  for  Crippled  Children,  the  New  Haven  Hos- 
pital and  the  Hartford  Hospital.  He  is  associated 
in  practice  with  Fred  Sweet. 

Adilo  Rindge,  health  officer  and  practising  physi- 
cian in  Madison  for  47  years,  died  on  January  19  at 
the  age  of  Hz.  Dr.  Rindge  was  a past  president  of 
the  New  Haven  County  Aledical  Association  and 
the  New  Haven  County  Public  Health  Association. 

New  Haven 

At  the  annual  meeting  of  the  Connecticut  Board 
Surgeons,  Incorporated,  L.  N.  Claiborn  of  New 
Haven  was  elected  president  by  the  Executive  Com- 
mittee and  A1  Hurwitz,  chief  of  surgery  at  the 
Veteran’s  Hospital  in  West  Haven,  was  reelected 
secretary-treasurer  of  the  Society. 

On  February  3 at  the  New  Haven  Adedical  Asso- 
ciation C.  Stuart  Welch,  Department  of  Surgery, 
Albany  Adedical  College,  Albany  Hospital,  spoke  to 
the  Society  on  the  subject  of  “Portal  Hypertension.” 

On  Adarch  3 Dr.  Paul  B.  Beeson,  professor  of 
medicine,  Yale  University,  will  be  the  speaker  of  the 
evening. 

On  February  2 at  the  Griffin  Hospital  Clarence 
Schein  of  the  Adontefiore  Hospital  spoke  to  the 
Griffin  Hospital  staff  on  the  subject  of  “Diseases  of 
the  Esophagus.” 

The  Griffin  Hospital  on  February  i adopted  new 
by-laws  and  a complete  reorganization  of  the  staff 
was  voted  in  by  the  Griffin  Hospital  staff,  the  execu- 
tive committee  of  the  hospital,  the  board  of  direc- 
tors, and  the  joint  conference  committee. 


MARCH,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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Clinical  Results*  with  Bantlime  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  hgures  of  the  results  of  treatment 

AUTHORS 

No.  of 
Patients 

Chronic. 
Resistant 
to  Other 
Therapy 

TYPES  OF  ULCERS 

RELIEF  OF  SYMPTOMS 
(Chiefly  Pain) 

Surgery 

or 

Compli- 

cations' 

Side  Effects 
Requiring 
Discontinuance 
of  Drugi 

EVIDENCE  OF  HEALING 

Duodenal 

Jejunal 

Stomal 

Gastric 

Good 

Fair 

Poor 

No 

Report 

Complete 

Moderate 

None 

No  Report 

Grimson.  Lyons.  Reeves 

100 

100 

93 

7 

80 

11 

4 

5 

47 

19 

29 

Friedman 

15 

15 

14 

1 

5 

6* 

2 

13 

Bechgaard,  Nielsen,  Bang, 
Gruelund,  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy,  Browne,  Edwards 
Marek,  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal,  Friedman,  Watson 

34 

34 

34* 

14 

13 

7 

2 

5 

8 

14 

Brown,  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega, 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall,  Hornisher,  Weeks 

18 

18 

18 

11 

1 

65 

18 

Maier,  Meili 

38 

38 

24 

14« 

27 

7 

4^ 

10 

2 

5 

21 

Meyer,  Jarman 

25 

18 

25 

21 

4 

25 

Poth,  Fromm 

37 

37 

37 

33 

3 

• 

33 

3 

1 

Plummer,  Burke,  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough,  O'Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89 

Broders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

49* 

Legerton,  Texter,  Ruffin 

11 

11 

n 

11 

Holoubek,  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

I 

429 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett,  Knox,  Stephenson 

146 

141 

5 

146 

410 

53 

93 

TOTALS 

M43 

968 

1380 

17 

8 

38 

f 142 

132 

131 

12 

26 

54 

552 

52 

179 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  "Relief  of  Symptoms"  as  "Poor”  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

In  "Evidence  of  Healing”  as  "None.”  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodenal  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms,  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 

During  the  past  three  years,  more  than  250 
references  to  Banthine  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  other  therapy.  These  results  are  tabulated 
above  and  show: 

"Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  783  patients  on 
whom  reports  were  available. 

In  all  but  9.3  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
dence ofhealing  was  "complete”  or  "moderate.” 


During  treatment,  26  patients  required 
surgery  or  developed  complications  other 
than  ulcer  which  required  discontinuance  of 
the  drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7 
per  cent  experienced  side  effects  sufficiently 
annoying  to  require  discontinuance  of  the  drug. 


*Volume  containing  complete  references,  with  abstracts 
of  39  additional  reports,  will  be  furnished  on  request  by 

G.  D.  Searle  8c  Co. 

P.  O.  Box  5110,  Chicago  80,  Illinois 
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New  London 

The  monthly  dinner  lecture  meeting  of  the 
Lawrence  and  Memorial  Associated  Hospitals  was 
held  Thursday,  January  21.  The  speaker  was  John 
F.  Sullivan,  associate  professor  of  neurology.  Tufts 
College  Medical  School,  and  chief  of  neurology  of 
the  New  England  Center  Hospital.  His  subject  was 
“Recent  Advances  in  Prevention  and  Pathophysiol- 
ogy of  Poliomyelitis” 

There  was  a special  joint  meeting  of  the  New 
London  County  Medical  Association  and  dentists  of 
New  London  County,  Thursday,  January  28,  at 
Lighthouse  Inn.  The  speaker  was  Melvin  F.  White, 
M.D.,  D.M.D.,  instructor  plastic  surgery  at  Harvard 
iVIedical  School;  chief  plastic  surgeon.  New  England 
Medical  Center,  Boston  City  Hospital.  His  topic 
was:  “Plastic  Surgery.”  The  affair  was  well  attended 
and  plans  for  future  joint  meetings  were  discussed. 

Ellen  F.  Birchall,  m.d.  announces  the  opening  of 
her  office  for  the  practice  of  psychiatry  and  neu- 
rology at  435  Montauk  Avenue,  New  London. 

The  regular  monthly  meeting  of  the  New  London 
County  Medical  Association  was  held  Thursday, 
February  4 at  the  U.  S.  Coast  Guard  Academy.  The 
speaker,  Franz  Ingelfinger,  professor  of  gastroenter- 
ology at  Boston  University,  attending  physician, 
Adassachusetts  Memorial  Hospital,  spoke  on  “Diver- 
ticulitis.” An  informal  dinner  at  the  iMohican  Hotel 
preceded  the  meeting. 

Anulf  VanDyk  of  50  Granite  Street,  New  Lon- 
don, has  recently  received  word  that  he  passed  the 
examination  for  American  Board  in  Orthopedic 
Surgery. 

On  February  2 Donald  Shedd,  instructor  in  sur- 
gery at  Yale  University,  spoke  to  the  staff  of  the 
' Lawrence  and  Memorial  Hospital  on  “The  Manage- 
ment of  Patients  with  Head  and  Neck  Carcinoma.” 

The  New  London  Chapter  of  the  Connecticut 
Heart  Association  had  William  Glenn,  associate  pro- 
fessor of  surgery,  Yale  University,  as  guest  speaker 
on  February  1 1 at  the  Lawrence  and  Memorial  Hos- 
pital. Dr.  Glenn  spoke  on  the  recent  advances  in 
cardiac  surgery.  Movies  and  slides  were  shown. 
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vescent drink. 
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Connecticut  at  Medical  Education  Congress 

At  the  Fiftieth  Annual  Congress  on  Medical  Edu- 
cation and  Licensure  of  the  AMA  held  in  Chicago 
in  February,  John  C.  Leonard,  director  of  medical 
education  at  the  Hartford  Hospital,  addressed  the 
panel  of  the  Advisory  Board  for  Medical  Specialties 
on  the  subject  “A  Sound  Program  for  Graduate 
Training  in  Non  University  Hospitals  from  the 
Hospital  Viewpoint.” 

Vernon  W.  Lippard,  dean  of  Yale  University 
School  of  Medicine,  was  a member  of  a luncheon 
panel  which  discussed  professional  orientation. 

Creighton  Barker,  secretary  of  the  State  Medical 
Society  and  secretary  of  the  Connecticut  State 
Medical  Examining  Board,  reported  on  the  first 
world  conference  on  medical  education  held  in  Lon- 
don in  August  1953. 
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NINETEEN  HUNDRED  AND  FIFTY-FOUR 


289 


7 


New  York  University  Post-Graduate  Medical  School 

and 

American  Academy  of  Compensation  Medicine 
offers 

MEDICAL  ASPECTS  OF  WORKMAN’S  COMPENSATION 
May  3 through  7,  1954 
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WEDNESDAY 

Rehabilitation  Dermatolgy 

THURSDAY 

Otology  Neurosurgery  and  Neurology 

FRIDAY 

Orthopedics  Moderators  Panel 

SATURDAY 

At  the  completion  of  this  course,  a one  day  symposium  on 
Industrial  Medicine  will  be  held  on  Saturday,  May  8,  1954. 
It  is  designed  for  industrial  physicians,  either  part-time  or 
full-time,  who  are  interested  in  recent  developments  in  this 
field,  especially  in  its  preventive  aspects. 

For  application,  address: 

Office  of  the  Dean 
Post-Graduate  Medical  School 
All  First  Avenue,  New  York  16,  N.  Y. 
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Re\  lew  eil  l>\'  John  Dowiaan 

I his  re|7ort  is  the  outcome  ot  a conterence  on  psychiatric 
eihication  hehl  m 1052  at  (^ornell  Lhmersit\’  anil  represents 
the  conchisions  arriieil  at  hv  leaiiers  m the  helil  ot  psychi- 
atry ciirreiirK'  engaged  in  the  training  of  residents.  Un- 
like most  otheial  reports  the  subjecr  matter  of  the  \ arious 
commissions  constituting  the  conference  is  presenteil  in 
emineiitlv  readable  form.  While  presenting  the  areas  of 
general  agreement,  it  oflers  also  the  minority  opinions 
where  dilferences  are  considered  important. 

The  greatest  ad\ ance  in  psychiatry  in  the  [yisr  ten  to 
tifteeii  \ears  has  undoubtedlv  been  in  the  area  of  psycho- 
dynamics, and  the  longest  section  is  appropriately  devoted 
to  this  subject.  1 lere,  for  the  first  time,  is  an  attempt  to 
set  out  the  large  areas  in  w hich  there  is  consiilerable  agree- 
ment among  the  different  disciplines  anil  to  bring  into 
clearer  \ iew  the  nature  of  major  differences  of  opinion. 
I he  inaturarion  of  psychiatry'  can  be  seen  in  that  the 
sibling  riialry  between  indi\ iiliial  schools  apitcars  to  be 
m the  process  of  resolution  on  a more  mature  level  than 
hitherto.  No  longer  does  any  one  school  claim  sole  pos- 
M-sion  of  the  secret  of  the  art.  Ehis  chapter  on  psycho- 
ilynamics  is  a remarkable  piece  of  work,  and  if  a synthesis 
of  the  hitherto  dixergent  approaches  is  to  be  effected,  this 
may  well  be  held  to  be  the  beginning. 

Special  chapters  are  dewoted  to  aspects  of  residency 
training,  including  the  selection  of  the  nascent  psychiatrist — 
and  his  selection  of  psychiatry — the  personal  problems 
and  difficulties  of  the  [isychiatrist  in  training,  and  the 
establishment  of  ideal  training  programs  and  reaching 
methods.  .Many  of  the  conclusions  are  of  significance,  for 
example,  comparable  to  the  failure  of  attempts  during  war- 
time to  select,  by  psx'chological  tools,  men  with  special 
aptitudes  anil  (jualities  for  specific  tasks,  such  as  Air  Force 
pilots,  is  the  conclusion  that  there  is  no  single  methoil  or 
grou[)  of  methods  entirely  satisfactory  in  the  selection  of 
able  psx’ehiatrists.  I he  whole  rechnique  of  ewaluation  of 
longitudinal  life  history  still  stamls  the  test  of  time — with 
least  \alue  placeil  on  letters  of  recommenilation.  I inphasis 
is  placeil  on  the  growth  in  experience  which  nia\'  occur 
in  residents  and  on  the  great  personal  benefirs  which  many 
derive  from  their  association  with  the  belli. 

But  perhaps  the  section  that  will  be  most  intently  read 
is  that  on  the  role  of  psychoanalysis.  Cumsiderable  changes 
in  outlook  are  occurring  as  the  heat  of  battle  of  the  past 
few  ilecades  dies  dow  n.  I hat  psychoanalysis  must  occupy 


a [irominent  ()lace  is  without  question,  especially  for  those 
desirous  ot  practicing  as  psychoanalysts  and  for  those  w'ho 
may  be  helped  by  a [lersonal  analysis.  Nevertheless,  the 
eiii[)hasis  ajipears  to  he  |)laced  on  the  princijile,  “It  is  not 
necessai'N'  to  be  psychoanalyzed  in  onler  to  dewelop  con- 
fidence as  a psychiatrist,  including  competence  in  psycho- 
therapy and  [)sychod\’naniics.”  I his  nimenient  to  bring 
psx'choanalysis  into  |)erspecti\e  in  the  training  of  resiilents 
will  alliance  the  [tractice  of  psychiatry  as  a whole  further 
than  all  the  struggles  of  the  past  thirty  years.  It  is  to  be 
noted  that  the  commission  included  some  well  known 
psychoanaK'sts. 

Attention  is  also  directed  to  the  special  fields  including 
administratiie,  forensic,  industrial,  ps\'chosomatic,  and  mili- 
tary branches.  .Moreoier,  the  role  of  psychiatry  in  the 
ti'aining  of  other  meilical  specialists  is  examined  and  em- 
[ihasis  is  placed  on  the  benefits  which  may  be  obtained  by 
the  incorporation  of  the  teaching  of  psychiatric  principles 
in  the  \ arinus  specialist-training  programs.  I he  extension 
of  psychiatry  into  other  areas,  both  medical  and  non 
meilical,  has  been  hastened  by  the  recognition  of  the  im- 
portance of  the  modern  holistic  approach  to  illness  and 
health. 

1 his  lolume  is  to  be  highly  recommended,  not  only  to 
those  training  psychiati'ists  and  to  [tsychiatrists  in  training, 
bur  also  to  all  lioctors  in  w hatei  er  belli  they  may  be  prac- 
ticing. In  this  book  there  is  at  least  one  section  which  is 
of  signibcance  to  e\er\'  |)h\'sician. 

SCHOOI.  UKAL'lll  SERVICES.  By  Charles  C.  Wilson, 

■M.i).,  Professor  of  I ducation  and  l^ublic  Health,  Yale 

University,  Editor  National  Education  Association  of 

U.S.  and  American  .Medical  Assoc.  1953.  4S6  pp.  $5. 

Reviewed  by  la-.oNARi)  Pari  nte 

.Much  has  been  w ritten  on  school  health  and  main’  phases 
ha\e  been  stuilied  by  larious  agencies  and  committees 
interesteil  in  school  health.  “School  Health  Senices”  was 
prepareil  by  the  Joint  (k)mmittee  on  I lealth  Problems  in 
Education  of  the  National  Education  Association  and  the 
•American  .Meilical  Association,  under  the  direction  of 
Charles  C.  Wilson,  m.d.,  and  a noteworthy  contribution 
has  been  made.  Ehis  book  is  a companion  book  of  “Health 
I'  llucation”  which  was  also  a publication  of  the  Joint  Com- 
mittee. 

Ehere  are  ik  chaitters,  ilealing  with  health  services  and 
related  school  health  functions.  Each  chapter  was  prepared 
by  an  expeit  in  that  particular  subject  of  school  health  and 
in  turn  this  material  w’as  further  rewiewed  by  a consultant. 
I'he  book,  therefore,  is  not  the  opinion  of  one  author  but 
a composite  view'  of  man\'  experts  in  the  beld  of  school 
health.  Every  health  service  is  discussed  separately  and  in 
dealing  with  controi’ersial  aspects  of  school  health  senices 
there  is  no  hesitation  on  the  part  of  the  editors  to  admit 
this  fact  and  point  out  w here  more  research  is  necilcd. 

Although  the  subject  matter  ileals  mostly  with  the  area 
of  school  health  sen  ices,  other  areas  such  as  sanitation  and 
health  education  arc  also  touched  on,  for  they  are  debnitcly 
related  to  the  subject  of  health  services  within  a school. 

Ehis  book  should  be  of  \ alue  not  only  to  school  ailniini.s- 
trators  but  to  all  persons  concerned  with  supplying  health 
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You,  as  a physician,  can  now  obtain  on  an  individual  basis,  many 
of  the  special  benefits  available  through  the  pension  plans  of  business  and 
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produced  at  retirement  under  this  plan 
than  is  possible  under  methods  not  em- 
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More  detailed  information  is  contained 
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sional Man’s  Pension  Plan.”  Here,  the 
business  aspects  of  this  increasingly  im- 
portant problem  are  presented  for  the 
first  time  for  the  benefit  of  the  practicing 
physician  or  surgeon. 
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services  in  the  schools.  These  include  physicians,  dentists, 
nurses,  dental  hygienists,  psychologists,  social  workers, 
health  educators,  physical  educators  and  teachers.  It  is  an 
excellent  text  for  the  school  physician  or  school  medical 
advisor,  in  that  it  orients  him  to  his  contribution  of  med- 
ical services  to  the  school  health  program  as  a whole.  The 
hook  dispels  the  idea  which  some  physicians  might  hold, 
namely,  that  school  health  services  consist  principally  of 
physical  examinations  of  school  children.  It  clearly  brings 
out  the  fact  that  a complete  health  appraisal  of  the  school 
child  must  take  into  consideration  all  the  services  enum- 
erated in  the  various  chapters. 

“School  Health  Services”  also  points  out  the  health  re- 
spon.sibilities  of  the  school  along  with  the  modern  concept 
of  education  which  demands  that  the  school  concern  itself 
with  discovering  and  providing  solutions  to  children’s 
needs.  It  further  demonstrates  the  need  for  coordination  of 
the  school’s  health  program  and  the  school’s  effort  with 
that  of  the  community,  the  health  department,  the  private 
physician  and  dentist,  and  the  other  community  health  and 
social  agencies. 

There  is  much  material  in  this  volume  that  can  be  used 
for  the  improvement  of  school  health  services,  whether 
it  be  in  a small  school  system  or  a large  one.  There  is 
a splendid  biblography  and  there  is  also  a carefully  prepared 
index  so  that  subject  matter  in  the  text  can  be  quickly 
found.  This  book  should  find  its  place  in  the  libraries  of 
all  persons  concerned  with  school  health. 

PHYSIOLOGY  OF  THE  EYE,  CLINICAL  APPLICA- 
TION. (Second  Edition.)  By  Frmicis  Heed  Adler, 
M.A.,  M.D.,  F.A.c.s.  Philadelphia:  The  C.  V.  Mosby  Com- 
pany. 1953.  734  pp.  329  illustrations.  $13. 

Reviewed  by  Arthur  M.  Yudkin 

Dr.  Francis  Heed  Adler,  a recognized  authority  in 
ophthalmology  and  human  physiology,  has  written  a book 
which  offers  to  the  student  and  practicing  ophthalmologist 
the  most  recent  findings  of  the  physiology  of  the  eye. 
The  experimental  laboratory  observations  and  clinical  ap- 
plication are  utilized  wherever  possible.  His  understanding 
of  clinical  manifestation  of  disease,  together  with  his  re- 
search in  physiology,  is  reflected  in  every  chapter  of 
Physiology  of  the  Eye. 

The  interpretation  of  the  ocular  circulation  in  health 
and  disease  is  excellent.  In  man  all  of  the  blood  reaches 
the  eye  by  way  of  the  internal  carotid  artery.  The  retinal 
vascular  dynamics  which  produce  the  arterial  and  venous 
pulsation  are  clearly  described.  References  are  made  to  the 
vasomotor  tone  and  its  regulation  and  its  ultimate  control 
of  the  eye.  The  role  of  the  sympathetic  nervous  system 
in  essential  hypertension  and  its  effectiveness  on  the  ocular 
circulation  are  brought  up  to  date  and  references  for 
same  are  given.  It  is  important  to  see  how  the  ocular  cir- 
culation may  be  involved  with  drugs  used  to  alter  the 
tonicity  of  the  general  circulation. 

The  subject  of  metabolism  of  the  cornea  is  splendidly 
described  in  a language  that  can  very  easily  be  understood. 
The  influence  of  various  factors  on  corneal  metabolism  and 
the  chemistry  and  metabolism  in  pathological  conditions 
are  discussed.  The  reaction  to  the  corneal  tissue  by  diseased 


processes  and  subsequent  vascularization  of  the  cornea  re- 
sulting from  some  of  the  diseases  are  fully  presented.  A 
study  of  the  permeability  of  the  cornea  is  offered  for  the 
student,  the  investigator,  and  the  matured  clinician.  The 
subject  of  sensitivity  of  the  body  in  general  and  of  the 
cornea  is  an  example  of  Adler’s  application  of  his  early 
experience  and  interest  in  general  physiology. 

The  theories  concerning  the  formation  and  elimination 
of  the  intraocular  fluid  from  the  eye  are  presented  in  de- 
tail. This  contribution  should  prove  helpful  in  the  study 
of  glaucoma.  The  clinical  interpretation  of  the  variations 
of  the  intraocular  pressure  are  based  in  part  on  laboratory 
findings.  The  character  of  the  vasomotor  nerves  to  the 
eye  and  the  types  of  drugs  which  dilate  or  contract  the 
intraocular  vessels  are  discussed. 

The  anatomy  and  physiology  of  muscles  in  general  are 
compared  with  the  anatomical  and  physiological  charac-  1 
teristics  of  ocular  muscles.  Much  attention  is  given  to  i 
the  response  of  the  ocular  muscles  to  drugs.  The  medical  ! 
and  surgical  approach  to  strabismus  are  given  in  detail. 
Under  the  caption  of  “Propioception  from  Ocular  Mus- 
cles” the  investigation  of  Sherrington  and  Mott  is  recog- 
nized, and  its  possible  application  to  the  ocular  muscles  is 
considered.  The  nerve  centers  and  pathways  for  voluntary 
movement  are  important  to  the  function  of  the  eye.  The 
frontal  centers  for  voluntary  movements  of  the  eye  are 
listed  and  the  course  of  the  fibers  from  the  frontal  ocu- 
logyric centers  to  the  pontile  centers  is  described. 

It  is  very  interesting  to  have  the  author  describe  the 
nature  and  origin  of  light,  its  physical  measurement,  and 
its  transmission  by  the  ocular  media.  This  chapter  is  fol- 
lowed by  one  on  metabolism  of  the  retina.  It  is  concerned 
with  the  chemical  and  physical  changes  which  constitute 
the  metabolism  of  the  whole  retina  and  with  the  effect  of 
light  on  visual  processes.  The  subject  of  photochemistry 
has  been  modernized.  An  interesting  evolutionary  story  of 
the  pigment  associated  with  photoreception  is  accomplished 
by  referring  to  the  work  of  M^ald  and  others.  Adler  ex- 
plains how  the  Grotthus-Draper  Law  of  Photochemistry 
applies  to  photochemical  reactions. 

The  legend  of  electrical  phenomena  in  nerves  is  pre- 
sented before  describing  the  action  potentials  in  the  optic 
nerve  fibers  of  man.  The  pros  and  cons  of  the  value  of 
action  potentials  developed  in  the  retina  are  described  under 
the  heading  of  Electroretinograms. 

A complete  resume  of  the  transmission  of  impulses  from 
the  retina  to  the  occipital  cortex  is  given  in  the  chapter 
on  visual  pathways.  Adler  states  that  all  physiologists  are 
agreed  that  vision,  as  man  experiences  it,  is  a function  of 
still  higher  parts  of  the  brain,  or  perhaps  of  the  brain  as 
a whole.  Psychological  processes,  such  as  visual  percepts 
as  contrasted  with  visual  sensations,  are  so  complex  that 
they  defy  immediate  physiological  analyses;  but  continued 
study  of  the  elementary  physiological  processes  may  even- 
tually lead  to  a better  understanding  of  the  more  complex  ! 
phenomena.  j 

The  book  lives  up  to  its  title.  The  Physiology  of  the  j 
Eye  and  Clinical  Application.  It  is  recommended  to  every  j 
physician  for  a better  understanding  of  the  functions  of 
the  eye  and  as  a diagnostic  aid  to  ocular  and  constitutional 
disorders. 
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THE  YEAR  BOOK  OF  RADIOLOGY  ipH-OH  Series. 

By  Holt,  Hodges,  Jacox,  Collins.  Chicago:  Year  Book 

Publishers,  Inc.  $8. 

Reviewed  by  Gilbert  W.  Heublein 
Part  I 

INTRODUCTION 

The  Diagnostic  Section  comprises  292  pages.  Numerous 
articles  have  been  reviewed.  These  range  from  the  newer 
technical  advances  to  x-ray  diagnosis  in  head,  spine  and 
extremities,  chest  and  finally  the  gastrointestinal  and  geni- 
tourinary systems.  This  volume  is  not  only  a necessity  for 
the  practicing  radiologist,  but  will  also  be  helpful  to  the 
medical  specialist  who  is  interested  in  various  phases  of 
roentgen  diagnosis.  The  occasional  subscripts  provide  worth- 
while information  in  the  form  of  constructive  criticism, 
practical  suggestions  and  important  bibliographic  data. 

SECTION  ON  TECHNIQUE 

An  important  contribution  in  technique  is  the  work  of 
Pendergrass  et  ah,  in  skin  and  depth  doses  of  diagnostic 
roentgenology.  Also  the  low  cost,  labor-saving  punch  card 
sorting  of  radiologic  reports.  The  proper  preparation  of 
photographic  prints  is  briefly  discussed  (Ollerenshaw) . 

HEAD 

In  the  Head  Section  an  outstanding  contribution  is  that 
of  Etter  who  has  done  much  to  clarify  our  knowledge  of 
the  roentgen  anatomy  of  the  orbits.  The  importance  of 
planigraphy  of  the  temporal  bone  is  stressed.  There  are 
numerous  other  reviews  on  posterior  fossa  dermoid  cysts, 
cyclencephaly,  tumors  of  the  glomus  jugularis  and  the  use 
of  angiography  in  the  diagnosis  of  acoustic  nerve  tumors, 
etc.  In  regard  to  the  radioactive  dye — lodofluorescin — the 
authors  make  this  comment: 

“Preoperative  localization  of  brain  tumors  using  radio- 
active dyes  and  an  external  counter  is  of  decidedly  limited 
value  when  compared  with  the  results  obtained  by  ventric- 
ulography and  angiography.” 

SPINE  AND  EXTREMITIES 

The  section  dealing  with  Spine  and  Extremities  includes 
a pertinent  review  of  some  thirty-nine  key  articles.  Normal 
variants  of  the  cervical  spine  are  discussed  with  reference 
to  the  usual  mobility  of  the  2nd  and  3rd  cervical  segments 
in  children,  not  to  be  confused  with  subluxation. 

Numerous  other  articles  include  summaries  of  osteitis 
condensans  ilii,  interpediculate  measurements  in  children, 
Jatfe-Lichtenstein’s  disease;  a discussion  of  the  importance 
of  full  column  technique  in  lumbar  myelography; 
myeloscintograms,  periostitis  deformans,  an  interesting  new 
entity  recently  described  by  Spanish  authors;  Ellis-van  Cre- 
veld’s  disease,  or  chondroectodermal  dysplasia;  cortical  de- 
fects with  periosteal  desmoids,  aneurysmal  bone  cyst  (Besse 
and  Ghormley,  et  al)  and  finally  the  roentgen  differentia- 
tion of  Adbnckeberg’s  from  intimal  atherosclerosis. 

CHEST 

The  Section  on  Chest  is  divided  in  two  parts;  there  are 
thirty-three  abstracts  dealing  with  heart  and  great  vessels. 
These  have  to  do  mainly  with  various  forms  of  congenital 
heart  disease  and  angiocardiography.  Of  especial  interest 


are  the  following:  diagnosis  of  mitral  valve  disease  (Kale 
et  al,  Univ.  of  Witwatersrand),  systolic  expansion  of  left 
auricle  in  mitral  regurgitation  (Elkin,  Sosman,  et  al), 
syndrome  of  obliteration  of  the  arterial  branches  of  the 
aorta  causing  rib  notching;  the  infundibular  sign  of  patent 
ductus  arteriosus.  The  indentation  sign  of  Bruwer  and  Pugh, 
x-ray  diagnosis  of  anomalous  venous  drainage,  or  the  “col- 
lar sign”  and  pulmonary  infarction  resulting  from  cardiac 
catheterization. 

The  second  part  is  of  considerable  general  interest  and 
reviews  pulmonary  disease  in  thirty  abstracts:  The  roent- 
gen signs  of  abnormal  pulmonary  function  (Barden)  are 
stressed.  There  are  references  to  pulmonary  disease  in  new- 
born and  young  children.  These  include  comments  on 
pulmonary  “cysts,”  hyaline  membrane  disease,  and  the 
entity  known  as  lobar  emphysema.  In  adults  there  is  con- 
sideration of  the  following:  hidden  bronchiectasis  in  the  , 
asthmatic  patient,  pulmonary  edema  in  morphine  addiction,  j 
or  the  syndi'ome  of  coma,  pinpoint  pupils  and  depressed  | 
respiration.  So  too,  there  are  descriptions  of  pulmonary 
lesions  in  scleroderma,  kerosene  poisoning,  berylliosis,  the 
various  pneumomycoses  and  cystic  disease  in  sequestration 
of  the  lung. 

GASTROINTESTINAL  SECTION 

In  the  Gastrointestinal  Section  sixty-one  articles  are  re- 
viewed. These  include  among  others  discussion  of  dysphagia 
by  contractile  rings  in  the  lower  esophagus,  gastric  defects 
due  to  aberrant  pancreatic  tissue  and  lipoma,  Crohn’s  dis- 
ease of  the  stomach,  the  roentgen  picture  of  the  normal 
ileocecal  valve  (Hinkel),  high  voltage  radiography  as  an 
aid  in  search  for  colonic  polyps  and  massive  fatal  embolism 
from  barium  enema  study.  This  section  has  several  import- 
ant abstracts  dealing  with  splenoportography. 

GENITOURINARY  SECTION 

The  Genitourinary  Section  includes  twenty-four  abstracts.  | 
We  are  impressed  by  such  pertinent  articles  as  “ice-water  1 
technique”  for  acceleration  of  delayed  excretory  urograms  j 
(Herzan  and  O’Brien),  diagnostic  kidney  puncture  (Lind-  | 
blom),  and  several  abstracts  having  to  do  with  percutaneous  | 
retrograde  iliac  arteriography  in  gynecologic  conditions.  1 
This  section  is  worthwhile  reading  if  only  for  the  follow-  I 
ing  editorial  comment  regarding  the  use  of  water-soluble,  j 
opaque  media  in  hysterosalpinography.  j 

“Readily  admitting  the  immediate  advantage  of  water-  i 
soluble  mediums  in  hysterosalpinography  . . . we  con-  ( 

tinue  to  prefer  mediums  which  permit  a 24-hour  check  1 
up  film.  Virtually  all  of  our  diagnostic  errors  in  sterility  | 
studies  stem  directly  from  not  having  such  a film  available.” 

Part  II 

SECTION  ON  RADIOTHERAPY,  RADIOACTIVE  ISOTOPES,  PHYSICS  AND 
RADIATION  PROTECTION  BY  HAROLD  W.  JACOX  AND  VINCENT 
P.  COLLINS 

The  section  on  radiotherapy  (146  pp.)  includes  reviews 
of  articles  concerned  with  both  malignant  and  benign  con-  1 
ditions.  Possibly  reflecting  the  trend  of  the  literature,  there 
is  a particularly  large  number  of  articles  concerning  the 
treatment  of  malignancies  of  the  female  genital  tract.  A ; 
large  number  of  these  articles  were  primarily  statistical  . 
studies  comparing  various  types  of  treatment.  No  particu-  1 
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in  arthritis 

and  allied  disorders 


Its  therapeutic  effectiveness  substantiated  by  more  than  fifty 
published  reports,  Butazolidin  has  recently  received 
the  Seal  of  Acceptance  of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 

In  the  treatment  of  arthritis  Butazolidin  produces  prompt  relief 
of  pain.  In  many  instances  relief  of  pain  is  accompanied 
by  diminution  of  swelling,  resolution  of  inflammation  and  increased 
freedom  and  range  of  motion  of  the  affected  joints. 

Butazolidin  is  indicated  in: 

Gouty  Arthritis  Rheumatoid  Arthritis 

Psoriatic  Arthritis  Rheumatoid  Spondylitis 

Painful  Shoulder  (including  peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis) 

Since  Butazolidin  is  a potent  agent,  patients  for  therapy  should 
be  selected  with  care;  dosage  should  be  judiciously  controlled; 
and  the  patient  should  be  regularly  observed  so  that  treatment  may  be 
discontinued  at  the  first  sign  of  toxic  reaction. 

Physicians  unfamiliar  with  the  use  of  Butazolidin  are  urged  to  send 
for  complete  descriptive  literature  before  employing  it. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 

GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.  Y. 

In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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Certified  Firm  and  Fitters 
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See  our  new,  improved,  automatic 
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Prevents  Buckling. 
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in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 
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( Residence  Phone 
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larly  striking  changes  in  the  .survival  rates  are  recorded, 
althougli  several  of  the  more  recent  radiotherapeutic 
methods  are  said  to  have  some  promise.  The  rotational 
therapy  of  carcinoma  of  the  esophagus  carried  out  under 
fluoroscopic  control  by  J.  Frimann-Dahl  in  Oslo  is  re- 
viewed and  it  is  concluded  that,  despite  good  primary  re- 
sults and  satisfactory  palliation,  the  final  results  have  been 
somewhat  discouraging  with  all  of  the  forty-one  patients 
given  treatments  having  succumbed  to  the  disease  after 
four  years. 

Great  attention  is  paid  to  the  use  of  radioactive  gold 
in  the  treatment  of  pleural  and  peritoneal  effusions  as  well 
as  its  employment  in  the  interstitial  irradiation  of  pelvic 
tumors.  The  editors  make  some  significant  notes  on  this 
treatment  and  suggest  that  some  caution  be  employed  in 
its  application  when  this  isotope  is  employed  in  the  treat- 
ment of  carcinoma  of  the  prostate.  The  use  of  this  isotope 
in  the  treatment  of  malignant  effusions  has  apparently  met 
with  considerable  success  in  reducing  the  necessity  for  fre- 
quent paracenteses. 

The  section  concludes  with  a discussion  of  various  re- 
search publications,  a considerable  number  of  which  are 
concerned  with  the  relative  biologic  effectiveness  of  super- 
voltage radiation  as  compared  to  the  standard  range  of 
voltage  employed  for  therapy.  No  particularly  new  conclu- 
sions are  reached  in  this  regard,  although  the  previously 
known  differences  in  skin  effect  are  reiterated  and  the 
greater  tolerance  of  the  living  organism  for  the  higher 
quality  of  radiation  is  confirmed. 

In  general,  this  section  of  the  book  provides  a compre- 
hensive review  of  the  field  of  radiotherapy  during  the  year. 

To  summarize,  there  is  another  well  illustrated  and  in- 
formative summary  of  radiologic  literature  covering  the 
period  between  June  1952  and  June  1953. 


CLASSIFIED  advertising 

$4.00  for  50  words  or  less 
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FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tory. We  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
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New  Welch-Alien  proctoscope  $25,00 — Welch-Alien  oti- 
scopes  and  ophthalmoscopes  $20.00  up — EENT  chairs 
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$30.00 — Surgical  instruments — Blood  pressures  $20.00  up— 
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salesman.  Our  warehouse  is  opened  by  appointment,  in- 
cluding Sundays.  Budget  terms.  Phone  Meriden  5-9675  or 
write  Harry  Sacker,  P.  O.  Box  642,  iMeriden,  Conn. 


WANTED:  Good  Used  Medical  and  Office  Equipment, 
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c/o  Connecticut  State  Medical  Journal,  160  St.  Ronan  Street, 
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AN  INTRODUCTION  TO 
GUINNESS  STOUT... 


On  December  31,  1759,  Arthur  Guinness  leased  for  9,000  years  a 
property  at  St.  James’s  Gate  in  Dublin,  Ireland,  and  developed  the  product 
Guinness  Stout,  which  is  now  known  throughout  the  world.  The  four 
acres  then  leased  have  grown  into  a huge  plant  occupying  sixty  acres. 
There  are  two  other  Guinness  plants,  one  each  in  London  and  New  York. 

Guinness  Stout  is  a natural,  palatable  drink  made  of  barley,  malt, 
hops,  yeast  and  water.  Nutritionally,  it  contains  proteins,  carbohydrates 
and  alcohol  developed  by  fermentation,  to  provide  188  calories  for  12  fluid 
ounces,  appreciable  amounts  of  Vitamin  B Complex  and  of  calcium,  phos- 
phorus, iron,  potassium  and  iodine. 

Many  thousands  of  physicians  throughout  the  world  have  used  it 
personally  and  know  its  merits.  For  full  information,  write  to; 

ARTHUR  GUINNESS  SON  & CO.,  INC. 

47th  Avenue  and  28th  Street 
Long  Island  City  1,  N.  Y. 

GUINNESS®  STOUT  BREWED  & BOTTLED  BY 
ARTHUR  GUINNESS  SON  & CO.,  INC.,  L.  I.  C.,  N . Y. 
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Borden^s  Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 
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To  Bri^liten  tlie  Diet . . . 

...to  make  days  and  nights  more  pleasant 
for  the  aged  patient 

An  appetite  stimulant . . . mild  euphoretic . . . appealing 
-^sedative  at  bedtime. ..a  supplemental  natural 
source  of  minerals,  vitamins,  and  readily  absorbable 
nutriments — these  are  some  of  the  roles  that  wine  can 
play  in  the  daily  diet  of  your  aged  or  convalescent 
patient. 

Few  substances — natural  or  artificial — can  offer  the 
unique  combination  of  qualities  found  in  wine,  the 
traditional  beverage  of  moderation.  Praised  through 
the  ages  for  its  ^‘tonic”  effect,  wine  has  been  intensively 
studied  since  1939  by  American  laboratory  and  clinical 
investigators.  These  modern  tests  have  revealed  the 
physiological  basis  for  subjective  theories  of  past  years, 
and  are  now  explaining  the  action  and  fate  of  wine  and 
its  components  in  the  body. 

Many  of  the  important  physiological  properties  of 
wine  differ  significantly  from  those  of  plain  alcohol. 
Wine  increases  appetite  and  heightens  olfactory 
acuity.  It  stimulates  the  flow  of  salivary  juices. 
Buffered  by  its  own  natural  salts  and  organic  acids,  it 
provides  a mild,  prolonged  stimulation  of  gastric 
secretion.  This  same  buffer  effect  makes  the  diuresis 
produced  by  wine  a slow,  moderate  one. 

Wine  is  also  a ready  and  pleasant  source  of  nutrient 
energy,  and  of  absorbable  iron  and  other  essential 
minerals.  The  vasodilating  action  of  wine  aids  toward 
improving  circulation  and  increasing  cardiac  output. 

A bit  of  sherry  or  light  wine  before  meals,  table  wine 
with  luncheon  or  dinner,  or  a glass  of  port  at  bedtime 
can  add  a welcome  touch  of  interest  and  “elegance”  to 
the  daily  routine  of  the  convalescent  and  the  elderly 
patient.  The  day  seems  shorter  and  brighter,  and  the 
night  more  pleasant  and  relaxed. 

For  a few  cents  a day  your  patients  can  have  wines 
produced  from  the  world’s  finest  grape  varieties,  grown 
in  an  ideal  climate  and  handled  with  consummate  skill. 
Research  information  on  wine  is  available  upon  request. 
Wine  Advisory  Board,  San  Francisco  3,  California. 
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i WHEN  SYMPTOMS  ARE  DISTRESSING 

f3 

I BUT  DISGUISED  . . . 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 

Changes  in  the  mood  pattern  are  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”^ 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  ‘‘sense  of  well-being”  that  patients  find  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


H 


PREMARIM 


® 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble ) , also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.  1953,  p.  23. 


NEW  YORK,  N. 


MONTREAL,  CANADA 


MARCH 


NINETEEN  HUNDRED  AND  EIFTY-FOUR 


2 I 


it’s  S®  easy  to  use . . . the  automatic  “Century”  Control 
V C operation;  relieves  you  of  technical  worries. 

really  monitors 

. "St’s  S®  dependable ..  Adcntical  “Century”  settings  produce  identical 

resuith  time  after  time  — today,  tomorrow.  , i 

/ it’s  S®  trouftle-frec ...  “Century”  stamina  has  been  amply  proven  in 

V,:.  the  experience  of  thousands  and  thousands  of  users  the  world  over. 

V it’s  SO  handsome . ; looks  as  distinguished  as  it  is. 
Owners  arm  proud  of  their  “Centurys”. 

Definitely  the  fine  x-ray  unit  in  the  moderate 
price  class  . . . and  so  widely  esteemed  that 
there  are  more  Picker  “Century”  100  ma  units 
actively  in  use  than  any  other  similar  apparatus. 


NEW  HAVEN  10,  CONN.,  151  Court  Street 
DANBURY,  CONN.,  4 Davis  Street 


HARTFORD,  CONN.,  119  Ann  Street 
E.  PROVIDENCE,  R.  I.,  53  Waterman  Avenue 


RADOtt>  RADIUM 


SEEDS  • IMPLANTERS  • CERVICAL  APPLICATORS 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BUILDING  • NEW  YORK  17,  N.  Y. 
Wire  or  Phone  MUrray  Hill  3-8636  Collect 


NATIONAL  HEALTH  WEEK 

MARCH  1-7 


Sponsored  by 

U.  S.  JUNIOR  CHAMBER  OF  COMMERCE 


APRIL,  N 1 N E r E E N HUNDRED  AND  F I F T Y - F O U R 


297 


The  Connecticut  State  Medical  Journal 

Editorial  and  Business  Office,  160  St.  Ronan  Street,  New  Haven,  Connecticut 

Editor-in-Chief  Literary  Editor 

Stanley  B.  Weld,  m.d.  Herbert  ThoiMS,  m.d. 

85  Jefferson  St.,  Hartford,  46-4212  789  Howard  Ave.,  New  Haven  4 

Local  Advertising  Representative:  Fritz  Spolen,  12  Haynes  Street,  Hartford 


Owned  and  Published  Mojtthly  by 
THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

Executive  Secretary’s  Office,  i6o  St.  Ronan  Street,  New  Haven  ii,  UN  5-0587 


Copyright  1954,  The  Connecticut  State  Medical  Society,  160  St.  Ronan  Street,  New  Haven,  Connecticut 
Etitered  as  second-class  matter  at  the  post  office  at  New  Haven,  Connecticut,  June  12,  1941,  under  the  Act  of  March  5,  i8j9 

Single  Copies,  50  cents — Subscription  $5.00  per  year 


MANUSCRIPTS:  Manuscripts  should  be 

typewritten,  double-spaced,  on  white  paper  8V2 
X 1 1 inches.  The  original  copy,  not  the  car- 
bon copy,  should  be  submitted.  Carbon  copies 
or  single-spaced  manuscripts  will  not  be  con- 
sidered. 

Footnotes,  bibliographies  and  lensends  should 
be  typed  on  separate  sheets  in  double  space 
similar  to  the  style  for  the  text  matter.  Bibli- 
ographies should  conform  to  the  style  of  the 
Quarterly  Cumulative  Index  published  by  the 
American  Medical  Association.  This  requires 
in  the  order  given:  Name  of  author,  title  of 
article,  name  of  periodicals  with  volume,  page, 
month — day  of  month  if  weekly — and  year. 

Used  manuscripts  will  be  returned  only  when 
requested  by  the  author.  Manuscripts  should 
not  be  rolled.  Mail  flat. 


ILLUSTRATIONS:  Illustrations,  tables,  etc., 
should  bear  the  author’s  name  on  the  back  and 
the  figure  number.  Photographs  should  be  clear 
and  distinct;  drawings  should  be  made  in  black 
ink  (preferably  India  ink)  on  white  paper. 
Used  photographs,  drawings  and  cuts  will  be 
returned  after  publication  if  requested.  The 
Journal  will  bear  the  cost  of  printing  two 
cuts  accompanying  manuscripts  submitted  for 
publication.  The  cost  of  printing  more  than 
two  cuts  must  be  borne  by  the  author. 

NEWS:  Our  readers  are  requested  to  send 
in  items  of  news,  also  marked,  copies  of  news- 
papers containing  matter  of  interest  to  physi- 
cians. We  shall  be  glad  to  know  the  name  of 
the  sender  in  every  instance. 

ADVERTISEMENTS:  All  advertising  copy 

of  products  approved  by  the  Councils  of  the 
American  Medical  Association  shall  be  accept- 


able for  publication,  together  with  advertising 
copy  of  products  exempted  by  these  same  Coun- 
cils, provided  such  copy  does  not  present  a 
product  in  a false  and/or  misleading  light. 
Such  other  advertising  copy  may  be  accepted, 
subject  to  the  approval  of  The  Editorial  Board. 
All  copy  must  reach  the  JOURNAL  office  by  the 
10th  of  the  month  preceding  publication. 

SUBSCRIPTIONS:  Membership  in  the  Con- 
necticut State  Medical  Society  includes  subscrip- 
tion to  the  Journal.  Additional  copies  may 
be  secured  from  the  Editor. 

REPRINTS:  Order  blanks  for  reprints  will 
be  sent  to  each  author  with  the  galley  proof  of 
his  manuscript.  Reprint  orders  should  be  re- 
turned at  once  as  the  type  will  be  destroyed 
immediately  following  publication  of  the  manu- 
script. 


Officers,  Connecticut  State  Medical  Society,  1953  - 1954 


President:  George  H.  Gildersleeve,  Norwich 
President-elect:  H.  M.  Marvin,  New  Haven 
First  Vice-President:  William  G.  H.  Dobbs,  Torrington 
Second  Vice-President:  John  F.  McDermott,  Hartford 
Executive  Secretary:  Creighton  Barker,  New  Haven 


Editor  of  the  Journal:  Stanley  B.  Weld,  Hartford 
Treasurer:  Frank  H.  Couch,  Cromwell 
Speaker  of  the  House  of  Delegates: 

Cole  B.  Gibson,  Meriden 
Vice-Speaker:  Thomas  M.  Feeney,  Hartford 


Councilors 


C.  Louis  Fincke,  Fairfield  County 
John  N.  Gallivan,  Hartford  County  ^ 

W.  Bradford  Walker,  Litchfield  County 
F.  Erwin  Tracy,  Middlesex  County 
James  A.  Gettings,  New  Haven  County 

Edward  J.  Whalen,  Hartford, 


Alfred  Labensky,  New  London  County 
John  E.  Flaherty,  Tolland  County 
Edward  J.  Ottenheimer,  Windham  County 
Thomas  P.  Murdock,  Meriden 
Officer  of  the  American  Medical  Association 
Councilor  at  large 


Alternate  Councilors 


John  P.  Gens,  Fairfield  County 
Ralph  T.  Ogden,  Hartford  County 
Frank  D.  Ursone,  Litchfield  County 

Ralph  L.  Gilman, 


Willard  E.  Buckley,  Milddlesex  County 
Israel  S.  Otis,  New  Havett  County 
Henry  Archambault,  New  London  County 
Windham  County 


Delegates  to  the  American  Medical  Association 

Stanley  B.  Weld,  Hartford  Thomas  J.  Danaher,  Torrington  Creighton  B.xrker,  New  Haven 

Benjamin  V.  White,  Hartford  William  M.  Shepard,  Putnam  Oliver  L.  Springfield,  Stamford 

Alternate  Alternate  Alternate 


Chairmen  of  Standing  Committees,  1953  - 1954 


Cancer  Coordinating:  Allan  J.  Ryan,  Aleriden 
Editorial  Board:  Stanley  B.  Weld,  Hartford 
Honorary  Members  and  Degrees: 

Thomas  J.  Danaher,  Torrington 
Hospitals:  Willard  E.  Buckley,  Middletown 
Industrial  Health:  Preston  N.  Barton,  Aderiden 
Medical  Education  and  Licensure:  John  D.  Booth,  Danbury 


Mental  Health:  Franklin  S.  DuBois,  New  Canaan 
Postgraduate  Education:  Hugh  L.  Dwyer,  New  Haven 
Program:  John  F.  Nolan,  Bridgeport 
Public  Health:  Robert  R.  Keeney,  Jr.,  Alanchester 
Public  Relations:  William  G.  H.  Dobbs,  Torrington 
State  Legislation:  Clifford  D.  AIoore,  Stamford 
Third  Party  Payments:  Walter  I.  Russell,  New  Haven 

Appointed  by  the  Council 


Other  Committees  of  the  Society  are 


298 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


^ 

THE  BIRTHPLACE  OF  THE  HARTFORD  HOSPITAL 

The  old  Melodeon  building,  formerly  the  Fourth  Congregational  Church,  stood 
on  the  west  side  of  Main  Street  midway  between  Christ  Church  and  Pratt  Street. 

From  the  Samuel  Taylor  Collection 
of  Photographs  of  Old  Flartford 
Through  the  courtesy  of 
The  Misses  Taylor 
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I62nd  ANNUAL  MEETING 
of  the 

Connecticut  State  Medical  Society 

Bulkeley  High  School,  Hartford 

April  27,  28,  29,  1954 


PROGRAM  COMMITTEE 
John  E.  Nolan,  Bridgeport,  Chairman 
Samuel  D.  Kushlan,  New  Haven 
Walter  Weissenborn,  Hartford 

LOCAL  COMMITTEE  ON  ARRANGEMENTS 
Stewart  P.  Seigle,  Hartford,  Chairman 
Sidney  L.  Cramer,  Hartford  James  S.  Missett,  Hartford 


PROGRAM 

Tuesday,  April  27 

ANNUAL  MEETING  OE  THE  HOUSE  OE  DELEGATES 

AUDITORIUM 

Cole  B.  Gibson,  Meriden,  Speaker  of  the  House,  presiding 

io:oo  Call  to  Order 

Business  Session 

i:oo  Luncheon  for  Officers,  Members  of  the  House,  and  Guests 
2 : oo  Resumption  of  business 

7:00  Annual  Dinner  oe  the  Council— The  Council  will  hold  its  annual  dinner  for  the  Program 
Committee,  the  Local  Committee  on  Arrangements,  and  guests,  at  the  Tumble  Brook  Country 
Club,  Bloomfield 
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Wednesday,  April  28 

AUDITORIUM 

9:00  Registration— Exhibit  Hall 

9:15  Motion  Picture  Film 

9:30  Call  to  Order— President  of  the  Society 

Address  oe  Welcome— President  of  the  Hartford  County  Medical  Association 

H.  M.  AIarvin,  New  Haven,  presiding 

10:00  A4edical  Mangement  of  Hypertension 

Henry  A.  Schroeder,  St.  Louis,  Missouri;  Associate  Professor  of  Medicine,  Washington  Uni- 
versity School  of  Medicme,  St.  Louis;  Assistant  Physician,  Barnes  Hospital,  St.  Louis; 
Director  of  Hypertension  Division,  Departnmit  of  Intertial  Medicine,  W ashington  Univer- 
sity School  of  Medicine 

10:35  The  Diagnostic  Approach  to  Diseases  of  the  Lungs 

Edward  J.  Welch,  Brookline,  Massachusetts;  Instructor  in  Medicine,  Boston  University 
School  of  Medicine;  Assistant  Chief  of  Staff , Channing  Home  for  Pidmonary  Tuberculosis, 
Boston 

1 1 : 10  Intermission  to  visit  technical  exhibits 

Ralph  E.  Kendall,  Hartford,  presidmg 

11:40  No  Anatomic  Cause  of  Death— The  Enigma  of  the  Forensic  Pathologist 

Lester  Adelson,  Cleveland,  Ohio;  Assistant  Professor  of  Legal  Medicine,  Department  of 
Pathology,  W estern  Reserve  School  of  Medicine,  Cleveland,  Ohio;  Pathologist  and  Chief 
Deputy  Coroner,  Cuyahoga  County  Coronefs  Office,  Cleveland,  Ohio 

12:20  Radioactive  Isotopes:  Present  Uses  and  Some  Future  Possibilities  in  Clinical  A4edicine 

Le.t  JL.Yirr^U pton  New  York;  Medical  Director,  Brookhaveji  National  Laboratory  and 
Phy sician-in-Chief , Brookhaven  National  Laboratory  Hospital,  Upton,  New  York 

1:00  Luncheon,  Cafeteria 

Visit  to  technical  exhibits 

AUDITORIUM 

Program  arranged  by  Hartford  Hospital 

2:00  Historical  and  Clinical  Meeting  Commemorative  of  the  Founding  of  the  Hartford  Hospital  in 

1854 

History  of  the  Hartford  Hospital 

Stanley  B.  Weld,  Hartford;  Visiting  Obstetrician  and  Gynecologist,  Hartford  Hospital 
Incidents  and  Anecdotes  of  the  Hartford  Hospital 

Robert  A.  Goodell,  Hartford;  Honorary  Staff,  Hartford  Hospital 

2:45  Clinicopathological  Conference 

Departments  of  Pathology  and  Medicine 


ANNUAL  MEETING  PROGRAM 


301 


Henry  A.  Schroeder,  St.  Louis,  Alissouri;  Asso- 
ciate Professor  of  Medicine,  Washington  Uni- 
versity School  of  Aledicine;  Assistant  Physician, 
Barnes  Hospital,  St.  Louis;  Director  of  Hyper- 
tension Division,  Department  of  Internal  Medi- 
cine, AA'ashington  University  School  of  Adedi- 
cine. 


Lester  Adelson,  Cleveland,  Ohio;  Assistant  Pro- 
fessor of  Legal  Aledicine,  AA^estern  Reserve 
School  of  Aledicine;  Pathologist  and  Chief 
Deputy  Coroner,  Cuyahoga  County  Coroner’s 
Office,  Cleveland,  Ohio. 


Edward  J.  Welch,  Boston,  Adass.;  Assistant  Chief 
of  Staff,  Channing  Home  for  Pulmonary  Tuber- 
culosis, Boston,  Adass.;  Instructor  in  Adedicine, 
Boston  University  School  of  Medicine. 


Lee  E.  Farr,  Upton,  New  York;  Adedical  Direc- 
tor and  Physician-in-Chief,  Brookhaven  Nation- 
al Laboratory;  Adember  National  Research 
Council. 


Wednesday,  April  28 

ROOM  169 

Hugh  K.  Miller,  Stamford,  presiding 
10:00  Haemorrhage,  A Foremost  Problem  in  Obstetrics 

Duncan  E.  Reid,  Boston,  Massachusetts;  Obstetrician-in-Chief,  Boston  Lying-In  Hospital; 
William  Lambert  Richardson  Professor  of  Obstetrics,  Harvard  Medical  School 

10:45  Toward  Safer  Blood  Transfusion 

Alan  Richardson  Jones,  Boston,  Massachusetts;  Research  Associate,  Department  of  Pedi- 
atrics, Harvard  Medical  School;  Associate  Director,  Blood  Grouping  Laboratory  of  Boston; 
Research  Associate  in  Hematology,  Children'’s  Medical  Center,  Boston;  Associate  Hema- 
tologist, Boston  Lying-In  Hospital 

Discussion  opened  by  Daphne  Richardson  Jones,  Boston,  Massachusetts 

11:30  Intermission  to  visit  technical  exhibits 

Marvin  Lillian,  Bridgeport,  presiding 
12:00  The  Treatment  of  Acute  Renal  Failure 

Roy  C.  Swan,  Jr.,  New  York;  Assistant  Professor  of  Physiology , Cornell  University  Medical 
College,  New  York 

1 : 00  Luncheon,  Cafeteria 

Visit  to  technical  exhibits 


302 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Wednesday,  April  28 

MEETINGS  OE  SECTIONS  OE  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 
Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Societa' 

Tenth  Annual  Meeting  Trinita'  College,  Hartford 

President;  Mrs.  Dewey  Katz,  Hartford  Secretary:  iMrs.  Stevens  J.  Martin,  Hartford 
10:  30  Registration— Trinity  Library  Conference  Room 
11:00  Business  iVIeeting 
12:30  Social  Hour— Cook  Lounge 

1:15  Luncheon— Hamlin  Dining  Hall 

Welcome  ba’  Dr.  Albert  C.  Jacobs,  President,  Trinity  College 
Guest  Speaker 

John  J.  Blasko,  Commissioner  of  Mental  Health  for  State  of  Connecticut 

SECTION  ON  ANESTHESIA 
3:30  Room  145 

President:  Frank  H.  D’Andrea,  Stamford  Secretary;  Leopold  M.  Trifari,  New  Haven 

3 : 30  Medico-Legal  Responsibility  of  the  Anesthesiologist 
Cyril  Coleman,  Hartford;  Attorney -at-Law 

SECTION  ON  DERMATOLOGY 
3:30  Room  303 

President:  F.  Wellington  Brecker,  Hartford  Secretary:  Jack  J.  Albom,  New  Haven 

3 : 30  Recent  Advances  in  the  Diagnosis  and  Treatment  oe  Pemphigus 

Walter  F.  Lever,  Boston;  Clinical  Associate  in  Dermatology,  Harvard  Medical  School 

SECTION  ON  PROCTOLOGY 
3:30  Room  336 

President:  Frederick  S.  Ellison,  Hartford  Secretary;  Angelo  L.  Gentile,  New  Haven 

Eeeect  of  Mineral  Oil  On  the  Absorption  of  Fat  Soluble  Vitamins 

William  A.  Krehl,  ph.d..  New  Haven;  Associate  Professor  of  Nutrition,  Yale  University  School  of 
Medicine 

Discussion  of  medical  and  surgical  aspects  will  follow 

SECTION  ON  RADIOLOGY 
3:30  Room  333 

President:  Fred  Zaff,  New  Haven  Secretary:  William  A.  Goodrich,  Hartford 

Aneurysm  of  the  Thoracic  Aorta 

George  Levene,  Boston;  Radiologist,  Massachusetts  Memorial  Hospital;  Associate  Professor  of 
Radiology , Boston  University 
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SECTION  ON  GASTROENTEROLOGY 
3:30  Room  236 

Presitient:  Milton  M.  Lieberthal,  Bridgeport  Secretary:  Sydney  Selesnick,  West  Haven 
Panel  Discussion  on  Dysphagia  and  Heartburn 

Moderator:  Sydney  Selesnick,  West  Haven;  Chief  of  Gastroenterology  Section,  Veterans  Admin- 
istration Hospital,  West  Haven;  Assistant  Clinical  Professor  of  Medicine,  Yale  University  School 
of  Medicine 

Physiological  Considerations 

Franz  J.  Ingelfinger,  Boston;  Chief  of  Gastroenterology,  Massachusetts  Memorial  Hospital;  Con- 
s'ultant  in  Gastroenterolgy , Boston  Veterans  Administration  Hospital 

D lAGNOSTIC  AND  ClINICAL  CONSIDERATIONS 

iMoses  Paulson,  Baltimore,  Maryland;  Assistant  Professor  of  Medicine,  The  Johns  Hopkins  School 
of  Medicine;  Physician  to  the  Johns  Hopkins  Hospital;  and  Constdtant  in  Digestive  Diseases  to  its 
Diagnostic  Clinic  and  Private  Out-Patient  Service,  Baltimore 

Surgical  Aspects 

AVotnS.Vyons,  New  York;  Adjunct  Attending  Surgeon,  Chief  Gastric  Clinic  and  Intestmal  Re- 
habilitation Clinic,  Mount  Sinai  Hospital,  New  York 

JOINT  MEETING 
3:30  Room  169 

CONNECTICUT  SOCIETY  OF  PATHOLOGISTS 
President:  John  E.  Thayer,  Ha^'tford  Secretary:  Bernard  F.  Alann,  New  Haven 

CONNECTICUT  ASSOCIATION  OF  MEDICAL  EXAMINERS 
President:  Brae  Rafferty,  Willimantic  Secretary:  Samuel  B.  Rentsch, 

Post  Mortem  Investigation  of  Sudden  Death 

Lester  Adelson,  Cleveland,  Ohio;  Assistant  Professor  of  Legal  Medicine,  Department  of  Pathology, 
Western  Reserve  School  of  Medicine,  Cleveland,  Ohio;  Pathologist  and  Chief  Deputy  Coroner, 
Cuyahoga  County  CoronePs  Office,  Cleveland,  Ohio 

CONNECTICUT  ALLERGY  SOCIETY 
2:30  Room  337 

President:  Irving  H.  Uvitsky,  Bridgeport  Secretary:  Eugene  H.  Walzer,  Bridgeport 

2:30  Business  Meeting 

3:30  Common  Errors  in  the  iManagement  of  Allergic  Dermatoses 

Rudolf  L.  Baer,  New  York;  Associate  Director,  Skin  and  Cancer  Unit,  Associate  Professor, 
Clinical  Dermatology  and  Sy  philis.  New  York  University  Post-Graduate  Medical  School 
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CONNECTICUT  ASSOCIATION  OF  MEDICAL  RECORD  LIBRARIANS  I 

Room  222  I 

President:  Mrs.  Grace  Margerum,  Rocky  Hill  Secretary:  Miss  Janet  Davis,  Middletown 

Greetings  I 

Mrs.  Grace  Margerum,  r.r.l.,  Fresident,  Connecticut  Association,  Medical  Record  Librarians  | 

Problems  in  Coding  Diseases  and  Operations 
Standard  Nomenclature  oe  Diseases  and  Operations 

Miss  Florence  M.  Fitzgerald,  r.r.l..  Chief  Medical  Records  Librarian,  New  Britain  General 
Hospital 

Problems  in  Hospital  Statistics 

Mrs.  A.  Louise  Kelsey,  r.r.l.,  Chief  Medical  Records  Librarian,  Grace-New  Haven  Hospital 
Luncheon 
Greetings 

Miss  E.  Louise  Seymour,  President  American  Association  Medical  Record  Librarians 
Joint  Meeting  With  Connecticut  Regional  Group  oe  the  Medical  Library  Association 

I 

Diagnosis  and  Treatment  of  Operable  Heart  Diseases 

Howard  Levine,  New  Britain;  Senior  Attending  Physician  and  Cardiologist,  New  Britain 
General  Hospital 

R.  Leonard  Kemler,  Hartford;  Attendmg  Thoracic  Surgeon,  Cedar  crest  and  Undercliff 
Sanatoria;  U.  S.  Veterans  Hospital,  N ewington 

The  Medical  Record  Librarians  from  Massachusetts,  Rhode  Island,  New  York,  and  New  Jersey 
will  join  the  Connecticut  Association  for  this  meeting 

CONNECTICUT  REGIONAL  GROUP-MEDICAL  LIBRARY  ASSOCIATION 

Room  226 

President:  Mrs.  Sadie  M.  Karpman,  New  Britain  Secretary:  Miss  Clara  Libby,  Hartford 

3:00  Business  Meeting 

3:30  Joint  Meeting  with  Connecticut  Association  of  Medical  Record  Librarians  in  Room  222 

CONNECTICUT  BRANCH  OF  AMERICAN  ASSOCIATION  OF  MEDICAL  SOCIAL  WORKERS 

3:30  Room  134 

Chairman:  Airs.  Victoria  Shannon,  New  Haven  Secretary:  Miss  Anne  Robertson,  New  Haven 

How  Do  We  Help  Parents  of  a Child  With  a Congential  Defect? 

Moderator:  John  C.  Leonard,  Director  of  Medical  Education  and  Clinical  Director,  Hartford  Hos- 
pital 

Panel: 

Morris  A.  Wessel,  Assistant  Clinical  Professor  of  Pediatrics,  Yale  Medical  School 
Charles  B.  Cheney,  Assistant  Clinical  Professor  of  Obstetrics  and  Gynecology,  Yale  Medical  School 
Mrs.  Marguerite  Gelinas,  Social  Worker  on  Pediatrics,  Grace-New  Haven  Community  Hospital 
Miss  Katherine  Davis,  Administrative  Supervisor  of  the  Childreii’s  Service,  Grace-New  Haven 
Community  Hospital 

Mrs.  Alberta  DeRonge,  Medical  Social  Worker,  Division  of  Crippled  Children,  Connecticut  State 
Department  of  Health 


10:00 


10:05 


11:00 

12:00 

2:30 


3:30 


ANNUAL  MEETING  PROGRAM 


305 


Wednesday,  April  28 

CONNECTICUT  OCCUPATIONAL  THERAPY  ASSOCIATION 

3:30  Room  135 

President:  Mrs.  Alice  Rogers,  Aiiddletown  Secretary:  Miss  Adary  Eiorentino,  N ewington 
Occupational  Therapy— A Community  Service 

Miss  Margaret  Adacgregor,  o.t.r.,  Administration  Assistant  and  Coordinator,  Mobility,  Inc.,  White 
Plains,  New  York 

CONNECTICUT  RHEUA4ATISM  ASSOCIATION 
'■i'  Room  108 

President:  David  S.  Greenspun,  Bridgeport  Secretary:  Harold  S.  Barrett,  Hartford 
Arthritis  Due  to  Tuberculosis 

Edw  ard  E.  Hartting,  Assistant  Clinical  Professor  of  Medicme,  Postgraduate  Medical  School,  New 
York  University 

Annual  Dinner  of  the  Society 

Harteord  Club 

46  Prospect  Street,  Hartford,  Connecticut 
7:00 

PROGRAAd 

George  H.  Gildersleeve,  presiding 
Introduction  of  newla^  elected  oeficers 

Presentation  of  Guests  and  Delegates  from  State  Medical  Societies 

EiFTY  YfAR  AdFMBFRSHIP  AwARDS 

Harold  Simeon  Backus,  Hartford 
Robert  Joseph  Lynch,  Bridgeport 
Wiliam  Harold  Van  Strander,  Hartford 
Orin  Russell  Witter,  West  Hartford 

John  C.  Lfonard,  presiding 

The  Last  One  Hundred  Years 

Wilmar  M.  Allen,  Retired  Director  of  Hartford  Hospital 

Looking  Ahead  One  Hundred  Years 

T.  Stewart  Hamilton,  Director  of  Hartford  Hospital 

The  Importance  OF  Cooperation  Betw  een  THE  Lay  Board  of  Directors  and  the  A4edical  Stai>f  of  a 
Community  Hospital 

Mr.  Erancis  W.  Hatch,  Board  of  Directors,  Massachusetts  General  Hospital,  Advertising  Executive, 
Boston,  Massachusetts 

Entertainment 

Linen  Dusters  Quartet 

Reservation  cards  for  the  Annual  Dinner  will  be  included  with  the  program  of  the  meeting  wdiich 
will  be  distributed  to  all  members;  wives  of  members  are  invited  to  attend 
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AUDITORIUM 

9:00  Registration— Exhibit  Hall 
9:15  Motion  Picture  Film 

John  F.  Nolan,  Bridgeport,  presiding 

10:00  Management  of  Recurrent  Intestinal  Obstruction 

Victor  P.  Satiiisky,  Philadelphia;  Director  of  Surgical  Research,  Albert  Einstein  Medical 
Center;  Assistant  Surgeon  and  Instructor  in  Surgery,  Hahnemann  Medical  College 

10:35  Recent  Advances  in  the  Surgical  Treatment  of  Certain  Vascular  Lesions 

Gerald  H.  Pratt,  New  York;  Associate  Clinical  Prof essor  of  Surgery , New  York  University , 
College  of  Medicine;  Attending  Surgeon  and  Chief  of  Vascular  Service,  St.  Vincejifs  Hos- 
pital, New  York 

1 1 : 10  Intermission  to  visit  technical  exhibits 

Stevens  J.  A4artin,  Hartford,  presiding 

11:40  Resuscitation  of  the  Acutely  Arrested  Heart 

Hugh  E,  Stephenson,  Jr.,  Columbia,  Missouri;  Assistaiit  Professor  of  Surgery,  University  of 
Missouri  School  of  Medicine,  Columbia,  Missouri 

12:20  Surgical  Treatment  of  Coronary  Insufficiency 

Arthur  Vineburg,  Montreal,  Quebec;  Surgical  Staff,  Royal  Victoria  Hospital,  Mojitreal; 
Lecturer  m Surgery,  McGill  University ; Director  of  Cardio-Thoracic  Surgery,  Jewish 
General  Hospital;  Considtant  Cardiac  Surgery,  Queen  Mary  Veterans  Hospital 

1:00  Luncheon,  Cafeteria 

Visit  to  technical  exhibits 

2:00  Symposium  on  Biliary  Tract  Disease 

Arranged  by  The  Connecticut  Society  of  American  Board  Surgeons 
President:  Courtney  C,  Bishop,  New  Haven  Secretary:  Alfred  Hurwitz,  West  HavetJ 

The  Differential  Diagnosis  of  Jaundice 

Henry  J.  Tumen,  Bockus  Group,  Pennsylvania,  Associate  Professor  of  Gastroenterology , 
Graduate  School,  University  of  Pennsylvania 

Indications  for  Biliary  Tract  Surgery 

Samuel  W,  Moore,  Attending  Surgeon,  New  York  Hospital;  Associate  Professor  of  Clinical 
Surgery,  Cornell  Medical  School 

Surgical  Treatment  of  Complications  Following  Biliary  Tract  Surgery 
Speaker  to  be  announced 

Pathological  Considerations  in  Biliary  Tract  Disease 

Raymond  Yesner,  Chief  Pathologist,  Veterans  Administration  Hospital,  West  Haven,  Con- 
necticut; Associate  Clinical  Professor  of  Pathology,  Yale  Utiiversity  School  of  Medicine 

3:30  Intermission 

3:45  Round  Table  Discussion 
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Diincan  E.  Reid,  Boston,  Mass.;  William  L. 
Richardson  Professor  of  Obstetrics,  Harvard 
Medical  School;  Obstetrician-in-Chief,  Boston 
Lying-in  Hospital. 


Roy  C.  Swan,  Jr.,  New  York  City;  Assistant 
Professor  of  Physiology,  Cornell  University 
Medical  College,  New  York. 


Alan  Richardson  Jones,  Boston,  Mass.;  Research 
Associate,  Department  of  Pediatrics,  Harvard 
Medical  School;  Associate  Director,  Blood 
Grouping  Laboratory  of  Boston;  Research 
Associate  in  Hematology,  Children’s  Medical 
Center,  Boston;  Associate  Hematologist,  Boston 
Lying-in  Hospital. 


Victor  P.  Satinsky,  Philadelphia,  Pa.;  Associate 
Surgeon  and  Director  of  Surgical  Research, 
Albert  Einstein  Medical  Center;  Instructor  in 
Surgery,  Hahneman  Medical  College. 


Gerald  H.  Pratt,  New  York  City;  Associate 
Clinical  Professor  of  Surgery,  New  York  Uni- 
versity, College  of  Adedicine;  Attending  Surgeon 
and  Chief  of  Vascular  Service,  St.  Vincent’s 
Hospital,  N.  Y. 


Hugh  E.  Stephenson,  Jr.,  Columbia,  AHs.souri; 
Assistant  Professor  of  Surgery,  University  of 
Alissouri,  School  of  Alcdicine. 
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ROOM  169 

9:15  AIotion  Picture  Film— Oral  Cancer:  The  Problem  of  Early  Diagnosis 
(Courtesy  American  Cancer  Society— Connecticut  Division) 

N.  William  Wawro,  Hartford,  presiding 

10:00  Reconstructive  Surgery  of  the  Face 

Richard  H.  Walden,  m.d.,  d.d.s.,  New  York;  Attending  Plastic  and  Maxillo-Facial  Surgeon, 
Nassau  Hospital,  Mineola,  New  York;  North  Country  Community  Hospital,  Glen  Cove, 
New  York;  Mercy  Hospital,  Rockville  Centre,  New  York;  Assistant  Visiting  Plastic  and 
Maxillo-Facial  Surgeon,  Kings  County  Hospital,  Brooklyn,  New  York 

10:45  The  Contribution  of  the  Oral  Surgeon 

Daniel  J.  Holland,  D.va.D.,  Boston  Massachusetts;  Professor  of  Oral  Surgery  and  Chair- 
man of  the  Department,  Tufts  Medical  and  Dental  School;  Oral  Surgeon,  New  England 
Aledical  Center;  Consulting  Oral  Surgeon,  Massachusetts  General  Hospital 

11:30  Intermission  to  visit  technical  exhibits 

Norton  Canfield,  New  Haven,  presidmg 

12:00  Mechanisms  of  Voice  Communication 

Paul  Moore,  ph.d.,  Evanston,  Illinois;  Associate  Professor  of  Speech  Correction,  Director  of 
the  Voice  Research  Laboratory , and  Director  of  the  Voice  Clinic,  a unit  of  the  Ear,  Nose, 
and  Throat  Department  of  the  N orthwestern  University  Medical  School 

1:00  Luncheon,  Cafeteria 

Visit  to  technical  exhibits 

SYMPOSIUM  ON  DIABETES 

Burdette  J.  Buck,  Hartford,  presiding 
President,  Connecticut  Diabetes  Association 

2 : 00  Endocrine  Control  of  Diabetes 

C.  N.  H.  Long,  Sterling  Professor  of  Physiology,  Yale  School  of  Medicine,  New  Haven 

3 : 00  Panel  Discussion 

C.  N.  H.  Long,  New  Haven 
Burdette  J.  Buck,  Hartford 
Samuel  Donner,  Hartford 
Barnett  Greenhouse,  New  Haven 

Mrs.  Alice  Scanlon,  Diabetic  Supervisor,  Hartford  Hospital 


There  will  be  a discussion  of  the  diagnosis  of  diabetes,  the  Diabetic  Clinic,  the  Hospital  Diabetic 
Service  and  the  teaching  of  the  diabetic  in  the  hospital.  This  will  be  followed  by  a question 
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Arthur  V meter g,  Montreal,  Quebec;  Member 
of  Surgical  Staff,  Royal  Victoria  Hospital,  Mon- 
treal, Quebec;  Lecturer  in  Surgery,  McGill  Uni- 
versity; Director  of  Cardio-Thoracic  Surgery, 
Jewish  General  Hospital;  Director  of  Surgery, 
Grace  Dart  Hospital. 


Daniel  J.  Holland,  Jr.,  Boston,  Mass.;  Professor 
of  Oral  Surgery  and  Chairman  of  the  Depart- 
ment, Tufts  Medical  and  Dental  School;  Oral 
Surgeon,  New  England  Adedical  Center. 


Richard  H.  Walden,  Hempstead,  N.  Y.;  Attend- 
ing Plastic  and  Adaxillo-Facial  Surgeon,  Nassau 
Hospital,  Adineola,  North  Country  Community 
Hospital,  Glen  Cove,  and  Adercy  Hospital, 
Rockville  Centre;  Assistant  A^isiting  Plastic  and 
Adaxillo-Facial  Surgeon,  Kings  County  Hos- 
pital, Brooklyn;  Assistant  Attending  Plastic  and 
Adaxillo-Facial  Surgeon,  Meadowbrook  Hospital, 
East  Meadow. 


Paul  Moore,  Evanston,  111.;  Associate  Professor 
of  Speech  Correction,  Director  of  the  Voice 
Research  Laboratory  and  Director  of  the  Voice 
Clinic,  Northwestern  University  Medical  School. 


Thursday,  April  29 

MEETING  OE  SECTIONS  OE  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

EYE,  EAR,  NOSE  AND  THROAT  SECTION 
3:30  Room  236 

President:  James  E.  Cobey,  New  Haven  Secretary;  Max  Alpert,  Bridgeport 

Correction  of  the  Deviated  Nose 

Irving  Goldman,  Chief  of  Rhino  plastic  Division,  Mt.  Sinai  Hospital,  New  York 

Orbital  Tumors 

Virgil  G.  Casten,  Ophthalmic  Surgeon,  Massachusetts  Eye  and  Ear  Infirmary 
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Thursday,  April  29 

JOINT  MEETING 
3:30  Room  222 

CONNECTICUT  SOCIETY  OF  AiMERICAN  BOARD  OBSTETRICIANS  AND 

GYNECOEOGISTS,  INC. 

President;  Eric  H.  Blank,  New  J^ondon  Secretary:  Eouis  F.  Middlebrook,  Jr.,  Hartford 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

President:  Clair  B.  Cranipton,  Middletown  Secretary:  Orvan  W.  Hess,  New  Haven 

Polycystic  Ovarian  Disease:  Its  Diagnosis  and  Treatment  by  Wedge  Resection  (Report  of  thirty- 
six  cases) 

Charles  Lee  Buxton,  Professor  and  Chairman  of  Department  of  Obstetrics  and  Gynecology , Yale 
University  Medical  School,  New  Haven 

SECTION  ON  ORTHOPEDICS 

President:  William  S.  Perham,  New  Haven  Secretary;  George  G.  Fox,  Meriden 

Osteoid  Osteoma 

Lee  Ramsey  Straub,  Associate  Attending  Orthopedic  Surgeon  at  the  Hospital  for  Special  Surgery, 
New  York;  Instructor  in  Surgery,  Cornell 

(The  time  and  location  of  this  meeting  will  be  announced  later) 

SECTION  ON  PHYSICAL  MEDICINE 
3:30  Room  303 

President:  John  C.  Allen,  Hartford  Secretary;  Samuel  A.  Schuyler,  Hartford 

The  Patient  With  Cardiovascular  Disease  and  Rehabilitation 

Joseph  G.  Benton,  Coordinator  of  Education  and  Research,  Institute  of  Physical  Medicine;  Assist- 
ant Professor,  Departme77t  of  Physical  Medicine  and  Rehabilitation,  New  York  University  College 
of  Medicine 

CONNECTICUT  SOCIETY  FOR  PSYCHIATRY  AND  NEUROLOGY 

3:30  Room  145 

President:  Bernhard  A.  Rogowski,  New  Haven  Secretary;  Sidney  Berman,  West  Haven 

The  Forced  Solution 

John  Donnelly,  Clinical  Director,  Institute  of  Living,  Hartford 

CONNECTICUT  CHAPTER  AMERICAN  PHYSICAL  THERAPY  ASSOCIATION 

2 : 00  Room  3 3 3 

President:  Mrs.  Anne  C.  Alaes,  New  Haven  Secretary:  Miss  Arlene  Lenners,  New  Haven 

Rehabilitation  in  Cardiopulmonary  Diseases 

Frieda  G:  Gray,  Chief  of  Medicine,  Woodruff  Restorative  Center,  New  Haven 

3:30  The  Physical  Therapy  Association  will  join  the  Section  on  Physical  Medicine  in  Room  303 


Thursday,  April  29 

SECTION  ON  UROLOGY 
3:30  Room  336 

Chairman;  Charles  E.  Jacobson,  Jr.,  Hartford  Secretary;  Elenry  M.  Pollock,  Jr.,  Bristol 

3;  30  Anatomy  of  the  Male  Perineum 

Motion  Picture  Eilm  by  R.  Theodore  Btrgman,  Associate  Professor  of  Urology , College  of 
Medical  Evangelists,  Los  Angeles,  California 

4;  00  Simple  and  Radial  Perineal  Prostatectomy 

Alotion  Picture  Films  by  Elmer  Belt,  Urologist-in-Chief,  Ehner  Belt  Urologic  Group,  Los 
Angeles,  California 

4;  30  Detection  and  Treatment  of  Early  Prostatic  Cancer 

Perry  B.  Hudson,  Urologist-in-Chief,  Francis  Delafield  Hospital,  New  York 

HEZEKIAH  BEARDSLEY  PEDIATRIC  CLUB 
3;  30  Room  134 

President;  Maxwell  Bogin,  Bridgeport  Secretary;  Stuart  L.  Joslin,  Fairfield 

The  Treatment  of  Infection  in  the  Newborn 

StewAttW.  CYi^ord,  Chief  of  Premature  Service  and  Physician,  The  Children's  Hospital,  Boston; 
Associate  in  Pediatrics,  Harvard  Medical  School 

CONNECTICUT  REHABILITATION  ASSOCIATION 

I2;30 

Edrich  Restaurant,  1943  Broad  Street,  Hartford,  Connecticut 

President;  Mr.  Frederick  S.  Kelley,  Hartford  Secretary;  Mr.  Cyrus  G.  Flanders,  Hartford 

The  State  Program  for  Aid  to  the  Chronically  Disabled 

Howard  E.  Houston,  Commissioner  of  Welfare,  State  of  Connecticut 

VETERANS  ADMINISTRATION 
Room  103 

F.  J.  Ryan,  Chief  Medical  Officer  William  H.  Feery,  Medical  Administrative  Officer 

Physicians  are  invited  to  stop  in  and  discuss  the  fee  basis  treatment  program  for  veterans 

ART  EXHIBIT 

CONNECTICUT  PHYSICIANS’  ART  ASSOCIATION 
Rooms  14 1 -142 
Exhibit  Committee 

Mrs.  Louis  Spekter,  23  Vineland  Terrace,  Hartford 
Frederick  W.  Roberts,  158  Whitney  Avenue,  New  Haven 

The  1954  exhibit  of  the  Connecticut  Physicians’  Art  Association  will  be  held  during  the  Annual  Meet- 
ing in  Rooms  141  and  142  of  the  Bulkeley  High  School.  Members  of  the  Womans  iVuxiliaiy  to  the 
Society  will  again  participate  in  the  exhibit  and  as  a special  feature,  children  of  Society  membeis  aie 
invited  to  submit  entries. 
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Technical  Exhibits  — 1954  Annual  Meeting 


The  Coca-Cola  Company,  Atlanta,  Ga. 

C.  B.  Fleet  Comapny,  Inc.,  Lynchburg,  Va. 

Burroughs  Wellcome  & Co.,  (U.  S.  A.),  Inc.  Tuckahoe,  N.  Y. 
The  Baker  Laboratories,  Inc.,  Cleveland,  Ohio 
S.  E.  Alassengill  Company,  Bristol,  Tenn. 

Abbott  Laboratories,  North  Chicago,  111. 

P.  Lorillard  Company,  New  York,  N.  Y. 

Mead  Johnson  & Company,  Evansville,  Ind. 

Schering  Corporation,  Bloomfield,  N.  J. 

E.  R.  Squibb  & Sons,  New  York,  N.  Y. 

Ayerst  Laboratories,  New  York,  N.  Y. 

Warner-Chilcott  Laboratories,  New  York,  N.  Y. 

The  Stuart  Company,  Chicago,  111. 

The  American  Surgical  Supply  & Equipment  Company, 
Bridgeport,  Conn. 

Brewer  & Company,  Inc.,  Worcester,  iVIass. 

Lederle  Laboratories  Division,  American  Cyanamid  Com- 
pany, Pearl  River,  N.  Y. 

W.  B.  Saunders  Company,  Philadalphia,  Pa. 

E.  L.  Washburn  & Company,  Inc.,  New  Haven,  Conn. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
Bilhuber-Knoll  Corporation,  Orange,  N.  J. 

Smith,  Kline  & French  Laboratories,  Philadelphia,  Pa. 

H.  J.  Heinz  Company,  Pittsburgh,  Pa. 

Ames  Company,  Inc.,  Elkhart,  Ind. 

G.  I).  Searle  & Company,  Chicago,  111. 

Professional  Equipment  Company,  New  Haven,  Conn. 
Irwin  Neisler  & Company,  Decatur,  111. 

The  Borden  Company,  New  York,  N.  Y. 


A.  H.  Robins  Company,  Inc.,  Richmond,  Va. 

The  D.  G.  Stoughton  Company,  Hartford,  Conn. 
Ives-Cameron  Company,  Inc.,  New  York,  N.  Y. 

White  Laboratories,  Inc.,  Kenilworth,  N.  J. 
Winthrop-Stearns,  Inc.,  New  York,  N.  Y. 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 
Wyeth  Laboratories  (technical  exhibit),  Philadelphia,  Pa. 
Pfizer  Laboratories,  Brooklyn,  N.  Y. 

Connecticut  Hospital  Equipment  & Supply  Company,  Hart- 
ford, Conn. 

Wm.  P.  Poythress  & Company,  Inc.,  Richmond,  Va. 

Doho  Chemical  Corporation,  New  York,  N.  Y. 

U.  S.  Vitamin  Corporation,  New  York,  N.  Y. 

Parke,  Davis  & Company,  Detroit,  Mich. 

Surgeons  & Physicians  Supply  Company,  Boston,  Mass. 
\GnpcIt  & Brown,  Inc.,  Richmond,  Vn. 

E.  Fougera  & Company,  Inc.,  New  York,  N.  Y. 

Eli  Lilly  & Company,  Indianapolis,  Ind. 

Cott  Beverage  Corporation,  New  Haven,  Conn. 

Sealy  Mattress  Company,  Waterbury,  Conn. 

EXHIBITS  IN  CORltIDOR  AND  LOBBY 

E.  F.  Mahady  Company,  Boston,  Mass. 

M & R Laboratories,  Columbus,  Ohio 
Wyeth  Laboratories  (scientific  exhibit),  Philadelphia,  Pa. 
Fellows  Medical  Mfg.  Company,  Inc.,  New  York,  N.  Y. 
Pepperidge  Farm,  Inc.,  Norwalk,  Conn. 

Saratoga  Springs  Authority,  Saratoga  Springs,  N.  Y. 
Bedford  Surgical  Company,  Inc.,  Brooklyn,  N.  Y. 

Wilfred  Pharmaceutical  Company,  Hamden,  Conn. 


Bulkeley  High  School 
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HARTFORD  HOSPITAL:  A CENTURY  OF  SERVICE 

Lydia  B.  Hewes,  Hartford 


The  Author.  Director  of  Public  Relations, 
Hartford  Hospital 


T Tartford  in  1854  w as  a prosperous  city  w ith  a 
population  of  some  18,000  souls.  It  had  a hand- 
some State  House  of  Bulfinch  design,  a museum  and 
a number  of  schools  and  churches.  Trinity  College 
stood  on  the  site  later  to  be  occupied  by  the  new 
Capitol  building.  The  first  Deaf  and  Dumb  Asylum 
in  the  United  States  had  already  given  its  name  to 
Asylum  Hill,  and  the  Retreat  for  the  Insane  had  been 
established  since  the  1820’s.  There  were  insurance 
companies  and  manufacturing  concerns  to  add  to 
the  atmosphere  of  comfortable  prosperity.  But  there 
was  no  public  hospital. 

The  large  majority  of  citizens  apparently  saw  no 
need  for  an  institution  of  this  sort.  The  place  for 
people  W'hen  sick  w^as  at  home!  The  destitute  could 
be  cared  for  at  the  City  Almshouse.  However,  a few 
of  the  far  sighted  felt  concern.  The  progress  of  the 
hospital  founded  in  1821  in  the  rival  capitol  city. 
New  Haven,  was  noted.  In  1851  the  Hartford  Medi- 
cal Society  set  up  a committee  to  investigate  the 
possibilities  of  establishing  a small  hospital  in  Hart- 
ford at  a moderate  cost.  Members  of  Christ  Church 
had  taken  a step  forward  in  1852  by  founding  a 
Society  to  provide  a Home  for  the  Sick,  which  was 
located  in  a house  at  the  junction  of  wdiat  is  now 
Maple  and  Retreat  Avenues.  It  could  care  for  only  a 
limited  number  of  persons. 

Any  apathy  as  to  a hospital  w^as  destroyed  over 
night  by  a terrible  disaster.  On  March  2,  1854  an 
explosion  of  a boiler  in  the  Fales  and  Gray  Car  fac- 
tory killed  nineteen  and  injured  twenty-three! 
There  was  no  place  to  care  for  the  victims!  Public 
indignation  ran  high  and  there  were  newspaper 
editorials  demanding  action!  All  this  culminated  on 
May  2 with  a crowded  meeting  which  voted  for  a 
corporation  to  be  formed  and  to  be  called  Hartford 
Hospital.  A charter  and  constitution  w^ere  subse- 
quently drawn  up  and  approved,  and  at  the  May 


session  of  the  legislature  the  act  of  incorporation 
was  passed.  The  bill  was  then  signed  by  the  Gov- 
ernor, Henry  Dutton.  This  meant  that  the  hospital 
corporation  was  now  legal. 

Francis  Parsons  w^as  named  the  first  president  of 
Hartford  Hospital  at  a meeting  held  in  February, 
1855.  A Board  of  Directors  was  set  up  and  plans 
made  to  raise  money  for  a building  fund  of  $20,000 
to  be  augmented  by  $10,000  from  the  State.  About 
nine  acres  was  purchased  near  South  Green.  Mean- 
while it  w^as  voted  to  take  over  the  assets  of  the 
Home  for  the  Sick,  including  its  debts,  and  to  rent 
the  house  as  a temporary  place  to  care  for  patients 
until  the  new  hospital  opened.  The  assets  of  the 
Home  were  listed,  including  such  items  as  feather 
beds  and  bolsters,  husk  mattresses,  straw  beds,  duck 
blankets,  pantaloons,  night  caps,  Bibles  and  Prayer 
Books. 

The  plans  for  the  new  hospital  were  modelled 
after  the  New  York  Hospital,  and  it  may  have  been 
a coincidence  that  nearly  eighty  years  later  the 
firm  of  architects,  Coolidge,  Shepley,  Bulfinch  and 
Abbott,  was  engaged  to  design  a new  Hartford  Hos- 
pital. It  was  this  firm  which  had  recently  designed 
New  York  Hospital’s  modern  building  on  the  Hud- 
son River.  The  latest  heating  and  ventilating  systems 
were  installed  in  this  first  Hartford  Hospital  and 
the  large  wards  with  high  ceilings  were  considered 
to  provide  fine  accommodations.  Construction  w as 
of  brown  sandstone,  quarried  in  Portland. 

The  doors  finally  opened  to  admit  patients  on 
August  I,  i860.  I his  was  a great  day  for  the  city  and 
the  start  of  a new  era  of  health  progress  in  the  city 
of  Hartford. 

THE  COMMUNITY  PARllCIPATES 

From  its  birth  in  1854  Hartford  Hospital  was  a 
community  affair,  “of  the  people,  by  the  people,  for 
the  people.”  Through  the  years  it  is  the  people  who 
have  furnished  business  and  industrial  leaders  to 
serve  as  officers  and  directors  of  the  corporation. 
These  men  have  always  given  freely  of  their  time  to 
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“Home  For  the  Sick” 

First  building  occupied  by  Hartford  Hospital,  corner  Maple  and  Retreat  Avenues  ^ — 1855 


make  certain  that  the  hospital  is  safely  and  soundly 
operated. 

It  is  also  the  people  who  have  been  benefactors  in 
their  wills.  The  first  of  these  was  David  Watkinson 
who  in  i860  left  $41,000  to  the  hospital.  It  is  the 
people  who  have  given  money  for  free  beds  and 
other  purposes;  it  is  the  people  who  have  made  con- 
tributions for  new  buildings,  additions  and  improve- 
ments. 

Following  the  first  successful  money-raising  ef- 
forts for  the  original  new  building  there  was  little 
respite  from  this  type  of  activity.  The  hospital 
began  to  grow  like  Topsy  in  all  directions  when, 
only  a few  years  after  the  opening,  the  forty  beds 
were  over  taxed.  Money  had  to  be  raised  for  a south 
wing  and  two  cross  wings  increasing  the  capacity  to 
100  beds.  From  this  point  on  there  was  a recurrent 
need  for  more  money  to  provide  for  more  growth. 
By  the  turn  of  the  century  there  had  been  added  at 
least  fifteen  building  projects  as  well  as  an  Old 


People’s  Home  opened  in  1880  and  the  Nurses’  Resi- 
dence opened  in  1900. 

When  the  years  of  World  War  II  arrived,  the 
entire  nine  acres  were  crowded  with  a motley  array 
of  structures,  including  the  Cheney  Memorial 
Library,  Hall-Wilson  Laboratory,  and  the  Elizabeth 
C.  P.  Bell  Power  House.  In  1932  the  Avery  Con- 
valescent Hospital  had  been  opened  on  property 
only  a ten  minute  car  drive  from  the  main  hospital. 

One  of  the  founding  fathers  in  his  dedicatory 
address,  back  in  1859,  had  expressed  his  opinion  that 
the  new  hospital  would  be  standing  for  hundreds 
of  years  to  come.  Yet  a mere  eighty  years  saw  the 
old  plant  outmoded.  There  was  no  room  for  further 
expansion  in  the  present  setup.  It  was  then  that 
members  of  the  Board  of  Directors  made  the  radical 
decision  to  build  a completely  new  structure  on  land 
across  the  way  on  the  west  side  of  Hudson  Street. 

In  1942-1943  a building  fund  drive,  led  by  James 
B.  Slimmon,  successfully  raised  over  $5,000,000  for 
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Hartford  Hospital  — 75  Years  Ago 


this  purpose.  Much  of  the  money  \vas  given  as 
memorials  for  rooms  and  wings  in  the  proposed 
building.  Due  to  wartime  shortages  and  raising 
prices  it  was  necessary  to  raise  an  additional  $2,000,- 
000.  This  was  accomplished  in  1948  under  the  chair- 
manship of  Ostrom  Enders. 

Fortunately  for  the  wartime  boom  in  babies,  part 
of  the  new  building  project  got  a headstart  with 
the  completion  of  South  Building  as  the  maternity 
section  in  1942.  Actually  this  section  had  been  in- 
cluded as  part  of  an  18  story  skyscraper  but  the 
proximity  of  an  airfield  with  its  take-offs  and  land- 
ings made  it  necessary  to  lop  off  five  stories.  These 
became  the  South  Building  and  contained  rooms  for 
mothers  and  150  baby  bassinets. 

The  war  put  a stop  to  further  activity  but  nine 
days  after  V-J  day  ground  was  broken  for  the 
present  High  Building.  This  was  dedicated  on  March 
14,  1948  and,  following  a three  day  moving  opera- 
tion, was  opened  for  admission  of  patients  on  Adarch 
29.  During  this  procedure  361  patients  were  trans- 
ferred from  old  quarters  to  new. 


Thus  Hartford  Hospital  became  the  first  new 
complete  hospital  to  be  built  after  the  end  of  the 
war.  From  the  start  it  attracted  wide  interest  from 
all  parts  of  the  world  because  of  its  modern  features, 
such  as  oxygen-making  plant,  conveyor  belts  and 
other  labor-saving  features.  Nor  was  this  the  end  of 
physical  growth.  By  1949  a Medical  Building  had 
been  constructed  by  the  Connecticut  Adutual  Life 
Insurance  Company  on  hospital  property  and  con- 
nected with  High  Building.  In  1951  a fine  new 
laundry  opened,  costing  $561,000.  One-third  of  this 
amount  was  supplied  by  the  Hill-Burton  Act. 

Not  only  have  individuals  supported  the  hospital 
through  gifts  and  donations.  In  recent  years  industry 
and  business  have  given  financial  assistance.  In 
October  1953  the  United  Aircraft  Company  donated 
$100,000  for  purchase  of  new  high-voltage  radio- 
logical equipment  for  treatment  of  deep  seated  can- 
cer. This  will  probably  be  installed  during  the  next 
twelve  months.  In  December  five  local  life  insurance 
companies  announced  assistance  amounting  to 
$25,000  over  a five  year  period  for  the  new  and 
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expanded  research  program.  This  research  has  been 
ear  marked  to  start  with  a cardiorespiratory  pro- 
gram. 

I'he  Centennial  year  is  a happy  vantage  point  at 
which  the  hospital  can  pause  to  count  the  blessings 
of  community  interest  and  support. 

THF,  DOCrORs’  PART 

Since  the  beginning  the  doctors  have  played  an 
important  part  in  the  story  of  Hartford  Hospital. 
They  were  active  in  its  founding,  and  in  the  initial 
stages;  they  have  been  active  ever  since  in  caring 
for  the  patients  here. 

d he  staff  began  to  function  directly  followang  the 
explosion  disaster  in  March,  1854  in  the  “Home  for 
the  Sick,”  anticipating  a new  hospital.  In  1855  the 
directors  of  the  Hospital  asked  the  Hartford  Medi- 
cal Society  to  appoint  six  members  to  form  the  first 
staff.  I he  men  named,  who  had  already  sensed  the 
“Home  for  the  Sick”  were  Drs.  A.  W.  Barrows, 
Samuel  B.  Beresford,  George  F.  Hawley,  E.  K. 
Hunt,  Gurdon  W.  Russell  and  Myron  W.  Wilson. 
Since  Dr.  Wilson  died  shortly  after  appointment. 
Dr.  David  Crary  was  asked  to  take  his  place. 

Dr.  Ha^vley  helped  to  raise  funds  and  procure 
plans  for  the  first  building;  he  spoke  at  the  laying 
of  the  cornerstone  in  1857  and  at  the  dedication  in 
1859.  At  this  latter  ceremony  he  stressed  the  fine 
heating  and  ventilating  of  the  plant,  which  praise,  in 
view  of  latter  day  progress,  induces  one  to  com- 
ment “Vanity,  vanity,  all  is  vanity!”  He  was  active 
on  the  first  Executive  Committee  and  continued  on 
it  almost  until  his  death  in  the  hospital  in  1883.  In 
recognition  of  twenty-eight  years  of  valuable  serv- 
ice, a tablet  was  placed  by  the  Board  of  Directors 
in  the  Staff  Room,  later  the  Business  Manager’s 
Office.  Among  other  memorials  was  one  to  Dr. 
Samuel  B.  Beresford  of  the  first  staff,  in  the  form  of 
a stained  glass  window  given  by  his  widow  and 
children  which  has  a place  in  the  new  building  and 
will  some  day  adorn  a proposed  chapel. 

Dr.  Gurdon  W.  Russell  is  significant  as  the  man 
who  presented  the  case  for  the  hospital  at  that  first 
public  meeting  on  May  2,  1854.  became  the  fifth 
president  of  the  Hospital  in  1888,  a position  held  by 
only  one  other  doctor,  Harmon  G.  Howe,  who  was 
his  successor.  In  1903  Dr.  Russell  became  president 
emeritus,  holding  the  title  until  his  death  in  1909. 

These  first  staff  doctors  set  the  pattern  for  local 
medical  men  in  after  years.  Large  numbers  of  these 
have  given  care  on  the  rotating  service  without 


charge  to  those  unable  to  pay.  This  has  been  an  act' 
of  charity  beyond  computation  in  value  in  dollars 
and  cents.  Members  of  the  staff'  still  give  this  care  to 
service  patients  each  year.  In  fact,  it  was  not  until 
1906  that  doctors  were  allowed  to  charge  their 
private  patients  who  had  been  admitted  to  the 
Hospital. 

The  first  staff  of  six  men  has  increased  like  every- 
thing else  during  the  Hospital’s  history  until  last 
year  687  men  were  listed  on  the  medical  and  surgical 
staff,  the  consulting  and  courtesy  staffs.  Eirst  presi- 


George  B.  Hawley 


dent  (or  chairman)  of  the  Medical  and  Surgical 
Staff  is  recorded  as  Dr.  Gurdon  W.  Russell,  who 
held  office  from  1885  to  1909.  He  was  followed  by 
Drs.  Harmon  G.  Howe,  G.  Pierrepont  Davis,  Phineas 
H.  Ingalls,  Walter  R.  Steiner,  Alfred  M.  Rowley, 
Edward  R.  Lampson,  Orin  R.  Witter,  John  C. 
Rowley,  H.  Gildersleeve  Jarvis,  Howard  W.  Bray- 
ton,  Donald  B.  Wells,  Otto  G.  Wiedman,  Douglas 
J.  Roberts,  Thacher  W.  Worthen,  Stanley  B.  Weld 
and  now  Hartwell  G.  Thompson. 

Clinical  medical  education  entered  the  picture 
when  the  first  young  doctor,  Robert  B.  G;oodyear, 
completed  his  internship  here.  This  educational 
program  has  expanded  through  the  years.  Over  550 
interns  have  graduated  under  the  rotating  system, 
among  them  many  men  who  have  attained  high 
honors  in  their  profession,  such  as  the  recently 
retired  surgeon  general  of  the  United  States  Army, 
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Raymond  W.  Bliss,  a member  of  the  1911  intern 
group. 

Clinical  education  was  given  an  impetus  when  Dr. 
Wilmar  M.  Allen  and  Dr.  Ralph  E.  Kendall  came 
here  in  1925  as  the  first  fulltime  pathologists.  Fol- 
lo^^■ino'  this  change  it  tvas  only  natural  that  Hartford 
Hospital  should  establish  a regular  schedule  of  clinics 
and  clinical  pathological  conferences. 

An  accredited  residency  program  w'as  initiated 
following  the  arrival  in  1936  of  Dr.  Ralph  iVI. 


Samuel  B.  Beresford 


Tovell  as  head  of  the  Anesthesiology  Department. 
In  1937  the  first  residents  came  to  study  anesthesia. 
Accredited  residencies  have  since  been  established 
in  many  other  departments,  and  the  educational 
program  has  received  tremendous  support  since  1944 
from  Hartford  Hospital  Association,  this  support 
being  manifested  in  actual  dollars  and  cents.  At 
present  there  are  83  residents  and  interns  on  the 
House  Staff,  including  those  in  anesthesia. 

Other  departments  have  been  set  up  during  the 
years.  The  first  installation  of  x-ray  equipment  was 
made  as  early  as  1904.  Physical  medicine  became  an 
outstanding  service  after  the  end  of  World  War  II 
and  now  has  a fulltime  physician  as  director.  De- 
partments and  clinics  now'  deal  with  blood  diseases, 
gastroenterology,  neurosurgery  and  neurology, 
while  such  as  mental  hygiene  and  geriatrics  have 
become  subjects  for  real  study  by  the  staff  since  they 
relate  closely  to  the  general  health  and  well  being 
of  the  entire  community. 


There  was  a so-called  Out  Department  in  the  hos- 
pital in  the  1870’s  but  the  Outpatient  Department 
with  diagnostic  services,  as  it  is  today,  was  set  up  in 
1942  by  Dr.  John  C.  Leonard.  A comprehensive 
postgraduate  medical  education  program  has  also 
made  tremendous  progress  since  1947  under  the 
leadership  of  Dr.  Leonard.  This  is  aimed  at  the  con- 
tinual education  of  practising  physicians  as  well  as 
House  Staff  since  such  education  is  deemed  invalu- 
able in  a world  in  which  spectacular  developments 
change  the  health  picture  overnight.  It  is  for  this 
latter  reason  that  the  expanded  research  program  has 
now  been  adopted  at  Hartford  Hospital  and  it  is 
expected  that  this  will  perform  valuable  service  in 
the  future  and  be  of  benefit  to  the  entire  community. 
With  this  in  mind,  the  Hospital  adopted  as  its  Cen- 
tennial slogan  “Saluting  a century  of  service  Hart- 
ford Hospital  looks  ahead.” 

HOSPITAL  OPERATION 

The  operation  of  Hartford  Hospital  has  become 
increasingly  complicated  as  the  years  have  rolled 
by.  Now'  it  is  a major  business,  involving  thousands 
of  individuals  and  accompanied  by  the  need  for 
wTse  financing.  While  the  Board  of  Directors  has 
always  been  the  guiding  force  in  administration,  the 
actual  management  has  been  the  responsibility  of 
one  man.  The  first  of  these,  W.  P.  Corrin,  w'as 
named  stew'ard  in  1863.  After  three  other  incum- 
bents, Dr.  James  M.  Kenniston  took  office  in  1904 
and  became  the  first  doctor  to  hold  the  position. 
Since  then  it  has  been  the  policy  of  the  hospital  to 
have  a physician  as  its  head  to  coordinate  the  activ- 
ities that  are  necessary  for  good  medical  and  hospital 
care.  These  have  been,  follow'ing  Dr.  Kenniston, 
Winford  H.  Smith,  Appleton  W.  Smith,  and  Lewis 
A.  Sexton.  In  1936,  on  the  death  of  Dr.  Sexton,  Dr. 
Wilmar  Af.  Allen  w'as  named  director  and  held  the 
office  through  1953.  Only  recently  he  relinquished 
his  duties  because  of  his  health,  and  in  February 
Dr.  T.  Stewart  Hamilton,  formerly  director  of 
Newton-Wellesley  (iMassachusetts)  Hospital,  took 
office.  It  is  he  who  will  guide  the  administration 
through  its  one  hundredth  year. 

THE  SCHOOL  OE  NURSING 

In  a history  of  the  Hospital  partially  prepared  by 
the  late  Dr.  Walter  Steiner  it  was  noted  that,  when 
the  first  building  opened  in  i860,  there  was  a large 
room  on  the  second  floor  that  was  probably  used 
as  a dormitorv  for  nurses  and  domestics.  Actuallv 
there  was  little,  if  any,  mention  of  nurses  or  nursiny 
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in  annual  reports  until  the  issue  published  in  1877. 
In  this  it  was  stated  that  it  was  the  intention  “to 
introduce  into  the  organization  a training  school  for 
nurses.  It  is  designed  to  select,  and  educate,  an  effi- 
cient class  of  women  that  the  Hospital  may  have  a 
high  order  of  nursing.”  This  was  the  beginning  of 
the  Training  School  for  Nurses,  and  it  was  distin- 
guished as  the  fourth  in  this  country  to  be  modelled 
according  to  the  Nightingale  plan,  calling  for  a lady 
superintendent  as  its  head.  The  first  to  be  thus  ap- 
pointed was  Mrs.  F.  A.  Tuttle  who  held  office  for 
thirteen  years. 

From  a two  year  course  it  was  increased  in  1900 
to  three  years.  In  the  first  graduating  class  in  1879 
there  were  five  students  who  received  diplomas. 
Since  then  the  School  has  graduated  2,781  nurses  and 
there  are  nearly  250  students  enrolled  in  the  School 
at  the  present  time. 

In  its  beginnings  the  nursing  instruction  was 
apparently  elementary  in  nature  but  was  soon  aug- 
mented with  lectures  by  doctors.  One  instruction  in 
1878,  which  remained  in  force  for  many  years,  was 
listed  in  these  words:  “No  part  of  the  Hospital  is 
clean  if  it  can  be  made  cleaner.”  To  date  there  have 
been  twelve  heads  of  the  school. 

After  the  Nurse’s  Residence  was  opened  in  1900 
many  additions  were  built,  including  Heublein  Hall 
and  the  Barney  Education  Building  with  its  swim- 
ming pool  and  gymnasium.  Staff  nurses  were  first 
mentioned  in  a 1930  report,  four  being  employed  in 


that  year.  During  World  War  II,  when  there  were 
acute  nursing  personnel  shortages,  the  nursing  de- 
partment turned  to  volunteers  for  assistance.  It  was 
in  this  way  that  the  Volunteer  “Blue  Bird”  Corps 
and  Volunteer  Medical  Aides  were  created,  while 
the  Volunteer  Nurse’s  Aides  were  trained  here  in 
cooperation  with  the  Red  Cross.  The  use  of  non 
nursing  personnel  proved  so  successful  during  the 
war  that  it  has  been  continued  ever  since,  while  the 
staff  of  paid  employees  has  been  increased  by  other 
categories  of  personnel  to  assist  the  professional 
nurses  in  bedside  and  floor  care  of  patients. 

In  1948  the  nursing  service  started  a cooperative 
program  with  the  State  Board  of  Education.  This 
called  for  nine  months  of  clinical  experience  in  the 
hospital  for  student  trained  attendants  (now  known 
as  student  practical  nurses).  Other  workers  on  the 
floors  are  floor  receptionists,  who  do  much  of  the 
clerical  work,  and  ward  helpers  who  do  the  house- 
keeping related  to  patient  care.  There  are  paid  as 
well  as  volunteer  nurse’s  aides,  medical  technicians 
and  male  aides.  All  of  these  come  under  the  super- 
vision of  a graduate  nurse  to  form  a nursing  team. 
In  1949  Hartford  Hospital  was  one  of  first  and  most 
enthusiastic  supporters  of  the  team  mehod,  and  is 
proud  of  its  pioneer  work  in  this  field. 

The  program  of  the  School  of  Nursing  is  now 
fully  accredited  by  the  Accrediting  Service  of  the 
National  League  for  Nursing.  In  addition  to  the 
three  year  program,  coordinated  programs  have  been 
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The  Operating  Room  — About  1900 


established  with  Mount  Holyoke  College  and  Hart- 
ford College.  Nurses  taking  courses  in  this  way  earn 
a college  degree  and  a nursing  diploma  at  the  end 
of  five  years. 

There  are  still  many  problems  in  regard  to  nursing 
as  the  hospital  moves  along  in  its  one  hundredth 
year.  An  increase  in  the  number  of  patients  using 
hospitals  has  brought  about  a great  shortage  of 
nurses  and  nursing  personnel.  Looking  ahead,  one 
can  only  hope  that  some  productive  answers  will  be 
forthcoming  early  in  the  next  century  of  Hartford 
Hospital  and  its  School  of  Nursing. 

THE  DISTAFF  SIDE 

In  news  accounts  of  the  laying  of  the  cornerstone 
in  1856  it  was  reported  by  the  local  press  that  a 
“large  number  of  ladies  were  present.”  It  has  been 
traditional  since  this  time  for  the  women  to  have  an 
interest  in  and  sympathy  for  the  patients  in  the 


Hospital.  In  the  early  days  they  formed  a flower 
committee  to  make  certain  that  the  wards  were  kept 
cheerful  with  fresh  blooms.  At  Christmas  time  and 
on  other  holidays  they  brought  in  jellies,  loaf  cake, 
fruit  and  other  good  things.  They  donated  magazines 
and  old  cotton  and  linen  cloth  for  bandages.  In 
many  instances  they  were  donors  of  substantial  gifts 
that  made  new  building  projects  possible.  High 
Building  has  many  memorial  plaques  that  were  the 
result  of  contributions  by  women. 

In  1921  a major  step  forward  was  taken  with  the 
formation  of  The  Women’s  Auxiliary.  Its  purpose 
was  stated  “to  foster  throughout  the  community  an 
increased  interest  in  the  welfare  of  the  Hartford 
Hospital;  to  make  liospital  supplies  and  A\  henever 
possible  to  render  other  auxiliary  services  as  the 
Hospital  desires.”  Airs.  Louis  R.  Chenev,  w ife  of 
the  president  of  the  hospital  at  that  time,  became  the 
first  president  of  the  Auxiliary. 
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During  the  first  score  of  years  of  this  organization 
the  principal  activities  were  the  making  of  surgical 
supplies  and  sewing  various  articles  and  the  furnish- 
ing of  money  to  provide  Christmas  cheer.  The  mem- 
bers worked  closely  with  the  Social  Service,  giving 
assistance  on  several  occasions. 

In  1943  The  Auxiliary  Store  was  founded  in  the 
main  lobby  of  the  old  building  with  the  two  fold 
purpose  of  providing  a service  to  patients  and  per- 
sonnel and  making  money  to  be  used  for  the  benefit 
of  the  Hospital.  The  proceeds  from  this  venture 
have  made  it  possible  to  undertake  some  major 
projects  for  the  Hospital,  such  as  the  installation  of 
greatly  needed  additional  plumbing  facilities  in  South 
Building,  completed  last  year  at  the  cost  of  $26,000. 

LOOKING  AHEAD 

A hundred  years  may  seem  a short  period  of  time 
in  relation  to  the  earth’s  age,  but  in  a hundred  years 
Hartford  Hospital  has  come  a long  way  since  it  was 
first  conceived  as  a possibility  by  the  people  of  the 
community  at  the  May  2 meeting  in  1854. 

One  can  be  rightfully  astonished  in  contemplating 
the  jump  from  the  twenty  patients  cared  for  in  that 
first  year  in  a leased  house  in  1855;  equally  so  is 
the  contrast  with  the  45  patients  in  the  first  year  of 
the  new  building  in  i860,  when  one  baby  was  born. 
The  figure  last  year,  with  33,221  patients  admitted, 
reached  the  highest  of  all  time  and  in  addition  5,806 
babies  were  born. 

It  is  a far  cry  physically  from  the  first  brownstone 
building,  with  its  two  wards,  one  for  men  and  one  for 


women,  to  our  present  sky-filling  white  brick  struc-  ^ 
ture  with  its  capacity  of  1,000  beds.  The  people  of  ■ 
an  earlier  day  could  not  have  foreseen  that  hos-  £ 
pitalization  and  medical  service  insurance  plans 
would  create  such  a demand  for  hospital  care  that 
there  would  be  long  lists  of  those  waiting  for  admis- 
sion. No  longer  is  the  hospital  a place  merely  for  the  | 
indigent  with  no  homes  or  for  the  critically  ill,  and 
the  length  of  stay  has  dropped  from  a tedious  aver-  I 
age  of  eight  weeks  to  an  amazing  7.6  days  in  1953.  ' 

These  facts  and  figures  are  the  mere  outward  signs  | 
of  the  progress  that  has  been  made  in  the  quality  of 
medical  and  hospital  care.  This  has  been  most  notice-  | 
able  in  the  past  fifteen  years.  Many  of  the  benefits 
have  resulted  from  new  drugs  such  as  penicillin  or  ! 
from  new  diagnostic  methods  and  new  equipment  ; 
for  treatment.  Some  diseases  that  were  formerly  | 
considered  incurable  or  fatal  are  now  in  the  non  j 
serious  class,  and  others  have  diminished  almost  to 
the  vanishing  point. 

As  one  looks  ahead  to  the  next  century  of  service, 
one  is  certain  there  will  be  more  astonishing  changes. 
Perhaps  by  2054  the  present  building  itself  will  have  I 
become  obsolete,  and  give  way  to  some  new,  more 
functional  structure.  Research  will  be  the  weapon 
with  which  new  conquests  will  be  made,  and  through 
this  field  of  endeavor  Hartford  Hospital  will  be- 
come a better  place  than  ever  before  for  the  recovery 
of  patients.  And  if  a measure  of  peace  can  be  ob- 
tained, the  world  will  be  a better  place  in  which  to 
live. 


THE  PLACE  OF  TOBACCO  IN  THE  ETIOLOGY  OF  LUNG  CANCER 

Ernest  L.  Wynder,  m.d.,  New  York 


THE  INCREASING  INCIDENCE 

There  now  appears  to  be  general  agreement  that 
at  least  part  of  the  observed  increase  in  the  inci- 
dence of  lung  cancer  is  reald  Incidence  data  serve 
as  a helpful  clue  in  the  evaluation  of  environmental 
factors  suspected  of  influencing  cancer  development. 
Several  points  are  of  special  interest  concerning  the 
incidence  of  lung  cancer. 

1.  Age  specific  death  rate  for  lung  cancer  has  been 
increasing  rapidly  and  nearly  universal  throughout 
the  western  world  during  the  past  three  decades. 
(A  notable  exception  is  Iceland,  where  a recent 
autopsy  series  showed  lung  cancer  to  rank  ninth  in 
frequency  among  male  cancer  deaths.-) 

2.  The  increase  has  occurred  predominantly  in  the 
male,  although  an  increase  is  also  observed  in  females. 

3.  Lung  cancer  incidence  reaches  a peak  towards 
the  end  of  the  sixth  and  beginning  of  the  seventh 
decade  of  life  and  then  declines.^ 

4.  Lung  cancer  occurs  more  commonly  in  urban 
than  in  rural  areas. 

5.  The  increase  in  lung  cancer  has  taken  place  pri- 
marily among  the  epidermoid  and  anaplastic  types  of 
cancer. 

If  any  environmental  factors  found  to  be  associ- 
ated with  lung  cancer  are  to  be  regarded  as  causative, 
they  must,  at  least  in  part,  be  able  to  account  for  the 
observed  incidence  pattern  of  the  condition.  We 
shall,  therefore,  try  to  evaluate  the  compatability  of 
the  various  exogenous  factors  considered  to  play  a 
role  in  the  development  of  lung  cancer  in  the  light 
of  the  observed  incidence. 

EPIDERMOID  CARCINOGENESIS 

The  increase  in  lung  cancer  has  involved  primarily 
the  epidermoid  and  its  related  anaplastic  types  of 
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SUMMARY 

This  report  is  an  evaluation  of  the  present  evidence 
relating  smoking  to  the  development  of  primary  cancer 
of  the  lung.  The  author  discusses  various  points  both 
for  and  against  such  an  association  and  concludes  that 
an  association  between  smoking  and  lung  cancer  must 
be  regarded  as  established.  The  experimental  evidence 
establishing  cigarette  tar  as  a mouse  carcinogen  is 
reviewed.  It  is  emphasized  that  the  significance  of  this 
observation  does  not  lie  in  strengthening  the  human 
evidence  linking  smoking  to  lung  cancer  but  rests 
chiefly  in  giving  us  a working  tool  to  identify  and 
possibly  isolate  carcinogens  in  tobacco  tar.  Possible 
preventive  measures  against  lung  cancer  are  also 
emphasized. 


cancer.  It  has  long  been  noted  that  epidermoid  can- 
cers in  animals  rarely  occur  in  sites  not  exposed  to 
some  type  of  specific  irritation.  Epidermoid  cancer  of 
the  lung  in  mice,  for  example,  is  very  uncommon.^ 
Similar  animal  observations  have  been  made  for  can- 
cer of  the  skin,  oral  cavity  and  esophagus.  Epider- 
moid cancer  of  the  cervix  is  also  very  rare  in  animals, 
except  in  special  genetic  strains. 

Parallel  experience  is  at  hand  for  man.  Cancer  of 
the  scrotum  is  the  classic  example  in  human  oncol- 
ogy, though  other  skin  sites  show  similar  relation  to 
exogenous  carcinogens.  Cancer  of  the  cervix  rarely 
occurs  in  virgins.*^  Epidermoid  cancer  of  the  tongue, 
oral  cavity  and  larynx  appears  often  related  to  some 
form  of  extrinsic  irritation.'^  In  view  of  this  back- 
ground it  sliould  not  be  surprising  that  in  the  devel- 
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opment  of  epidermoid  lung  cancer,  extrinsic  agents 
might  also  play  a role. 

This  thought  does  not  suggest  that  only  exogenous 
carcinogenic  factors  are  needed  for  epidermoid  can- 
cer to  occur.  Without  doubt  intrinsic  factors  are 
of  basic  importance,  since  otherwise  all  persons  ex- 
posed to  extrinsic  carcinogens  would  develop  some 
type  of  epidermoid  cancer.  Yet  present  evidence 
strongly  suggests  that  extrinsic  factors  play  an  im- 
portant role  in  the  over-all  development  of  epider- 
moid cancers  and  that,  in  their  absence,  many  of 
these  cancers  might  not  develop. 

CLINICAL-STATISTICAL  STUDIES 

Prior  to  statistical  studies  on  exogenous  factors  in 
lung  cancer,  several  clinicians  had  expressed  their 
views.  As  early  as  1912  Adler  suggested  tobacco  as 
a possible  factor  in  the  development  of  lung  cancer.^ 
In  the  United  States  Ochsner  has  long  felt,  because 
the  curves  of  increased  incidence  of  bronchial  car- 
cinoma and  the  sale  of  cigarettes  are  roughly 
parallel,  that  tobacco  plays  an  important  role  in  the 
production  of  bronchiogenic  carcinoma.^  It  is  ad- 
mitedly  hazardous  to  rely  chiefly  on  clinical  impres- 
sions, but  nevertheless,  if  observed  by  cautious  and 
experienced  investigators,  such  impressions  do  serve 
as  a clue,  or  at  least  a starting  point  for  more 
thorough  clinical-statistical  investigations. 

The  first  significant,  though  small,  studies  were 
published  by  Lombard  in  1928  and  by  Mueller  in 
1939  and  demonstrated  a positive  association  be- 
tween smoking  and  lung  cancer. No  study  of  a 
large  enough  number  of  cases  to  be  convincing  was 
published  until  1950.  Since  then,  however,  twelve 
separate  studies  in  four  diflferent  countries  have  been 
made.^"‘^^ 

In  the  study  of  Wynder  and  Graham  all  of  the 
suspected  exogenous  factors  were  studied.  It  was 
thought  that  only  in  this  manner  could  one  deter- 
mine whether  a given  variable  was  of  primary, 
secondary,  or  no  significance.  Control  patients  of 
the  same  age  and  economic  distribution  as  the  lung 
cancer  patients  were  selected.  In  view  of  the  ob- 
vious sex  difference  in  the  incidence,  the  male  and 
female  data  were  analyzed  separately.  Finally,  be- 
cause of  suspected  differences  in  etiology  of  the 
epidermoid  lung  cancer  and  the  adenocarcinomas,  a 
separation  of  these  histologic  types  was  undertaken. 

Though  the  data  suggest  a few  occupations  with 
higher  than  expected  frequency  of  lung  cancer,  the 
majority  of  the  patients  with  lung  cancer  had  indus- 


trial exposures  which  were  similar  to  those  of  the  i 
controls.^®  The  few  occupations  found  to  have  an  : 
apparent  high  frequency  of  lung  cancer,  such  as  : 
painters,  wood  workers,  metal  and  gasoline  workers,  i 
even  in  addition  to  the  classical  exposures  to  indus- 
trial agents  such  as  arsenic,  radioactive  dust,  chro-  : 
mate,  asbestos,  and  nickel,  involve  too  few  people  ; 
to  account  for  the  universal  increase  in  lung  cancer.  ■ 
Similar  conclusions  have  been  drawn  by  Kennaway 
and  by  Doll  and  Hill.^'’’’-®’^®  Previous  lung  diseases 
were  not  found  more  commonly  among  the  lung  ■ 
cancer  patients,  except  for  chronic  cough  (bron- 
chitis), which  may  be  due  to  the  greater  use  of 
some  extrinsic  agent  among  the  lung  cancer  patients  | 
as  compared  to  the  control  patients.  Doll  and  Hill  j 
also  conclude  that  previous  lung  diseases  are  of  no  | 
etiologic  significance  in  the  development  of  lung  ! 
cancer.^* 

On  the  other  hand  the  data  show  a strong  associa- 
tion between  smoking  and  lung  cancer  (Table  i). 
The  results  show  significantly  fewer  non  and  light 
smokers  among  the  lung  cancer  than  among  the 
control  patients,  while  the  ratio  between  the  two 
increases  in  favor  of  the  lung  cancer  group  with 
increased  smoking  habits.  These  data  include  inter- 
views conducted  by  the  house  staff  of  the  Barnes 
Hospital  Chest  Service  and  have  been  added  to  the 
data  reported  previously.^^’^*’  During  the  same  period 
of  our  investigation,  Doll  and  Hill  independently 
carried  out  a similar  study  in  England. Their  study, 
extended  to  cover  1,465  lung  cancer  patients,  showed 
similar  results.^®  These  studies  reveal  the  risk  of 
developing  lung  cancer  to  increase  with  the  amount 
of  tobacco  smoked  (Graph  i).  Graph  i also  in- 

Table  I 

Per  Cent  Distribution  of  870  Male  Patients  With  Epider- 
moid, Undifferentiated,  or  Unclassified  Bronchiogenic 
Carcinomas,  and  780  Male  Control  Patients  of  Similar 
Age  and  Economic  Distribution,  According  to  Tobacco 
Consumption  Over  a 20  Year  Period 


SiMOKING 

classification* 

LUNG  cancer 
PATIENTS 

CONTROL 

PATIENTS 

Total 

870 

780 

Less  than  i 

1.6 

14.6 

1-9 

2.6 

I 1.5 

10-14 

9.2 

19.0 

1 

0 

35-1 

35.6 

21-34 

00 

d 

II.5 

35  or  more 

20.7 

7.6 

^Equivalent  number  of  cigarettes  per  day.  One  cigar  has 
been  arbitrarily  treated  as  the  equivalent  of  5 cigarettes  and 
a pipeful  as  iVi  cigarettes. 
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eludes  the  results  of  a study  done  on  American 
physicians.  This  study  almost  duplicates  the  results 
obtained  for  lung  cancer  patients  of  the  general 
hospital  population.-^ 


A positive  association  between  smoking  and  lung 
cancer  has  now  been  shown  in  twelve  recent,  separ- 
ate studies,  covering  more  than  6,000  lung  cancer 
patients.  It  has  been  stated  that  some  doubt  may  be 
thrown  on  all  of  these  studies  because  they  differ  in 
degree  of  association  found.  In  this  respect  it  must 
be  realized  they  differed  basically  in  the  kind  of 
inteiAuews  used.  Some  of  them,  for  instance,  were 
based  on  more  or  less  routine  hospital  records, 
whereas  others  were  made  by  specially  designed 
interviews.  The  studies  also  differed  as  to  smoking 
classifications  and  the  types  of  tobacco  used.  Finally, 
they  differed  in  type  of  lung  cancer  cases,  with  only 
a few  studies  insisting  on  histologic  proof. 

In  view  of  these  differences  it  is  perhaps  surprising 
that  all  showed  a definite  association  between 
smoking  and  lung  cancer.  The  studies  by  Doll  and 
Hill  and  by  Wynder  and  Graham  showed  especially 
close  agreement.  Levin  has  calculated  the  per  cent 
of  lung  cancer  attributable  to  smoking  and  found  it 
to  be  in  some  studies  as  low  as  56  per  cent,  and  in 
others,  such  as  those  by  Doll  and  Hill  and  by 
Wynder  and  Graham,  as  high  as  90  per  cent.-®  Even 
if  we  were  to  accept  only  the  lower  value  of  asso- 
ciation, it  seems  still  high  enough  to  warrant  our 
utmost  attention. 

In  a recent  study  from  the  National  Cancer  Insti- 
tute by  Sadowsky,  Gilliam  and  Cornfield,  477  lung 


cancer  cases  were  statistically  analyzed  as  to  their 
smoking  habits  against  a suitable  number  of  controls. 
These  data  in  turn  were  compared  to  the  other  re- 
ported lung  cancer  surveys.^^  The  authors  concluded 
that,  in  view  of  the  fact  that  so  many  different 
investigators,  using  different  groups  of  lung  cancer 
patients  and  control  groups,  all  arrived  at  similar 
conclusions,  it  must  be  assumed  that  the  association 
between  lung  cancer  and  smoking  is  real.  In  a recent 
symposium  on  lung  cancer  sponsored  by  the  WHO 
and  UNESCO,  the  association  between  smoking  and 
lung  cancer  was  also  regarded  as  established.^  The 
New  England  Journal  of  Medicine  in  a recent  edi- 
torial considered  present  “evidence  of  an  association 
between  cigarette  smoking  and  lung  cancer  so  strong 
as  to  be  considered  proof  within  the  everyday  mean- 
ing of  the  word.”^® 

TYPE  OF  TOBACCO 

Recent  interpretations  of  available  data  have 
underplayed  the  role  of  cigars  and  pipes  in  the  de- 
velopment of  lung  cancer  as  compared  to  that  of 
cigarettes.  It  is  indeed  true  that  the  cigarette  smoker 
appears  to  have  a greater  chance  to  develop  lung 
cancer  than  the  cigar  or  pipe  smoker;  yet  the  chance 
of  the  latter  two  is  also  significantly  greater  than 
that  of  a nonsmoker  as  shown  in  Table  2. 


Table  2 

Mortality  Rates  From  Lung  Cancer  Among  Different 
Types  of  Smokers 


TYPE  OF  SMOKER 

ESTIMATED  ANNUAL 
MORTALITY  PER  100,000 

AMONG 

PHYSICIANS* 

AMONG 

GENERAL  POPULATION! 

Nonsmoker 

lO 

4 

Smoker;  Total 

6o 

58 

Predominantly: 

Pipe 

40 

16 

Cigar 

24 

22 

Cigarette 

84 

70 

*Data  from  Reference  No.  23 
fData  from  Reference  No.  13 


These  data  sliow  the  importance  of  studying  all 
types  of  smoking  in  an  analysis  of  the  effect  of 
smoking  on  lung  cancer.  The  reasons  for  the  appar- 
ent greater  correlation  of  cigarette  smoking  with 
lung  cancer  are  not  entirely  clear.  The  greater  prac- 
tice of  inhalation  among  cigarette  smokers  might 
account  for  some  of  the  diflerence.  The  possibility 
that  cigarette  smokers  are  more  likely  to  be  heavy 


C O N X E C I I C U T S 1 A T E M E I)  I C A T,  JOURNAL 


.*»  -4 

usc'i's  ot  Tobacco  rhniT  arc  cigar  and  pipe  smokers 
imisT  also  be  considered,  (iigarerre  Tol)acco  may  be 
preparcal  somew  bar  dillei'enrK’  Irom  that  used  for 
ci^ai's  aiul  [upes.  hinalK  , it  ma\'  be  That  cigars  and 
pipes  filler  certain  tar  particles  more  thoroughly 
than  do  ci'jarertes.  I here  is  no  present  evidence  that 
cinarette  paper  is  caicmogenic  to  man.  In  view  of 
I he  posit  i\  e correlation  of  cigar  and  pipe  smoking 
with  human  lung  cancer  the  evidence  suggests 
the  carcinogenic  factoi'  to  be  a part  of  the  tobacco 
itself.  .At  an\  rate,  an  im|uiiy  about  cigar  and  pipe 
smoking  must  be  an  integral  part  of  any  tobacco 
history. 

SI  X R.\  I lO 

'There  has  been  a remarkable  change  in  se.x  ratio 
in  limy  cancer  oxer  the  past  few  xlccadcs.  In  igi2 
/Xdler’s  report  gax'e  a ratio  of  7,  males  to  i female. 
Some  of  the  more  recentlx'  collectcxl  lung  cancer 
series  haxe  yiven  se.x  ratios  as  high  as  24  to  1 If 
the  sex  ratio  were  given  only  for  epidermoid  lung 
cancer  the  sex  ratios  would  be  even  more  predomi- 
nantlv  male.  A survev"  by  Aloersch  and  .McDonald 
gat  e a ratio  of  25  to  1 for  epidermoid  lung  cancer 
and  only"  t t<>  ' f<'>'  adenocarcinoma  of  the  litng.^- 
The  increasing  male  sex  ratio  strongly^  suggests  the 
responsible  factor  to  be  an  agent  to  which  males 
hax  e been  exposed  more  and  over  a longer  period  of 
rime  than  xxonien.  In  this  respect  it  has  been  often 
stated  that  xxonien  smoke  as  much  as  men  do  ttiday. 
In  viexv  of  the  cancer  age  and  the  long  latent  period 
of  cancer  induction  the  smoking  habits  of  the  young 
xxonien  haxe  no  efiect  on  the  present  sex  ratio.  In  a 
study  of  female  controls  in  the  cancer  age  at  the 
Barnes  I lospital  xx  e found  that  about  So  per  cent 
xxere  nonsmokers  and  that  but  very  fexx'  of  these 
xvonien  hail  smoked  heavily  for  at  least  txxenty 
X'ears.’-*  1 he  present  sex  ratio  is  therefore  quite  com- 
patible xxith  the  long-term  smoking  habits  of  the 
txxo  sexes.  On  the  other  hand,  there  is  no  evidence 
that  xx'onien  xx  ho  smoke  are  resistant  to  lung  cancer. 
Some  rise  in  lung  cancer,  as  stated  previously,  is  also 
noted  among  xx'onien.  And  females  xx  ith  lung  cancer, 
at  least  of  the  epidermoid  type,  shoxx'  a positive  asso- 
ciation xx  ith  smoking. 

1)1  M'I.Rt.N  1 I X 1 ION  ot  CI.LI.  I X lU'.S 

Our  data  continue  to  suggest  adenocarcinoma  of 
the  lung  to  be  less  closely  associated  xx  ith  smoking 
than  the  epidermoid  type.  Among  nineteen  male 
patients  xx  ith  lung  cancer  xx  ho  xx  ere  nonsmokers, 
live  had  adenocarcinomas,  a higher  proportion  of 


this  cell  type  than  could  be  expected  from  its  usual 
fre(|uency.  In  female  lung  cancer  patients  no  asso- 
ciation betxxeen  smoking  and  the  development  of 
adenocarcinoma  could  be  found.  Data  by  Doll  and 
1 I ill  and  bx^  Bresloxx'  suggest  a similar  result. At 
anx'  rate  it  seems  important  to  separate  histologic 
tx’pes  in  enx'ironmental  surxex’s  ami  to  bear  in  mind 
that  present  ex  idence  on  the  basis  of  such  surveys 
and  ditlerences  in  se.x  ratio  support  the  belief  that 
adenocarcinoma  of  the  lung  has  a xlitferent  etiologic 
backgroumi  from  epidermoid  lung  cancer. 

INCIDI'  NCI  Rl  AK  Ot  I.L'M;  CANCt  R 

T he  lung  cancer  incidence  curve  reaches  its  peak 
during  the  late  fifties  and  the  earlx'  sixties  and  then 
declines.-  In  xletailed  incidence  studies  from  Den- 
mark, Clenimesen  points  out  that  the  incidence  peak 
of  lung  cancer  among  males  in  Copenhagen  is  among 
those  born  in  1HS5,  xxhile  among  those  born  in 
provinces  it  is  iHSo,  and  in  farm  areas  it  is  1875.'*'^ 
These  data  suggest  to  Clemmesen  that  such  differ- 
ences might  be  explained  bx"  an  agent  that  came 
into  being  at  different  times  in  these  areas.  The  fact 
that  cancer  occurs  less  fre(]uently  in  the  oldest  age 
groups  is  compatible  xxith  an  agent  introduced 
nexx'ly  into  our  civilization  some  thirtx’  to  forty  years 
ago.  The  fact,  too,  that  the  younger  cohort  groups 
have  an  increasingix^  higher  incidence  of  lung  cancer 
suggests  that  this  agent  became  more  and  more 
XX  idely  used  bx'  the  yAuinger  generation.  Fobacco 
hal)its,  particularlx"  cigarette  smoking,  are  compat- 
ible xx  ith  the  cohort  pattern  of  lung  cancer  observed. 
Clemmesen  xx  rites;  “I'hc  differences  in  crude  mor- 
talitx"  rate  for  cancer  of  the  lung  betxx  een  Copen- 
hagen, provincial  toxxns  and  rural  areas  may^  be 
ascribed  to  a delax"  in  onset  of  the  carcinogenic  in- 
fluence of  about  eight  ye;irs  for  proxincial  and 
about  ten  x'ears  for  rural  areas.  '1  bus,  there  is  no 
reason  to  assume  anx"  carcinogenic  influence  of 
atmospheric  pollution  as  far  as  Denmark  is  con- 
cerned. 

L RB.XN-RL  RAL  DIS  I R I HUl  ION 

Lung  cancer  occurs  more  commonly  in  cities  than 
in  rural  areas.  In  the  United  States  the  lung  cancer 
incidence  among  males  xx  as  about  txx  ice  as  great  in 
cities  as  in  rural  areas  in  igqyd  A similar  difference 
is  found  in  England;  in  Denmark  the  difference 
betxx  een  Copenhagen  and  rural  areas  is  about  txx  ice 
that  great.  Because  of  these  differences,  air  pollution 
has  been  suggested  to  play  an  important  role  in  the 
development  of  lung  cancer.^^  I'he  folloxving  points 
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are  to  be  considered.  The  air  pollution  factor  can- 
not alone  account  for  the  changing  and  present  sex 
ratio  of  lung  cancer.  It  cannot  account  for  the 
cohort  pattern  since  air  pollution  would  affect  all 
age  groups  at  the  same  time,  nor  for  the  fact  that  an 
increase  in  lung  cancer  is  now  also  being  noted  in 
rural  areas. 

In  the  evaluation  of  urban-rural  ratios  in  lung 
cancer  one  must  also  consider  that  lung  cancer 
patients  from  rural  areas  may  come  to  the  cities  to 
he  treated;  consequently,  those  deaths  may  artifi dal- 
ly increase  the  ratio  by  being  recorded  as  city 
population. 

At  least  some  of  the  greater  incidence  of  lung 
cancer  among  the  urban  population  seems  real.  How- 
ever, before  we  can  incriminate  air  pollution,  we 
must  study  the  possible  effect  of  other  factors  asso- 
ciated with  city  life.  Doll  and  Hill  studied  tobacco 
habits  of  urban  and  rural  population  groups  in 
England.^®’^®  They  found  about  twice  as  many  non- 
smokers  among  the  farm  population;  there  were 
fewer  cigarette  smokers  and  relatively  more  pipe 
smokers  in  the  rural  than  in  the  urban  population. 
Differences  in  smoking  habits  could,  therefore,  par- 
tially account  for  the  observed  differences  in  inci- 
dence. In  a more  recent  study,  Doll  calculated  that  a 
nonsmoker  in  a city  does  not  have  any  greater 
chance  to  develop  lung  cancer  than  a nonsmoker  in 
a farm  area.^® 

These  statistical  calculations  again  emphasize  the 
importance  of  studying  all  possible  factors  before 
deciding  that  one  given  factor  is  etiologically  or 
even  statistically  significant. 

THE  INCIDENCE  OF  LARYNX  CANCER 

It  has  been  repeatedly  asked  why  cancer  of  the 
larynx  has  not  increased  as  sharply  as  lung  cancer  if 
smoking  is  a factor,  since  larynx  cancer  has  also  been 
found  to  be  associated  with  smoking.^“’“®  The  fol- 
lowing points  are  to  be  considered: 

There  has  been  an  increase  in  the  morbidity  of 
larynx  cancer  in  the  United  States,  though  not  as 
marked  as  for  lung  cancer.^’^  In  view  of  the  higher 
survival  rate  in  larynx  cancer,  morbidity  data  rather 
than  mortality  data  should  be  used  to  compare  lung 
and  larynx  cancer  incidence. 

Incidence  data  on  larynx  cancer  do  not  reflect 
the  possible  changing  ratio  of  intrinsic  and  extrinsic 
lesions.  The  former  may  be  more  closely  influenced 
by  smoke  inhalation.  In  India,  where  betel  and 
tobacco  chewing  is  more  prevalent  than  cigarette 


smoking,  extrinsic  larynx  cancer  is  predominant. 
Further  studies  in  this  field  must  sharply  divide  the 
two  types  of  lesions  because  of  possible  differences 
in  etiology. 

Other  environmental  factors  which  may  influence 
larynx  cancer  may  play  no  role  in  the  development 
of  lung  cancer.  Excesssive  alcohol  consumption  and 
certain  dietary  deficiencies  may  be  of  etiologic  sig- 
nificance, at  least  in  the  extrinsic  type  of  larynx 
cancer.'^ 

In  view  of  the  considerations  listed,  further  studies 
along  the  lines  suggested  above  are  necessary. 

EVALUATION  OF  CLINICAL-STATISTICAL  ASSOCIATION 

In  view  of  the  fact  that  clinical-statistical  data 
are  often  poorly  prepared,  assembled  and  analyzed, 
the  medical  profession  has  long  doubted  the  value 
of  purely  statistical  associations.  Even  well  planned 
and  conducted  statistical  studies  may  have  inherent 
errors  that  could  lead  to  erroneous  conclusions  be- 
cause of  certain  statistical  fallacies.^® 

Several  possible  inherent  errors  have  been  men- 
tioned to  account  for  the  differences  found  in  the 
lung  cancer  studies  as  far  as  smoking  habits  are 
concerned.  The  following  are  more  frequently 
stated: 

Patient  Bias:  It  has  been  suggested  that  lung 
cancer  patients  over  estimate  their  smoking  habits. 
If  this  were  the  case,  individuals  with  other  chest 
diseases  should  do  the  same.  Our  data  for  chest 
service  patients  other  than  those  with  lung  cancer 
revealed  the  same  smoking  habits  as  the  controls.^® 
Doll  and  Hill  demonstrated  that  patients  suspected 
of  having  lung  cancer  and  later  found  to  have  an- 
other disease  had  the  smoking  habits  of  the  control 
group.^®  The  far  less  frequent  association  of  smoking 
with  adenocarcinoma  of  the  lung  also  suggests  that 
patient  bias  could  not  account  for  the  observed 
differences  between  the  lung  cancer  and  control 
groups.  It  is  therefore  difficult  to  see  that  an  over- 
estimation by  the  lung  cancer  patient  could  account 
for  the  correlation  found. 

Interviewer  Bias:  Several  interviews  among  the 
various  retrospective  studies  have  been  designed  to 
keep  the  interviewer  from  knowing  the  patient’s 
diagnosis.  The  results  of  such  “blind  inteiwiews” 
were  in  line  with  the  so-called  “open  interviews.” 
Thus,  interviewer  bias  could  not  account  for  the 
observed  differences  in  smoking  habits  of  lung  can- 
cer and  control  groups. 

Sampling  Bias  of  Lung  Cancer  Patients:  It  may  be 
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proposed  that  a lung  cancer  patient  who  smokes  is 
more  likely  to  come  to  a hospital  than  one  w'ho  does 
not.  For  this  to  occur  we  would  have  to  assume  that 
a smoking  lung  cancer  patient  has  a different  symp- 
tomatology from  a nonsmoking  one.  Smoking  lung 
cancer  patients  may  more  frequently  have  a history 
of  bronchitis  which  brings  them  to  a hospital.  While 
such  an  individual  might  conceivably  come  to  a hos- 
pital earlier  than  a patient  that  does  not  have  a his- 
tory of  chronic  cough,  it  is  hard  to  believe  that  a 
nonsmoking  lung  cancer  patient  has  the  kind  of 
symptoms  that  keep  him  from  the  attention  of  any 
physician.  Furthermore,  we  have  not  clinically  ob- 
served any  different  symptomatology  in  nonsmoking 
lung  cancer  patients  from  those  in  the  smokers, 
provided  we  are  comparing  the  same  histologic 
types.  A reasonable  explanation  for  the  assumption 
that  nonsmoking  lung  cancer  patients  do  not  enter 
hospitals  has  not  yet  been  given. 

Sampling  Bias  of  Controls:  Many  of  the  recent 
studies  took  great  care  in  checking  their  controls 
for  equal  age,  economy  and  place  of  residence, 
resulting  in  carefully  weighted  controls.  Control 
patients,  however,  have  mostly  been  hospital  patients, 
and  it  may  be  argued  that  such  patients  do  not 
reflect  the  general  population.  It  is  also  possible  that 
the  general  population  smokes  less  than  the  general 
hospital  population;  thus,  the  differences  between 
the  lung  cancer  patients  and  the  general  population 
controls  would  be  even  greater.  Mills  and  Porter 
presented  some  evidence  in  this  regard,  indicating 
less  smoking  among  the  general  population.^®  The 
fact  that  other  diseases  may  also  be  associated  with 
smoking  may  account  for  this  difference  between 
the  hospital  controls  and  those  of  the  general  popu- 
lation. This  difference,  however,  would  magnify  the 
lung  cancer-tobacco  correlation. 

ETIOLOGIC  ASSOCIATION 

After  re-examining  the  methodology  of  an  en- 
vironmental cancer  study,  reviewing  the  statistical 
associations  found  and  searching  for  statistical  fal- 
lacies, one  asks  next:  Flow  do  the  data  agree  with 
the  available  incidence  pattern  and  concepts  of 
pathogenesis  of  the  cancer  site  being  studied? 

If  no  obvious  fault  can  be  found  with  the  study, 
if  the  study  is  in  agreement  with  other  studies  in  the 
field,  and  if  the  found  associations  can  explain,  at 
least  partially,  the  observed  incidence  rates,  one  can 
have  confidence  that  the  association  is  real  and  pos- 
sibly causative. 


The  statistical  correlation  of  smoking  to  lung 
cancer  is  also  believed  causative  because  of  the  fol- 
lowing; considerations: 

The  data  are  compatible  with: 

1.  The  noted  universal  increase  of  lung  cancer  in 
the  western  hemisphere.  (The  exception  of  Iceland 
may  be  in  line  with  the  fact  that  the  per  capita 
consumption  of  tobacco  in  that  country  in  1945  was 
only  as  high  as  in  England  in  1920.) 

2.  The  changing  and  predominant  male  sex  ratio. 

3.  The  “cohort  pattern”  of  lung  cancer. 

4.  The  urban-rural  ratio  of  lung  cancer. 

5.  The  observation  that  an  increase  in  lung  cancer 
incidence  is  also  starting  among  females. 

6.  Our  current  concept  of  epidermoid  carcino- 
genesis. 

7.  The  fact  that  the  association  cannot  be  readily 
explained  on  any  other  basis. 

The  fact,  then,  that  the  tobacco  data  are  in  agree- 
ment with  these  factors  adds  considerable  weight 
to  the  belief  that  tobacco,  especially  cigarettes,  is  of 
etiologic  significance  in  the  production  of  lung  can- 
cer. Such  a correlation  does  not,  of  course,  exclude 
the  possibility  that  other  factors  may  be  of  equal 
or  even  greater  importance  in  the  development  of 
lung  cancer. 

The  Experimental  Approach 
PREtTous  data 

Experimental  work  on  possible  carcinogenic  ef- 
fects of  tobacco  tars  date  back  to  1900  and  has  been 
recently  summarized.^®  Compared  to  work  done 
with  coal  tars,  the  efforts  with  tobacco  tar  are  rela- 
tively insignificant. 

Roffo  reported  cancer  induction  in  rabbit  ears 
after  tobacco  tar  application.  Similar  experiments  by 
Sugiura  and  Elory  could  not  confirm  these  data, 
although  the  latter  obtained  many  papillomas.'^^'^® 
Most  of  these  studies  were  carried  out  with  dis- 
tilled tobacco  tar.  It  has  been  pointed  out  that  the 
resulting  temperature  conditions  were  not  the  same 
as  in  human  smoking,  and  that,  therefore,  the  data 
are  not  comparable.  The  majority  of  workers  using 
mice  as  experimental  animals  also  used  distilled 
tobacco  tars.  Their  combined  studies  resulted  in  the 
production  of  seven  cancers  of  the  skin  in  animals. 

Inhalation  studies  with  tobacco  smoke  have  so  far 
not  produced  any  true  bronchiogenic  cancers  in 
animals,  though  the  development  of  pulmonary 
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adenomas  is  said  to  have  increased  through  such  pro- 
cedure in  susceptible  animals.'*^ 

PRESENT  DATA 

In  view  of  the  increasing  clinical  evidence  asso- 
ciating smoking  with  lung  cancer,  the  experimental 
phases  of  this  problem  are  now  being  investigated 
more  extensively.  In  1949  Wynder,  Graham,  and 
Croninger  began  an  experimental  investigation  de- 
signed not  to  confirm  or  deny  the  human  evidence, 
which  must  stand  on  its  owti  merit,  but  rather  to 
identify  possible  active  carcinogens  in  tobacco 
smoke.^*^  The  tar  solution  used  was  obtained  from 
cigarettes  smoked  in  a manner  simulating  human 
smoking  habits  as  closely  as  practically  possible. 
The  temperatures  of  the  burning  cigarettes  were  the 
same  as  those  encountered  in  human  smoking.  A 
popular  brand  of  cigarettes,  smoked  intermittently, 
v'as  used.  The  resulting  smoke  was  condensed  in 
flasks  immersed  in  dry  ice.  The  tar  was  then  dis- 
solved in  acetone  and  about  40  mgm.  of  the  resulting 
solution  applied  to  the  backs  of  CAFi  mice  three 
times  a week  for  a period  of  two  years.  The  control 
mice  v'ere  painted  with  acetone  alone. 

After  eight  months  of  painting,  the  first  papilloma 
was  noted  in  the  tarred  group  and  after  twelve 
months,  the  first  cancer.  At  the  end  of  the  study 
59  per  cent  of  the  tarred  group  developed  papillomas 
and  44  per  cent  carcinomas.  Two  of  these  cancers 
have  been  transplanted  for  nine  and  thirteen  gen- 
erations, respectively.  No  lesions  were  noted  among 
the  controls. 

FIRST  GROSS  APPEARANCE 
OF  PAPILLOMAS  AND  CARCINOMAS 

ALL  CARCINOMAS  PROVED  HISTOLOGICALLY 


CAF,  mice  (81)  Cigarette  tor/ Acetone 
CAF,  mice  (30)  Acetone 

Graph  2 


This  experiment  establishes  cigarette  tar  as  a car- 
cinogen, at  least  to  mouse  epidermis.  The  long  latent 
period  and  the  fact  that  not  all  of  the  mice  developed 
skin  cancer  suggest  that  this  tar  is  not  as  potent  as 
some  other  mouse  carcinogens.  We  must  consider, 
however,  that  the  carcinogen  (s)  in  the  tobacco  tar 
may  be  dilute. 

The  reason  for  the  greater  productivity  of  cancers 
in  our  study  compared  to  previous  experiments  is 
not  clear.  It  may  be  due  to  the  fact  that  the  tar  was 
prepared  in  a manner  simulating  human  smoking 
habits,  that  the  tar  was  not  denicotinized,  and  that 
the  animals  were  painted  for  a long  period  of  time. 

It  must  also  be  considered  that  the  strain  of  mice 
used  might  have  been  especially  susceptible  to  skin  # 
cancer  formation. 

SIGNIFICANCE  OF  ANIMAL  DATA 

It  may  well  be  asked  what  significance  such  animal 
data  have  on  the  human  cancer  problem.  A thorough 
discussion  of  this  question  involves  the  foundation 
of  our  entire  cancer  research  program.  Our  concepts 
of  carcinogenesis,  as  well  as  of  chemotherapy  of 
cancer,  are  closely  bound  to  work  carried  on  with 
experimental  animals.  As  we  review  the  history  of 
cancer  research,  we  note  examples  of  a close  similar- 
ity between  human  and  animal  data  and  others  that 
show  them  to  be  at  variance.  When  animal  data  co- 
incide with  human  data,  then,  I believe,  more  signifi- 
cance may  be  attached  to  the  meaning  of  the  animal 
data. 

In  this  respect  it  must  be  emphasized  again  that 
the  experimental  tobacco  tar  studies  were  carried 
out  because  of  the  human  evidence  already  at  hand. 
Without  the  human  experience  already  available, 
the  animal  data  would  lose  much  of  their  significance. 

The  present  mouse  data  do  not  influence  the  proof 
at  hand  linking  smoking  to  lung  cancer  in  man.  The 
mouse  skin  is  not  like  the  bronchial  epithelium— 
though  they  both  represent  epithelial  tissue.  The 
mouse  skin  test  cannot  give  definitive  proof  for  a 
human  carcinogen,  although  it  has  long  been  used 
as  a reliable  tool  for  testing  of  carcinogenic  materials 
and  although  historically,  as  in  the  coal  tar  and 
petroleum  studies,  a close  correlation  between  animal 
and  human  data  has  been  established  in  regard  to 
epidermoid  carcinogenesis.  In  view  of  this  back- 
ground and  in  view  of  the  human  data  already  avail- 
able, the  animal  data  must  be  considered,  not  as  a 
proof  for  the  human  expei'ience,  but  as  a tool  with 
which  to  work  towards  the  isolation  and  identifica- 
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tion  of  carcinogenic  agent(s).  At  this  time  we  can 
only  assume,  on  the  basis  of  the  combined  human 
and  animal  data,  that  these  carcinogens  are  the  same 
for  man  and  for  mice. 

THE  CARCINOGENS 

At  the  present  we  do  not  know  the  nature  of  the 
carcinogenic  element(s)  in  tobacco  tar.  Favoring  the 
theory  of  specific  carcinogenesis  over  the  non- 
specific one  as  far  as  extrinsic  factors  of  irritation 
are  concerned,  we  suspect  specific  carcinogen (s)  in 
tobacco  tar."^^*’^"  Arsenic  is  present  in  tobacco  smoke, 
but  available  human  and  animal  data  suggest  that 
the  arsenic  cannot  be  responsible  significantly  for 
either  set  of  data.^°  We  suspect  that  tobacco  tar 
* contains  a new  carcinogen  or  perhaps  a number  of 
subthreshold  carcinogens.  Present  combined  chemi- 
cal and  biological  efforts  carried  out  in  various  lab- 
oratories are  being  directed  toward  their  identifica- 
tion. 

FUTURE  STUDIES 

Future  studies  expanding  on  the  problem  of  the 
correlation  of  tobacco  and  cancer  involve  clinical  as 
well  as  continued  laboratory  efforts.  Retrospective 
clinical  data  are  perhaps  no  longer  needed,  since  a 
sufficient  number  of  studies  presented  quite  similar 
data  and  conclusions.  The  so-called  “forward 
studies”  being  carried  out  by  Hammond  and  Horn 
on  general  population,  by  Dorn  on  U.  S.  veterans, 
and  by  Doll  and  Hill  on  British  physicians  will  be 
of  interest  because  they  offer  a somewhat  different 
approach  from  the  retrospective  studies  and  have 
other  inherent  difficulties  from  the  retrospective 
studies.  These  studies  will  be  able  to  give  us  a good 
idea  of  the  relative  risk  of  lung  cancer  among 
different  types  of  smokers.  Early  results  from  the 
British  study  indicate  that  “In  the  first  twenty 
months,  a number  of  deaths  have  been  recorded  due 
to  lung  cancer  among  doctors  for  whom  details  of 
the  previous  smoking  histories  are  available.  From 
the  knowledge  of  the  smoking  histories  of  all  the 
doctors  who  replied,  mortality  rates  can  be  cal- 
culated for  different  levels  of  tobacco  consump- 
tion-making allowance  for  the  variation  of  smoking 
habits  with  age.  Whilst  the  deaths  are  few,  the  cal- 
culated mortality  rates  are  extremely  unreliable,  but 
as  far  as  they  go  they  entirely  support  the  results 
recorded  previously. 

Future  studies  will  also  involve  a close  surveillance 
of  incidence  data,  which  should  involve  particularly 
the  expected  increase  of  lung  cancer  in  women,  the 


continued  increase  among  males  and  the  changing  ; 
cohort  distribution  of  lung  cancer.  The  studies  must 
determine  whether  the  tobacco  data  continue  to  be 
compatible  with  such  changing  incidence  data. 

Perhaps  the  greatest  effort  must  be  placed  on  | 
animal  experimentation.  Skin  tests  must  be  continued 
to  determine  the  carcinogenic  fraction(s).  Expan-  1 
sion  of  such  tests  to  other  animals,  as  is  being  done  i 
on  rabbit  skin  and  dog  bronchial  mucosa,  seems 
worth  while,  but  perhaps  not  essential  if  we  believe 
that  animal  data  chiefly  serve  as  a research  tool  to 
isolate  the  carcinogen (s).  With  this  in  mind,  experi- 
ments with  monkeys  seem  too  costly  and  time  con- 
suming. 

Studies  involving  bronchial  mucosa  seem  worth  I 
while,  especially  from  the  academic  point  of  view.  | 
Bronchopleural  fistulae  in  dogs  have  been  painted  for  | 
over  two  years  at  Washington  University.  The  long  i 
latent  period  and  apparent  resistance  of  some  of  the 
higher  animals  to  tumor  formation  serve  as  a handi- 
cap. 

Inhalation  studies  directed  toward  producing  true 
bronchiogenic  cancers  involved  the  difficulty  of  get- 
ting a sufficient  amount  of  smoke  into  the  animals’ 
lungs  to  compare  with  the  amount  smoked  by  man 
upon  deep  inhalation.  While  such  inhalation  studies 
are  of  interest  and  should  be  explored,  they  play  no  1 
essential  role  in  affecting  the  human  data,  nor  do  they  ! 
lend  themselves  very  easily  to  identification  proce-  | 
dures  directed  towards  determining  active  carcino-  | 
gen(s).  Animal  data  should  be  directed  primarily  | 
towards  the  identification  of  such  agents  by  the 
quickest,  most  economical,  and  most  practical  means. 

A long  and  difficult  road  lies  ahead,  but  just  as  in 
the  coal  tar  and  petroleum  studies,  a final  answer 
must  be  obtainable.  It  is  hoped  that  more  and  more 
investigators  will  join  in  this  search,  a search  which 
we  hope  will  lead  to  the  identification  and  possible 
removal  of  carcinogenic  substances  from  tobacco 
tar. 

PREVENTIVE  MEASURES 

If  we  agree  that  tobacco  plays  a significant  role 
in  the  development  of  lung  cancer,  proposed  meas- 
ures of  prevention  must  be  partially  directed  along 
this  line.  Two  measures  lie  at  hand:  moderation  of 
smoking  habits  and  removal  and  reduction  of  car- 
cinogen (s)  from  tobacco. 

Moderation  of  smoking  habits  is,  of  course,  a 
matter  for  each  given  individual.  A teaching  pro- 
gram directed  in  this  line  would  be  difficult  because 
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of  the  basic  human  belief,  “It  can  never  happen  to 
me.”  This  thought  is  too  deeply  entrenched  in  our 
minds  to  significantly  influence  smoking  habits  of 
the  general  population,  though  recent  events  seem 
to  suggest  that  some  such  curtailment  will  result. 

The  removal  of  actual  carcinogen  (s)  from 
tobacco  tars,  on  the  other  hand,  would,  if  feasible, 
be  the  most  far  reaching.  Current  studies  involving- 
fractionation  of  tars  and  testing  tobaccos  grown  in 
various  parts  of  the  world  are  directed  towards 
determining  the  nature  of  these  agents.  The  possible 
value  of  filters  must  also  be  studied.  So  far  it  is  not 
known  whether  a given  filter  can  remove  any  car- 
cinogen(s)  from  tobacco  smoke.  Extensive  work 
along  these  lines  is  urgent. 

THE  OUTLOOK 

We  are  aware  that  cancer  is  a disease  of  multiple 
causes,  some  of  which  are  endogenous  and  some  of 
which  may  be  exogenous.  We  also  realize  that  other 
exogenous  factors  may  play  a role  in  the  develop- 
ment of  lung  cancer,  including  some  industrial 
agents,  and  that  air  pollution  may  be  a cofactor.  We 
know  that  epidermoid  cancer  of  the  lung  may  occur 
in  the  absence  of  a smoking  history,  though  this  is 
exceedingly  rare,  particularly  if  we  exclude  the  cases 
of  occupational  exposures.  We  also  know  that  not 
all  who  smoke  develop  lung  cancer  and  that,  as  in 
all  other  diseases,  the  factors  of  internal  resistance 
come  into  play. 

While  realizing  the  importance  of  other  factors 
in  the  development  of  lung  cancer,  we  must  also 
admit  that  we  do  not  comprehend  many  of  these 
factors.  Therefore,  it  seems,  we  must  concentrate 
on  those  factors  that  we  understand  today.  The 
tobacco  factor  is  such  a factor.  In  developing  pre- 
ventive measures,  we  must  employ  those  that  are 
available,  that  we  understand,  that  are  most  practical, 
and  that  involve  the  greatest  majority  of  our  popu- 
lation. 

Lung  cancer  is  already  very  common  today.  In 
England  it  now  accounts  for  40  per  cent  of  all  male 
cancer  deaths  between  the  ages  of  forty-five  and 
fifty-four  and  for  25  per  cent  of  all  male  cancer 
deaths.  Statisticians  agree  that  the  incidence  will 
continue  to  increase,  while  at  the  same  time  the 
mortality  from  lung  cancer  continues  to  be  alarm- 
ingly high.  Because  of  the  anatomic  distribution  of 
lung  cancer,  an  earlier  and  more  successful  treat- 
ment will  prove  most  difficult,  unless  we  develop  an 
entirely  new  concept  of  cancer  therapy.  It  is  thus 
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that  we  must  rely  chiefly  on  preventive  measures  as 
our  greatest  hope  against  this  disease. 

Preventive  measures  and  principles  have  played  a 
great  role  in  the  history  of  medicine  by  virtually 
eliminating  some  of  the  most  deadly  diseases.  This 
was  achieved  when  not  all  phases  of  development  of 
the  given  diseases  were  understood.  In  our  fight 
against  primary  cancer  of  the  lung,  these  principles 
of  prevention  may  some  day  bring  forth  similar 
success. 
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TREATMENT  OF  ACUTE  AND  CHRONIC  RENAL  INSUFFICIENCY 

Herbert  Chasis,  m.d.,  New  York  City 


Acute  and  chronic  renal  failure  occur  in  the  course 
of  many  diversified  disease  states.  Treatment  of 
patients  with  these  diseases  comprises  extensive 
medical  and  surgical  therapies  directed  at  removing 
or  reversing  the  causal  factors.  This  discussion  wdll 
not  attempt  to  cover  this  rather  large  subject  but 
will  be  limited  for  the  most  part  to  an  evaluation  of 
modes  of  therapy  that  aim  to  support  the  patient 
until  recovery  from  the  primary  disease  occurs  and 
to  relieve  manifestations  of  renal  functional  impair- 
ment. 

There  are  physiological  adjustments  in  patients 
WTth  chronic  uremia  wdiich  are  not  present  in  acute 
renal  failure  that  affect  the  choice  and  manner  of 
applying  therapeutic  procedures.  Because  of  this  fact 
and  because  prognosis,  wdiich  also  affects  choice  of 
treatment,  is  different,  acute  and  chronic  renal  in- 
sufficiency wdll  be  discussed  separately. 

ACUTE  RENAL  FAILURE  PICTURE 

Abrupt  onset  of  renal  functional  impairment 
occurs  in  such  renal  diseases  as  acute  glomerulo- 
nephritis, accelerated  or  malignant  phase  of  hyper- 
tensive disease,  and  bilateral  focal  cortical  necrosis; 
occasionally  in  such  systemic  diseases  as  subacute 
bacterial  endocarditis,  lupus  erythematosis  dissemina- 
tus,  and  periarteritis  nodosa;  in  diseases  due  to 
noxious  agents  wEich  produce  changes  in  various 
sites  of  which  the  kidney  is  one;  and  in  bodily  in- 
juries which  induce  a renal  response.  An  attempt  to 
classify  some  of  these  latter  diseases  was  made  on 
the  basis  of  a common  renal  lesion.  Lucke^^  intro- 
duced the  term  “lower  nephron  nephrosis”  to  include 
the  pathologic  changes  found  in  such  conditions  as 
traumatic  and  postoperative  shock,  crush  syndrome, 
blood  transfusion  reaction,  thermal  burns,  and  intoxi- 
cation by  arsenic,  carbon  tetrachloride  and  sulfona- 
mides, in  which  the  significant  clinical  findings  are 
great  diminution  in  urinary  volume  and  uremia. 
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SUMMARY 

Recent  advances  in  the  treatment  of  acute  renal 
failure  consist  of  preventive  measures  based  on  our 
current  concept  of  its  pathogenesis  and  supportive 
measures  based  on  our  knowledge  of  its  natural  history. 
We  have  learned  that  life  is  compatible  with  weeks  of 
anuria  and  that  we  have  methods  of  controlling  fluid, 
calorie  and  electrolyte  needs  during  the  period  of  total 
renal  functional  impairment. 

Radical  measures,  such  as  the  use  of  the  artificial 
kidney,  peritoneal  lavage  and  replacement  transfusion, 
are  recommended  by  some  for  the  treatment  of  the 
patient  with  acute  renal  insufficiency,  but  the  weight 
of  evidence,  in  our  opinion,  favors  the  more  conserva- 
tive therapeutic  regimen  presented  in  this  discussion. 

Recent  advances  in  the  treatment  of  chronic  renal 
insufficiency  consist  of  attempts  to  prevent  diseases  that 
progressively  destroy  renal  parenchyma  by  the  use  of 
antibiotic  and  chemical  therapeutic  agents  and  to  re- 
verse such  diseases,  once  established,  by  the  use  of 
hormones. 

Since  we  cannot  alter  the  course  of  the  underlying 
disease  in  patients  with  chronic  uremia  due  to  advanced 
renal  disease,  the  aim  of  therapy  is  symptomatic  relief 
and  attempts  to  achieve  this  aim  should  be  conserva- 
tive. 


The  evidence  that  the  pathologic  changes  are  limited 
to  the  lower  nephron,  however,  is  not  conclusive. 
Oliver,  AdacDowell,  and  Tracy^*^  re-examined  this 
problem  and  concluded  that  the  term  “low^er 
nephron  nephrosis”  is  a misnomer  because  changes 
may  occur  in  any  portion  of  the  tubule  from  its 
origin  at  the  glomerulus  to  the  collecting  tubule. 


Presented  at  the  28th  Connecticut  Clinical  Congress,  New  Have?i,  Sefttewber  i~i,  19^3 
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I his  iiTcn iil;iii\’  tlisrrihiirctl  lesion  consists  of  a dis- 
nij)tion  in  the  contiiuiit\'  of  the  tuhiilc  due  to 
necidsis  o|  cells  aiul  fracture  of  the  hasenient  meni- 
hrane.  I he  inechanisni  suggested  for  the  production 
ol  this  lesion  oi  acute  renal  failure  is  anoxia  of  the 
tuhular  cells.  Patients  in  shock  dexelop  anuria  and 
uremia,  aiul  it  is  heliex  ed  that  the  I'enal  lesion  results 
soleh  Iroin  circulatoiA’  insu(licienc\’.  In  experimental 
henioirhagic  shock,  moderate  hlooxl  loss  for  short 
periods  produces  tlecreased  renal  hlood  flow  and 
rexersihle  impairmeiit  of  renal  function,  whereas 
sex  eie  hlood  loss  foi-  longer  periods  protluces  anuria 
aiul  irrexei'sihle  uremia.  I hese  clinical  and  experi- 
mental ohseiA'ations  indicate  that  decreaserl  renal 
hlood  flow,  which  occurs  in  a variet\-  of  xlisease 
states,  can  produce  renal  injiuA'.  Other  mechanistns 
which  ma\’  contribute  to  lunctional  impairmetit  iti 
acute  renal  failure  are  direct  inpir\'  to  the  proximal 
con\ olution  by  a nephrotoxic  agent,  renal  edema  or 
obstructing  casts  in  the  collecting  tubules. 

Mil  HODS  Ol  I Kl  A I M I \ I OK  ACL’  It  KI.XAI,  t AIIA'KF. 

I reatment  of  severe  oliguria  or  anuria,  the  out- 
standing manifestation  of  acute  renal  failure,  is  the 
major  therapeutic  challenge  in  these  patients. 

(airdiac  and  cerebral  svmptoms  occurring  in  the 
course  of  acute  renal  insufHcicncw  are  treated  in  the 
usual  manner.  .Morphine  sulfate,  digitalis,  aiul  oxygen 
are  used  in  the  more  acute  instances  of  pulmonary 
edema.  I ransitory  encephalopathic  symptoms  re- 
(|uire  no  special  treatment;  if  they  persist  or  recur, 
loo  cc.  of  2 per  cent  solution  of  magnesium  sulphate 
may  be  gix  en  intravenously  as  an  initial  dose. 

I he  treatment  of  the  anuric  patient  is  discussed 
as  a single  problem  w ith  the  understanding  that  the 
uiulerlying  disease  must  also  be  recognized  and 
treated. 

Attempts  to  treat  persistent  severe  oliguria  or 
anuria  fall  into  the  following  categories:  to  prevent 
Ol  lexeise  the  mechanism  responsible  for  anuria  by 
such  procedures  as  transfusion  of  l)lood,  spinal  anes- 
thesia and  renal  decapsulation;  to  increase  urine  flow 
by  the  use  of  (.liuretics;  to  control  concentrations  of 
urea  and  other  constituents  of  the  plasma  by  such 
})rocediires  as  the  artificial  kidney,  peritoneal  lavage, 
replacement  transfusion,  and  intestinal  intubation;  or 
to  support  fluid,  calorie  and  electrolyte  balance. 

lil.OOl)  1 KANSKUSIONS 

It  is  beliex  ed  that  a\  oidance  of  prolonged  periods 
of  peiipheial  circulatorx'  failure  may  prevent  anuria. 


blood  transfusions  should  be  tisetl  in  the  treatment 
of  extensixe  thermal  burns,  blood  loss  and  trauma  to 
prex  ent  shock  and,  at  the  first  sign  of  shock,  to  dim- 
inish its  duration  aiul  extent.  When  shock  and  anuria 
a[)[)ear  together,  as  in  mercurv  intoxication,  admin- 
istration of  blood  or  plasma  is  indicated. 

SI'l  \ Al,  AN  1 S I II 1 SI  A 

Spinal  anesthesia  has  been  usexl  in  the  treatment  of 
anuria  on  the  assumption  that  renal  x asoconstriction 
is  responsible  for  the  decrease  in  urinary  volume  and 
XX  ith  the  hope  that  renal  (.lenerx  ation  might  relieve 
this  constriction.  I here  is  no  experimental  evidence 
that  indicates  that  tlenerxation  xxould  be  of  xalue 
after  anuria  has  occurred,  and  the  ex  irlence  as  to  the 
clinical  efilcacx’  of  this  procedure  is  not  e'onxuncing. 

KI  N XI,  l)i:CAKSL  l.A  I ION 

Renal  decapsulation  in  the  treatment  of  anuria  is 
ba.sed  on  the  a.ssumption  that  there  is  an  increase  in 
intrarenal  pressure,  that  this  pressure  acts  to  tlecrease 
or  inhibit  renal  blood  floxx  aiul  glomerular  hltration, 
anxi  that  decapsulation  decreases  intrarenal  pressure. 
Proof  of  these  assumptions  is  lacking  and  clinical 
experience  on  the  x\  hole  has  been  disappointing. 

It  is  not  our  practice  to  use  either  spinal  anesthesia 
or  renal  decapsulation  in  the  treatment  of  the  anuric 
patient. 

1st  Ot  1)11  Kt  I ICS 

.Attempts  to  increase  urine  xolume  in  anuric 
patients  by  the  use  of  diuretics  not  onl\’  fail  but  may 
be  inpirious.  Such  osmotic  diuretics  as  hypertonic 
glucose  fail  probabix'  because  anuria  is  associated 
XX  ith  sex’cre  depression  of  glomerular  filtration  so  that 
only  the  smallest  increment  in  urine  floxx’  could  be 
expected  as  a result  of  increasing  osmotic  pressure 
of  the  small  amount  of  tulxular  urine.  In  addition, 
tubular  degeneration  and  necrosis  permit  passix^e 
back  diffusion  into  the  particular  capillarie.s,  since  the 
tubular  cells  no  longer  act  as  a barrier  membrane 
obeying  laxxs  of  concentration  gradients.  Bx"  the 
same  token,  mercurial  xliuretics  arc  also  ineffectual, 
since  only  small  amotints  of  mcrcurx'  xxould  reach 
tubule  cells  and  the  number  of  functioning  cells  is 
consixlerably  decreased,  k'urtherniorc,  failure  of 
lenal  excretion  of  mcrcurx"  xxould  act  to  maintain  a 
high  plasma  concentration  and  add  the  danger  of 
mercLirialism. 

Itinphasis  has  been  placed  on  disturbances  of  the 
electrolyte  pattern  of  the  blood  in  anuric  patients 
and  various  procedures  have  been  employed  to  keep 
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constituents  of  the  plasma  as  close  to  their  normal 
values  as  possible.  It  is  possible  to  vary  the  concen- 
tration of  urea  and  other  dialysable  constituents  of 
the  blood  by  passing  a large  volume  of  heparinized 
blood  through  coils  of  cellulose  acetate  tubing  or 
benveen  t\\  o cellophane  sheets  immersed  in  fluid 
containing  various  dilutions  of  electrolytes,  by  trans- 
peritoneal  lavage  effected  by  the  introduction  and 
collection  of  fluid  through  surgically  placed  intra- 
peritoneal  catheters,  or  by  replacement  transfusion. 
These  procedures  have  been  recommended  by  some 
in  treating  patients  with  persistent  anuria  associated 
with  acute  reversible  renal  disease,  the  procedure 
purporting  to  maintain  life  until  subsidence  of  renal 
pathology  is  followed  by  spontaneous  improvement 
in  renal  function.  Plasma  concentrations  of  urea, 
sodium,  calcium,  potassium  and  other  constituents 
are  used  as  indices  for  instituting  and  guiding  the 
treatment. 

ARTIFICIAL  KIDNEY 

MerrilP^  has  recently  reviewed  what  he  believes 
are  the  indications  and  contraindications  for  the  use 
of  the  artificial  kidney.  He  states  that  “in  acute  renal 
insufficiency,  the  procedure,  if  properly  employed, 
may  be  a valuable  adjunct  to  conservative  manage- 
ment and  occasionally  in  acute  spontaneous  potas- 
sium intoxication  have  a distinct  advantage  over 
other  methods  of  treatment.”  He  discusses  contra- 
indications to  hemodialysis  and  makes  the  following 
points: 

I . Abnormality  of  plasma  concentrations  is  not  an 
indication  unless  accompanied  by  clinical  symptoms. 
If  the  clinical  state  cannot  be  closely  related  to  the 
chemical  imbalance,  the  use  of  the  artificial  kidney 
has  no  value.  2.  Heparinizing  the  patient  in  order  to 
prevent  coagulation  of  the  blood  may  cause  or 
aggravate  hemorrhage  into  such  sites  as  the  gastro- 
intestinal tract  and  brain.  Merrill  cites  their  expe- 
rience of  hemorrhage  occurring  during  the  use  of 
the  artificial  kidney  and  continuing  after  termination 
of  hemodialysis,  even  though  the  clotting  time  is 
restored  to  normal.  3.  Patients  with  acute  glomeru- 
lonephritis, particularly  with  severe  hypertension 
should  not  have  hemodialysis  since  hypertension 
may  be  aggravated  and  convulsions  may  occur  fol- 
lowing the  procedure. 

In  evaluating  indications  for  the  use  of  the  artificial 
kidney  we  should  consider  the  natural  history  of 
anuria  and  the  results  of  conservative  management. 
Reversible  or  irreversible  tubular  injury  has  occurred 


in  patients  with  acute  renal  failure  before  oliguria 
and  anuria  appears.  In  this  sense,  treatment  of  anuria 
is  always  late  and  until  measures  are  available  that 
reverse  tubular  cellular  changes,  therapy  can,  at  best, 
be  supportive  during  that  period  in  which  renal 
epithelium  undergoes  a remarkable  spontaneous 
reparative  process.  Death  of  patients  with  anuria  is 
more  closely  related  to  the  associated  disease  than 
to  failure  of  the  kidney  to  excrete  urine.  Although 
the  number  of  days  from  onset  of  anuria  to  spon- 
taneous diuresis  is  extremely  variable  in  acute  renal 
failure,  in  general  diuresis  occurs  from  the  second 
to  the  sixteenth  day.  Stock“^  reported  anuria  of  six 
to  fifteen  days’  duration  (average  about  ten  days) 
in  twenty-two  patients  who  survived.  He  observed 
a patient  with  complete  uretero-pelvic  obstruction 
due  to  bilaterally  aberrant  renal  arteries  and  veins 
in  whom  simple  supportive  measures  sustained  life 
for  fifty  consecutive  days.  Strauss^^  cites  instances 
in  which  patients  were  reported  as  surviving  pro- 
longed periods  of  complete  anuria  lasting  from 
twenty-eight  to  forty-five  days.  We  observed  a 
patient  who  died  on  the  thirtieth  day  of  anuria. 
Pratt^’^  observed  a ten  months’  old  child  who  re- 
covered after  eleven  days  of  anuria  and  we^^  have 
observed  spontaneous  diuresis  and  recovery  after 
nine  days  of  anuria  in  an  eight  year  old  child. 
Spontaneous  recovery,  it  appears,  can  occur  after 
more  than  two  weeks  of  anuria  and  life  is  compatible 
with  anuria  of  six  weeks  in  the  adult  and  at  least  ten 
days  in  children.  Following  spontaneous  diuresis, 
renal  function  progressively  increases  from  its  very 
depressed  level  and  generally  shows  full  recovery 
within  a few  weeks  or  months.  It  is  not  known 
whether  a prolonged  period  of  anuria  may  result  in 
chronic  renal  disease. 

Alost  patients  will  recover  from  anuria  in  the 
course  of  acute  renal  failure  unless  there  is  excessive 
protein  intake  or  tissue  breakdown,  excessive  fluid 
or  electrolyte  administration,  or  serious  associated 
disease.  Stock-^  reported  a survival  rate  of  eighty 
per  cent  in  fourteen  patients  treated  by  conservative 
measures;  Muirhead,  Vanatta  and  Grollman^"^  re- 
ported eighty-five  per  cent  survival  in  twenty-seven 
patients,  and  Bulk  reports  a recovery  rate  of  seventv^- 
eight  per  cent  in  nine  anuric  patients.  Stock  points 
out  that  only  one  death  in  fifty-two  patients  with 
acute  renal  insufficiency  treated  conservatively  was 
due  to  retention  of  solutes  and  that  this  fatality 
today  might  be  prevented  by  the  use  of  cation  ex- 
change resins. 
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We  are  now  ready  for  a general  statement  on  the 
use  of  the  artificial  kidney  in  the  treatment  of 
patients  with  acute  renal  insufliciency.  The  aitificial 
kidney  is  not  recommended  because  spontaneous 
diuresis  with  recovery  can  occur  aftei  moie  than 
two  weeks  of  anuria,  spontaneous  diuresis  usually 
occurs  before  the  end  of  the  second  week,  and  life 
is  compatible  with  anuria  of  six  weeks  duration. 
Furthermore,  the  results  of  conservative  therapy  are 
excellent,  whereas  there  are  uncontrollable  dangers 
when  the  artificial  kidney  is  used.  This  indictment 
of  the  artificial  kidney  as  a therapeutic  procedure  in 
the  treatment  of  the  anuric  patient  is  not  meant  to 
discourage  further  experimentation  in  this  field  and 
it  may  be  that  indications  for  its  use  under  rare 
circumstances  eventually  may  be  established.  Pen- 
toneal  lavage  and  replacement  transfusion  are  not 
recommended  in  the  treatment  of  patients  with  acute 
renal  insufficiency  on  the  same  grounds. 

Now  let  us  look  at  the  conservative  therapeutic 
regimen  which  we  recommend  in  the  treatment  of 
the  patient  with  acute  renal  failure.  The  most  prom- 
ising results  in  the  management  of  the  anuric  patient 
are  obtained  by  measures  that  rigidly  control  fluid, 
calorie  and  electrolyte  balance. 

CONSERVATIVE  TREATMENT  OF  ACUTE  RENAL  FAILURE 

Just  enough  water  should  be  administered  by 
mouth  or  vein  to  cover  insensible  water  loss.  In- 
sensible water  loss  under  favorable  circumstances 
averages  750  cc.  to  800  cc.  per  day,  water  of  oxida- 
tion will  supply  roughly  300  cc.,  leaving  a water 
requirement  of  500  cc.  To  this  basic  figure  of  500 
cc.  of  water  we  add  the  amount  of  fluid  lost  from 
the  body  in  urine,  excessive  sweat,  diarrhea  or  vomi- 
tus  to  compute  the  daily  requirement.  The  daily 
requirement  of  the  anuric  patient  for  water  must 
also  be  considered  in  the  light  of  other  factors  that 
affect  water  balance  and  that  will  vary  from  patient 
to  patient,  such  as  activity,  body  temperature, 
metabolic  rate  and  the  environmental  temperature 
and  humidity.  The  patient  should  be  weighed  daily 
so  that  a gain  in  weight  indicative  of  excessive  fluid 
administration  will  be  detected.  Excessive  fluid  ad- 
ministration produces  an  increase  in  blood  volume, 
subcutaneous  edema,  and  may  cause  pulmonary 
edema  and  death.  The  difference  between  the  correct 
amount  and  too  much  fluid  is  not  great;  it  is  esti- 
mated to  be  less  than  a few  hundred  cc.’s  a day.  I 
can  remember  the  day  when  postoperative  anuric 
patients  were  given  six  to  ten  liters  a day. 


SUPPLYING  CALORIES 

Administration  of  glucose  supplies  caloric  needs 
and  by  preventing  excessive  breakdown  of  body 
protein  and  fat  reduces  accumulation  of  ketones, 
potassium,  phospate  and  sulphate  to  as  slow  a rate  as 
possible.  Furthermore,  when  glucose  is  converted  to 
glycogen  it  causes  intracellular  deposition  of  potas- 
sium, thus  supplying  additional  protection  against 
hyperkalemia.  The  problem  of  determining  the 
optimal  caloric  intake  of  the  patient  has  not  been 
fully  resolved.  At  one  extreme  some  investigators 
believe  that  100  Gm.  of  glucose  per  day  is  adequate 
and  that  no  further  protein  sparing  results  from 
increasing  carbohydrate  intake  above  this  figure. 
Borst^  in  Holland  and  Bulk  in  England  on  the  other 
hand  recommend  intake  in  excess  of  2500  calories  a 
day  which  they  achieve  by  giving  such  fats  as  butter 
and  peanut  oil.  It  is  difficult  to  decide  this  question 
from  the  limited  number  of  published  case  reports 
comparing  the  results  of  low  and  high  calorie  regi- 
mens, when  one  considers  the  number  of  factors 
that  have  to  be  controlled,  such  as  associated  disease, 
metabolic  needs  and  the  severity  of  the  renal  lesion. 
It  has  been  our  practice  to  supplement  the  calories 
obtained  from  100  Gm.  of  glucose  by  administering 
additional  fat.  We  have  used  peanut  oil  as  a source 
of  added  calories  but  find  that  it  produces  diarrhea 
in  some  patients.  Bull,  who  suggested  the  use  of 
peanut  oil,  had  no  such  difficulty  in  his  early  expe- 
rience but  recently  wrote  that  he  is  also  having 
similar  trouble  and  believes  that  different  batches  of 
oil  vary  in  their  effects.  We  have  also  used  a “hard 
sauce”  which  some  patients  have  been  able  to  ingest 
for  three  or  four  days,  made  by  saturating  butter 
with  granulated  sugar  and  adding  brandy,  whiskey 
or  vanilla  extract  for  flavoring.  In  patients  with 
anuria  of  more  than  four  or  five  days’  duration,  how- 
ever, it  is  usually  necessary  to  provide  fat  and 
carbohydrate  in  a form  that  can  be  administered 
through  a naso-intestinal  tube.  If  vomiting  occurs, 
feeding  should  be  given  by  way  of  a tube  in  or 
below  the  jejunum.  Prepared  fat  emulsions*  are 
available  now  for  oral  feedings.  We  have  found  that 
no  set  feeding  schedule  can  be  adhered  to  but  that  it 
is  necessary  to  vary  the  diet  from  patient  to  patient 
and  even  from  day  to  day  in  a single  patient  suffer- 

*Lipomul-oral  (Upjohn  Company)  contains  forty  per  cent 
peanut  oil  and  ten  per  cent  dextrose,  each  cc.  provides  four 
calories;  Ediol  (Schenley  Laboratories)  contains  fifty  per 
cent  coconut  oil  and  12.5  per  cent  sucrose,  each  cc.  provides 
five  calories. 
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ing  a prolonged  period  of  oliguria.  We  do  not  have 
data  that  indicate  that  by  increasing  the  caloric  intake 
less  body  protein  is  metabolized  and  the  rate  of 
increase  in  blood  urea  concentration  is  slowed,  but 
it  is  our  impression  that  the  patients  are  subjectively 
and  objectively  better  when  on  the  higher  calorie 
intake.  One  patient  who  received  2 500  calories  a day 
in  the  form  of  emulsified  peanut  oil  and  was  rela- 
tively asymptomatic  appeared  as  well  on  the  twenty- 
eighth  consecutive  day  of  anuria  as  at  the  onset.  We 
do  not  believe  that  caloric  intake  is  the  primary 
factor  that  determines  the  natural  history  of  the 
anuric  patient.  It  is  important,  however,  that  the 
calories  be  derived  from  sugar  and  fat  and  not  from 
protein. 

ELECTROLYTE  CONTROL 

The  third  aspect  of  the  conservative  therapy  of 
patients  with  acute  renal  insufficiency  has  to  do  with 
electrolyte  and  pH  control.  The  serum  concentra- 
tions of  potassium,  sodium,  chloride  and  bicarbonate 
are  used  as  guides  in  electrolyte  administration.  No 
electrolytes  are  given  unless  indicated  by  clinical 
manifestations  of  electrolye  deficit  or  excess,  by  low 
plasma  levels,  or  by  known  electrolyte  loss  through 
the  gastro-intestinal  tract  or  skin. 

One  of  the  serious  threats  to  patients  with  acute 
renal  failure  is  potassium  intoxication.  Hoff,  Smith 
and  Winkler^^  demonstrated  that  death  occurred 
regularly  in  anuric  animals  following  ureteral  liga- 
tion or  nephrectomy  as  a result  of  potassium  intoxi- 
cation. The  clinical  manifestations  of  hyperkalemia 
cannot  always  be  readily  identified  and  confirmation 
by  electrocardiogram  and  serum  concentration  may 
be  necessary.  However,  serum  potassium  concentra- 
tion levels  may  be  misleading.  There  may  be  poor 
correlation  among  symptoms,  electrocardiographic 
changes  and  plasma  concentration  of  potassium  in 
patients  with  acute  renal  failure.  This  fact  has  sug- 
gested that  other  factors  such  as  acidosis  and  sodium 
deficit  may  contribute  to  potassium  intoxication. 

It  has  been  our  experience  that  significant  increases 
in  serum  potassium  concentration  do  not  occur  if 
no  potassium  is  given  to  the  anuric  patient  in  food 
or  fluid,  if  excessive  body  protein  breakdown  is 
prevented  by  adequate  caloric  feeding,  and  if  blood 
pH  is  controlled  by  administration  of  bicarbonate. 
Should  abnormal  accumulation  occur,  the  cation 
exchange  resins  may  be  used.  Oral  administration  is 
preferred  to  rectal  installation  but  it  has  been  demon- 
strated that  the  latter  is  effective.  Use  of  cation 


exchange  resins  containing  sodium  salts  must  be 
carefully  controlled  since  the  danger  of  increasing 
body  concentration  of  sodium  exists.  A second 
method  of  removing  potassium  employs  the  intes- 
tinal mucosa  as  an  exchange  membrane.  A Miller- 
Abbott  type  tube  is  introduced  into  the  small  in- 
testine and  irrigation  with  potassium-free  solution 
carried  out.  This  procedure  must  also  be  carefully 
controlled  to  prevent  excessive  loss  of  electrolytes  or 
excessive  absorption  of  water. 

PREVENTION  OF  ACIDOSIS 

Acidosis  is  another  threat  to  the  patient  with  acute 
renal  insufficiency.  Here  again,  it  has  been  our 
experience  that  adequate  caloric  intake  decreases  the 
rate  of  accumulation  of  phosphates,  sulphates  and 
other  acid  metabolites.  Should  excessive  retention  of 
acid  occur,  as  indicated  by  clinical  symptoms  and 
significant  quantitative  changes  in  the  serum,  oral 
or  parenteral  bicarbonate  may  be  cautiously  admin- 
istered. Oral  administration  of  10  to  20  Gm.  of 
sodium  bicarbonate  in  the  first  twenty-four  hours  is 
the  average  dose  in  attempting  to  treat  acidosis. 
Hypertonic  sodium  bicarbonate,  five  per  cent,  has 
been  used  intravenously  but  raises  the  problems  of 
excessive  sodium  administration  and  increased  osmo- 
larity  of  the  blood.  Furthermore,  since  the  kidney 
is  not  functioning  in  these  patients  it  is  necessary 
to  use  caution  to  avoid  the  real  danger  of  excessive 
alkali  administration.  The  urine  cannot  be  used  as  a 
guide  since  bicarbonate  administration  will  either 
fail  to  alkalinize  the  acid  urine  observed  in  acute 
renal  failure  or  a lag  period  will  warn  too  late  of 
overcorrection.  Respiratory  alkalosis  has  been  re- 
ported following  correction  of  metabolic  acidosis  in 
patients  to  whom  sodium  lactate  was  given  or  who 
were  treated  by  dialysis  using  the  artificial  kidney."^ 

Plasma  sodium  concentration  in  patients  with 
anuria  is  extremely  variable  and  the  advisability  of 
seeking  to  correct  hyponatremia  is  still  a debated 
question.  If  any  free  water  is  administered,  hyper- 
tonic saline  has  no  advantage  over  normal  saline,  and 
its  administration  may  be  extremely  dangerous.  But 
we  are  not  certain  that  sodium  should  be  given  to  all 
patients  in  whom  plasma  sodium  concentration  is 
decreased.  An  occasional  patient  will  show  a signifi- 
cant hyponatremia  without  apparent  cause,  there 
being  no  excesssive  loss  of  sodium  from  the  skin  or 
gastro-intestinal  tract.  It  is  not  known  to  what  extent 
hyponatremia  represents  a shift  in  body  sodium  from 
the  extracellular  fluid  to  other  sites,  but  it  is  known 
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that  the  administration  of  sodium  to  patients  before 
diuresis  occurs  may  result  in  pulmonary  edema.  Ad- 
ministration of  hypertonic  saline  to  patients  with 
decreased  plasma  sodium  concentration  will  be  on  a 
safer  and  more  rational  basis  when  more  data  are 
available  on  the  osmolarity  of  blood  in  such  patients. 

During  the  recovery  phase  careful  observation  is 
necessary  to  avoid  the  danger  of  excessive  electrolyte 
loss.  Tubular  function  remains  impaired  after 
glomerular  filtration  begins  to  improve  and  excretion 
of  such  electrolytes  as  sodium,  chloride  and  potas- 
sium may  be  excessive.  Hypochloremia  has  been  ob- 
served by  Thorn-^  and  Burwell,  Kinney  and  FinclT’ 
during  the  postanuric,  early  diuretic  phase.  Callaway 
and  Roemmich'^  reported  the  development  of  hypo- 
kalemia in  a patient  anuric  for  fourteen  days  follow- 
ing exposure  to  carbon  tetrachloride.  Symptoms  and 
electrocardiographic  changes  associated  with  de- 
creased potassium  serum  concentrations  were  re- 
versed on  the  seventh  day  after  diuresis  started  by 
intravenous  administration  of  5 Gm.  of  potassium 
chloride  in  one  liter  of  normal  saline  given  over  an 
eight  hour  period.  It  is  therefore  necessary  in  this 
phase  of  recovery  to  continue  to  observe  the  patient 
for  symptoms  and  signs  of  electrolyte  loss  and  to 
follow'  serum  concentrations.  The  danger  of  over- 
loadino-  wfith  fluid  and  salts  continues  to  exist  in  the 

O 

postanuric,  diuretic  phase  and  indications  for  their 
administration  must  be  carefully  evaluated.  Bull® 
studied  discrete  renal  functions  in  patients  with  acute 
tubular  necrosis  and  found  that  the  duration  of  the 
early  diuretic  phase  ranged  from  five  to  eighteen 
days  with  a mean  of  twxlve  days.  Patients  wdth  acute 
renal  failure,  therefore,  ret|uire  close  observation 
for  at  least  tw'o  to  three  weeks  following  the  onset 
of  diuresis. 

TREATMENT  OF  CHRONIC  RENAL  INSUFFICIENCY 

Treatment  of  chronic  renal  insufficiency  may  be 
considered  first  from  the  prophylactic  point  of  view, 
that  is,  the  prevention  or  reversal  of  those  diseases 
that  progressively  destroy  renal  parenchyma,  and 
second,  management  of  patients  with  chronic  uremia. 

PREVENTION 

Our  information  concerning  prevention  and  early 
reversal  of  renal  disease  is  of  fairly  recent  origin  and 
inadequate  for  definitive  conclusions.  The  preven- 
tive treatment  of  glomerulonephritis  is  primarily  the 
elimination  of  respiratory  and  other  infections.  If  it 
were  possible  to  treat  infection  at  the  very  onset. 


antibiotics  might  be  able  to  influence  the  develop- 
ment and  intensity  of  the  immunological  response. 
How'ever,  once  infection  is  clinically  evident,  treat- 
ment of  that  infection  by  antibiotics  would  not  in 
theory  be  expected  to  break  the  chain  of  events  that 
leads  to  glomerulonephritis.  Should  it  be  shown, 
how'ever,  that  the  incidence  of  glomerulonephritis 
can  be  decreased  by  early  and  adequate  treatment  of 
hemolytic  streptococcal  infections,  the  role  of  anti- 
biotic therapy  in  prophylaxis  will  be  apparent.  The 
results  obtained  in  decreasing  the  incidence  of 
rheumatic  fever  by  prompt  and  adequate  antibiotic 
therapy  suggest  that  this  approach  may  be  applicable 
to  glomerulonephritis.  Similarly,  it  is  interesting  to 
speculate  on  whether  the  widespread  use  of  anti- 
biotic and  chemical  agents  early  in  the  treatment  of 
urinary  tract  infections  will  reduce  the  number  of 
patients  with  atrophic  pyelonephritis  who  develop 
chronic  renal  insufficiency. 

DIET,  NITROGEN  MUSTARD,  HORMONES 

Dietary  treatment  is  thought  by  some  to  influence 
the  course  of  renal  disease.  It  has  been  suggested  that 
protein  restriction,  by  limiting  the  w ork  of  the  kid- 
ney, might  decrease  the  chances  of  acute  renal 
disease  progressing  to  the  chronic  state.  Addis^ 
recommended  a low  protein  diet  in  acute  renal 
disease  (0.2  Gm.  protein  per  kg.  of  body  weight), 
consisting  chiefly  of  cereals,  sugar  and  fruit  juices, 
supplemented  by  vitamins,  iron  and  calcium,  fol- 
lowed by  small  gradual  increases  in  protein  content 
up  to  0.75  Gm.  protein  per  kg.  In  chronic  renal 
disease,  even  wfith  hypoproteinemia,  proponents  of 
low  protein  therapy  advise  a diet  containing  20  Gm. 
of  protein  a day.  We  do  not  believe  that  protein 
restriction  has  a beneficial  effect  on  the  course  of 
renal  disease  and  therefore  recommend  no  restriction 
during  acute  renal  disease  and  normal  protein  intake 
in  the  chronic  uremic  patient. 

Nitrogen  mustard  (HNo)®>^  and  steroid  hor- 
mones® have  been  used  to  induce  remissions  in 
patients  with  well  established  renal  disease.  It  appears 
that  these  agents  may  induce  diuresis,  decrease  pro- 
teinuria, and  increase  glomerular  filtration  rate,  renal 
blood  flow  and  maximal  tubular  execretory  capacity. 
This  combination  of  effects  has  been  interpreted  by 
us  as  indicative  of  return  of  glomerular  and  tubular 
function  towards  normal  and  suggests  that  these 
agents  may  be  capable  of  inducing  a remission  in  the 
course  of  such  chronic  renal  disease  as  the  nephrotic 
stage  of  glomerulonephritis.  It  is  not  known  whether 
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this  form  of  therapy  Yill  affect  the  ultimate  outcome 
of  the  disease  but  the  fact  that  it  is  capable  of  revers- 
ing- the  manifestations  of  renal  disease  establishes 
these  agents  as  promising  tools. 

Goldring,  Baldwin  and  I have  found  that  ACTH 
and  cortisone  are  more  effective  than  nitrogen  mus- 
tard in  that  the  hormonal  effects  on  the  manifesta- 
tions of  glomerulonephritis  are  quantitatively 
greater  and  have  a higher  frequency  of  induced 
reniissions.  It  appears  at  this  time  that  ACTH  and 
cortisone  are  both  effective.  We  administered  corti- 
sone in  dosage  ranging  from  loo  to  400  mgms.  a day 
in  four  doses  and  ACTH  in  dosage  ranging  from  100 
to  200  mgms.  a day  in  two  doses,  and  ACTH  in  gel, 
I mgm.  per  pound  of  body  weight  given  once  a day. 
Effective  dosage  is  variable  and  this  problem  is  still 
under  study.  Treatment  periods  ranged  from  ten  to 
twenty-eight  consecutive  days  and  in  some  patients 
serial  courses  of  therapy  were  continued  over 
periods  of  months. 

We  have  administered  forty  courses  of  ACTH  or 
cortisone  to  fifteen  patients  with  glomerulonephritis 
and  a temporary  remission  was  induced  in  about  half 
of  the  patients.  In  no  patient  did  we  observe  any 
untoward  renal  or  systemic  effects  that  did  not 
spontaneously  reverse  themselves.  In  three  patients 
the  repeated  administration  of  HN2  or  ACTH  and 
cortisone  over  a period  of  months  was  associated 
with  what  appears  to  be  a permanent  remission.  The 
post-treatment  follow-up  period  in  these  three 
patients  ranges  from  one  to  four  years  during  which 
time  proteinuria  and  other  manifestations  of  renal 
disease  have  been  absent.  We  have  not  concluded 
that  these  patients  were  cured  as  the  result  of  therapy 
employed  since  there  are  at  least  two  alternative 
explanations.  First,  the  induced  remissions  may  not 
have  been  casually  related  to  the  ultimate  cure  since 
these  patients  might  have  gone  on  to  spontaneous 
cure;  and  second,  the  induced  remissions  contrib- 
uted to,  but  were  superimposed  on  what  might  have 
been  a benign  course  of  glomerulonephritis.  In  other 
words  we  do  not  know  whether  HN2  or  the  steroids 
had  no  effect  on  the  cure,  were  responsible  for  the 
cure,  or  helped  make  cure  possible  in  patients  whose 
disease  was  such  that  cure  was  possible.  It  is  our 
opinion  at  this  time  that  ACTH  and  cortisone  should 
be  used  in  the  treatment  of  patients  w ith  glomeru- 
lonephritis except  for  those  in  the  terminal  hyperten- 
sive and  uremic  stage  of  the  disease.  Nitrogen  mus- 
tard is  not  recommended  in  the  routine  treatment  of 
patients  with  renal  disease. 


In  the  management  of  patients  with  chronic  renal 
insufficiency  we  are  limited  in  what  we  can  expect 
to  accomplish  since  in  the  present  state  of  our 
knowledge  there  is  no  way  to  alter  the  course  of  the 
underlying  renal  disease.  The  aims  of  therapy,  then, 
are  symptomatic  relief  and  supportive  treatment,  and 
attempts  to  produce  these  results  should  be  con- 
servative. 

I shall  outline  only  briefly  our  opinions  on  the 
methods  of  treating  patients  with  chronic  renal  in- 
sufficiency since  they  are  in  agreement  with  those 
generally  held. 

OUTLINE  OF  THERAPY 

The  asymptomatic  patient  with  chronic  renal 
failure  is  permitted  to  lead  a fairly  normal  life.  If 
deficiency  or  excess  of  an  ion  is  known  to  be  in- 
jurious, an  attempt  at  correction  is  made.  Correc- 
tion of  disturbances  in  the  electrolyte  pattern  of  the 
blood,  however,  is  treatment  directed  at  manifesta- 
tions and  not  at  the  disease.  Consequently,  such  cor- 
rection alone  will  not  alter  the  basic  disturbance 
which  led  to  the  abnormal  serum  concentration.  It 
must  also  be  remembered  that,  in  giving  fluids  and 
electrolytes  to  patients  in  uremia,  there  is  the  danger 
of  heart  failure  due  to  sudden  increase  in  blood 
volume  following  the  administration  of  too  large  a 
volume  of  fluid  parenterally,  and  the  danger  of  rapid 
shifts  from  acidosis  to  alkalosis  following  the  ad- 
ministration of  alkali  because  of  the  kidney’s  inabil- 
ity to  offset  changes  in  pH. 

Dietary  management  is  difficult  at  times  because 
of  anorexia  and  nausea.  We  do  not  limit  protein  in 
the  presence  of  elevated  blood  urea  concentration 
and  recommend  an  intake  of  about  60  Cm.  a day 
unless  there  are  other  indications  for  limiting  pro- 
tein, such  as  hyperkalemia.  There  are  those,  how- 
ever, who  believe  that  protein  intake  should  be 
restricted  to  20  Cm.  a day  in  patients  in  chronic 
uremia.  It  is  difficult  to  evaluate  the  effect  of  varying 
the  amount  of  protein  intake  on  symptoms  or  course 
in  patients  in  the  terminal  stage  of  renal  disease  since 
spontaneous  changes  occur  frequently  in  the  last 
few  months  of  life.  It  is  our  opinion  that  limiting- 
protein  intake,  except  when  indicated  in  rare  in- 
stances, is  of  no  value  and  that  adequate  protein 
intake  may  maintain  the  nutritional  status  of  the 
patient  without  harming  him. 

Therapy  directed  solely  at  reducing  abnormally 
elevated  blood  urea  concentration  is  not  warranted 
in  our  opinion.  Acute  elevation  of  blood  urea  expe- 
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rimentally  and  significant  degrees  of  azotemia  over 
a period  of  years  in  patients  with  chronic  renal 
disease  indicate  that  azotemia  does  not  produce 
symptoms.  Nor  is  there  reason  to  believe  that  one 
can  prolong  the  lives  of  patients  by  maintaining 
decreased  levels  of  blood  urea.  Smith-'^  states  that 
the  retention  of  urea  itself  “does  not  account  for  the 
to.xic  manifestations  and  physiological  disturbances 
of  renal  failure.”  Golding  and  varied  the  blood 
urea  concentration  of  a patient  in  the  terminal 
uremic  stage  of  chronic  glomerulonephritis  from  52 
to  276  mg./ioo  cc.  by  increasing  protein  intake 
from  13  to  238  Gm.  a day.  Although  these  observa- 
tions covered  a relatively  short  period  of  time,  the 
patient  was  without  complaint  during  the  periods  of 
low  blood  urea  concentration  as  well  as  during 
extreme  elevation. 

The  blood  urea  concentration  is  variable  in  patients 
with  uremia  since  they  frequently  have  symptoms 
such  as  anorexia,  vomiting  and  diarrhea,  all  of  which 
affect  the  physiological  factors  that  determine  its 
level,  namely,  urine  volume,  urea  production,  and 
glomerular  filtration  rate.  This  variability  tends  to 
obscure  the  relationship  between  blood  urea  and 
urea  clearance,  but  our  data^^^  demonstrated  an  in- 
verse relationship.  In  103  observations  in  patients 
with  hypertensive  disease  or  glomerulonephritis  on 
a constant  protein  diet  and  with  urine  volume  always 
above  1.5  cc.  per  minute,  elevation  of  blood  urea 
begins  with  the  first  reduction  in  the  urea  clear- 
ance. There  is  no  “renal  reserve”  in  the  excretion  of 
urea.  As  long  as  the  patient’s  nitrogen  metabolism 
and  body  water  remain  constant  and  he  is  in  nitrogen 
equilibrium,  the  blood  urea  will  vary  inversely  with 
the  urea  clearance  from  its  initial  decrease. 

Once  the  patient  has  reached  the  terminal  stage 
of  renal  disease  and  the  urea  clearance  ( and  filtration 
rate)  are  noticeably  decreased,  and  are  fairly  stable 
at  about  5 cc.  per  minute,  variations  in  blood  urea 
concentration  are  no  longer  a quantitative  indication 
of  renal  functional  impairment  and  since  the  level 
of  blood  urea  at  this  time  will  be  determined  primar- 
ily by  such  factors  as  protein  intake,  the  absolute 
level  of  the  blood  urea  is  without  prognostic 
significance. 

The  patient  in  uremia  is  frequently  dehydrated 
and  adequate  fluid  intake  must  be  prescribed.  It  is 
necessary  to  give  as  much  fluid  by  mouth  in  a 
twenty-four  hour  period  as  the  patient  loses  in  the 
same  period  by  way  of  skin,  lungs,  kidneys  and 


gastro-intestinal  tract.  If  the  parenteral  fluid  is  neces- 
sary, a solution  of  5 per  cent  glucose  in  0.85  per  cent 
sodium  chloride  is  valuable  in  combatting  dehydra- 
tion and  hypochloremia. 

Chemical  disturbances  of  body  fluids  vary  from 
patient  to  patient  and  treatment  must  be  individual- 
ized. The  concentrations  of  plasma  electrolytes  are 
used  to  supplement  the  clinical  picture  for  guidance 
in  fluid  and  electrolyte  administration.  Yeomans  and 
Stueck-3  have  re-emphasized  the  work  of  Singer  and 
Hastings’^  that  demonstrated  the  limitations  of 
plasma  COo  content  and  COo  combining  power  in 
evaluating  acid-base  balance  in  patients  in  uremia  and 
recommend  the  use  of  whole  blood  buffer  base  and 
CO2  tension.  Sodium  bicarbonate,  orally  or  paren- 
terally,  Yc^  molar  lactate  intravenously,  or  trans- 
fusions are  administered  cautiously  to  correct  acid- 
osis. Sodium  is  not  limited  unless  congestive  heart  j 
failure  is  a threat  to  the  patient’s  life.  Hyponatremia  [ 
occurs  frequently  in  chronic  uremia  and  sodium 
should  be  administered  to  such  patients  to  guard 
against  exaggeration  of  the  depression  of  glomerular 
filtration.  Failure  of  the  kidneys  to  substitute  am-  j 
monia  and  hydrogen  ions  for  base  explains  in  part 
the  frequent  combination  of  acidosis  and  hypona- 
tremia.^® Respiratory  alkalosis  may  occur  when 
metabolic  acidosis  is  corrected  by  the  administra- 
tion of  sodium  lactate. 

An  attempt  to  combat  the  effects  of  hypocalcemia 
is  made  by  increasing  the  intake  of  milk  in  the  diet 
and  administering  calcium  salts.  Aluminum  hydrox- 
ide is  given  to  decrease  absorption  of  phosphate 
fiom  the  gastrointestinal  tract  in  patients  with 
hyperphosphatemia. 

Potassium  intake  should  be  reduced  in  those 
patients  who  retain  this  cation  excessively.  How- 
ever, retention  of  potassium  to  critical  values  is  rare 
in  chronic  renal  insufficiency,  the  probable  explana- 
tion for  this  being  the  relative  increase  in  potassium 
clearance  in  advanced  renal  disease.  Should  clinical 
manifestations  and  electrocardiographic  changes 
indicative  of  hyperkalemia  occur,  correction  may  be 
attempted  with  intestinal  lavage  introducing  potas- 
sium-fiee  fluid  by  way  of  a Miller-Abbot  tube.  As 
in  acute  renal  insufficiency,  the  cation  exchange 
resins  have  been  reported  as  effective  in  removing 
excessive  potassium.  Potassium  bicarbonate  is  given 
to  patients  with  manifestations  of  hypokalemia. 

We  do  not  use  the  resins  in  the  treatment  of  edema 
in  the  presence  of  chronic  renal  insufficiency  because 
their  use  exaggerates  the  acidotic  trend. 
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There  is  no  satisfactory  treatment  for  the  anemia 
of  chronic  giomerulonephritis  which  does  not  re- 
spond to  iron  or  liver  therapy.  Transfusions  are 
transitory  in  effect  but  when  symptoms  of  anemia 
limit  the  patient’s  activity,  transfusions  are  given  as 
indicated. 

Bromides  and  chloral  hydrate  by  mouth  or  rectum 
are  given  for  sedation  in  the  terminal  uremic  stage. 
If  restlessness  and  insomnia  increase,  morphine  sul- 
fate may  be  given.  Paraldehyde  administered  rectally 
at  intervals  throughout  the  twenty-four  hours  is  one 
of  the  more  effective  soporifics  in  uremia. 
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DYNAMICS  IN  PSYCHIATRY 

Norman  Cameron,  m.d.,  New  Haven. 


T T IS  a welcome  experience  to  find  myself  in  a place 

rvhere  dynamic  psychiatry  is  familiar  and  ac- 
cepted, ^^’here  its  principles  are  well  established  in 
the  medical  community.  There  is  no  need  for  me  to 
take  up  your  time  with  an  exposition  of  such  prin- 
ciples. I can  turn  at  once  to  my  dual  topic:  (i) 
Where  did  dynamic  psychiatry  originally  come 
from?  and  (2)  What  changes  in  medical  education 
may  we  expect  as  a result  of  the  invasion  of  medi- 
cine by  dynamic  concepts? 

Perhaps  I should  first  say  what  I mean  by  dynamic 
psychiatry.  I mean  simply  a psychiatry  that  keeps  its 
sights  always  on  motivation— one  that  never  forgets 
the  invisible,  but  vitally  important,  human  drives, 
the  powerful  tensions  and  conflicts  which  shape  our 
patients’  conduct  and  decisions.  Some  of  these  hidden 
motivational  factors  a patient  may  know  about  and 
be  able  to  talk  to  us  about;  but  many  of  them 
appear  on  the  surface  only  as  signs  and  symptoms. 

This  is  a psychiatry  which  is  in  line  with  the  rest 
of  medicine.  It  is  interested  in  signs  and  symptoms, 
all  right;  but  it  is  always  much  more  interested  in 
what  these  signs  and  symptoms  represent.  So,  in 
dynamic  psychiatry,  we  begin  with  a frank  recogni- 
tion that  we  cannot  arrive  at  an  understanding  of 
the  origins  and  the  character  of  pathological  be- 
havior solely  through  what  a patient  remembers  and 
recognizes,  through  what  he  is  able  and  willing  to 
verbalize. 

Although  in  what  follows  I shall  emphasize 
throughout  the  behavioral  or  psychological  aspects 
of  medicine,  it  goes  without  saying  that  all  human 
activity  involves  physiological  change,  whether  this 
activity  is  normal  or  pathological.  But,  just  as  it  is 
possible  to  have  normal  behavior  in  a patient  with 
definite  tissue  pathology,  so  also  we  must  expect  to 
find  that  pathological  behavior  does  not  necessarily 
mean— in  fact,  usually  does  not  mean— that  there  is 
corresponding  physiopathology.  For  example,  what 


The  Author.  Professor  of  Psychiatry,  Yale 
University  School  of  Medicine 


SUMMARY 

Dynamic  psychiatry  deals  primarily  with  emotional 
and  interpersonal  problems  of  medicine.  It  has  emerged  , 
as  a medical  science  out  of  prescientific  attempts  to  | 
understand  hypnosis  and  to  use  it  therapeutically.  The  | 
physician  Mesmer  made  heroic  use  of  it  in  the  18th 
cenmry;  but  he  failed  because  he  was  argumentative, 
theatrical  and  lacking  in  self  criticism.  Nearly  a hun- 
dred years  later  a neurologist,  Charcot,  and  an  intern- 
ist, Bernheim,  rearoased  medical  interest  in  hypnosis. 
Freud,  who  originally  used  hypnotic  therapy,  studied 
with  both  men.  Eventually  he  developed  new  methods 
and  dynamic  concepts  of  brilliant  originality.  He  met 
opposition  with  more  and  more  clinical  material,  and 
was  himself  one  of  his  most  severe  critics.  Twentieth 
century  medicine  has  been  gradually  absorbing  psycho- 
dynamic attitudes  and  methods.  Now  the  behavioral 
sciences  are  doing  the  same.  Medical  contributions  to 
behavioral  science  are  not  new.  Some  of  the  most  im- 
portant names  in  psychological  history  are  those  of 
physicians — Fechner,  Flelmholtz,  Wundt,  Janet,  James, 
Pavlow  and  Freud.  The  new  collaboration  of  medicine 
with  behavioral  science  presents  new  problems,  espe- 
cially for  medical  students.  General  medical  practice 
includes  well  over  thirty  per  cent  psychiatric  problems. 
Medical  students  need  preparation  for  this  with  a 
practical  knowledge  of  normal  personality  and  its 
genetic  development,  of  emotional  and  interpersonal 
relationships  in  our  swiftly  changing  social  environ- 
ment. As  in  Hippocratic  times,  emotional  and  person- 
ality problems  belong  to  the  whole  of  medicine. 

we  call  normal  behavior  in  one  culture,  will  in  an- 
other culture  be  called  definitely  abnormal;  but,  of 
course,  the  physiological  changes  in  the  individuals 
of  both  cultures  must  be  similar. 
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Now  I am  ready  to  go  back  to  my  first  question: 
Where  did  dynamic  psychiatry  originally  come 
from?  I suppose  it  must  ultimately  have  come  from 
the  ancient  Greeks,  since  everything  else  seems  to 
have  started  with  the  Greeks.  But  within  modern 
times  it  has  certainly  come  out  of  attempts  to  under- 
stand hypnosis  and  to  use  it  therapeutically. 

We  still  do  not  understand  hypnosis  too  wtII; 
and  its  use  in  therapy  is  still  greatly  restricted.  But 
even  if  hypnotism  had  turned  out  to  be  useless, 
which  it  is  not,  or  even  a hoax— which  it  certainly 
is  not— its  fruits  in  terms  of  modern  medicine  would 
still  justify  all  the  trouble  it  has  caused,  all  the  heat 
and  the  squabbling  that  centered  around  it  for  a 
century  and  a half.^  A great  deal  of  this  controversy 
arose  because  of  the  magical  claims  that  hypnosis 
depended  upon  personal  magnetism;  and  some  of 
the  men  who  claimed  this  meant  magnetism  that 
streams  out  from  a person’s  body,  like  the  rays  from 
a schizophrenic’s  “influence  machine.” 

Interesting  as  this  phase  of  prescientific  thinking 
was,  I shall  have  to  pass  swiftly  through  it,  up  to  the 
point  where  it  helped  launch  Sigmund  Freud  on  his 
magnificent  venture,  which  ushered  in  the  modern 
age  of  psychodynamics.  The  first  two  centuries  I 
can  cover  in  a few  sentences.  In  the  sixteenth  century 
we  find  that  angry  medical  genius,  Paracelsus,  main- 
taining that  ordinary  magnets  influence  human 
bodies  in  the  same  way  that  the  stars  do.  This  was 
still  an  age  of  magic  and  astrology;  but  it  was  trying 
hard  to  become  mechanistic. 

In  the  seventeenth  century  we  hit  upon  some- 
thing that  sounds  a little  more  physiological,  though 
it  is  actually  more  of  the  same  old  magic.  The 
physician,  van  Helmont,  came  forth  with  the  claim 
that  a magnetic  fluid,  called  “animal  magnetism,” 
radiates  from  a person’s  body.  He  said  that  this 
magnetic  fluid  could  be  turned  at  will  upon  other 
persons,  so  as  to  influence  their  minds  and  bodies. 
This  is  the  doctrine  of  “personal  magnetism,”  taken 
in  a completely  literal  sense.  It  sounds  exactly  like 
what  we  call  delusional  thinking  nowadays.  But  we 
must  not  lose  sight  of  the  prescientific  times  in 
which  it  occurred.  Neither  must  we  forget  that  this 
was  a serious  attempt  to  account  for  a real  and  im- 
portant fact;  the  fact  that  people  do  influence  one 
another,  in  ways  they  still  do  not  completely  under- 
stand, and  to  a degree  that  often  seems  magical  even 
today.  It  is  a sobering  thought  that  some  of  the 
things  we  all  take  for  granted  and  repeat,  in  the 
medicine  of  1953,  may  well  sound,  two  hundred 


years  hence,  like  the  schizophrenic  “influence 
machine.” 

A hundred  years  or  so  after  van  Helmont,  toward 
the  close  of  the  eighteenth  century,  we  come  at  last 
to  the  turbulent  career  of  Dr.  Anton  Mesmer,  who 
practiced  first  in  Vienna,  where  there  has  been  so 
much  originality  in  so  many  fields,  and  then  in  Paris. 
Mesmer  shared  some  of  Paracelsus’  talents.  Among 
these  was  a talent  for  arousing  virulent  antagonism 
and  keeping  it  alive.  As  a result  of  this  he  was  virtu- 
ally driven  out  of  both  cities.  He  died  in  Switzer- 
land, an  exile,  when  he  was  eighty-one.  And  right 
up  to  the  end  he  was  still  intent  upon  justifying  his 
faith  in  “animal  magnetism”  and  in  his  own  powers. 

Early  in  his  practice  Mesmer  followed  Paracelsus 
to  the  extent  of  actually  using  magnets  to  stroke  his 
patients  with.  But  even  with  his  many  defects  he 
remained  still  something  of  an  empiricist;  for  he 
discovered  that  he  could  get  the  same  results  without 
the  magnets,  and  he  had  the  courage  to  discard  them. 

Was  Mesmer  completely  off  the  track?  Were  his 
claims  based  on  pure  delusion?  Not  at  all.  It  is  the 
consensus  today  that  he  probably  did  treat  neuroses 
succesfully.  He  was  unquestionably  right  in  insisting, 
to  the  end  of  his  life,  that  he  had  been  able  to 
induce  demonstrable  and  rather  extraordinary 
changes  in  his  patients  by  his  methods.  Yet  in  the 
last  analysis  Mesmer  was  a failure.  Why? 

There  are  many  possible  answers  to  this  question. 
I shall  stress  two.  First,  he  wasted  his  major  efforts 
in  trying  to  force  recognition  from  his  many  op- 
ponents and  detractors;  and  second,  he  was  never 
able  to  stand  back  and  look  dispassionately  at  his 
own  procedures.  He  never  succeeded  in  analyzing 
what  he  himself  was  doing;  and  he  never  understood 
just  what  it  was  that  he  was  trying  to  treat.  He 
could  not  distinguish  the  hocus  pocus  in  his  thera- 
peutic methods  from  what  was  sound  and  effective. 
Instead  of  examining  what  he  was  trying  to  do,  with 
something  approaching  self  criticism  and  scientific 
detachment,  Mesmer  appealed  to  showmanship.  He 
tried  to  justify  himself  by  the  size  of  his  practice 
and  his  vogue  among  the  well  to  do  in  Paris.  He  was 
theatrical.  He  turned  to  publicity  and  insistent 
argument,  instead  of  turning  to  the  clinical  facts. 
And  through  it  all  he  clung  to  the  old  animal  mag- 
netism interpretation.  So  much  for  Mesmer,  a re- 
markable and  courageous  man,  but  no  scientist.  His 
personal  failings  helped  him  along  toward  his  ulti- 
mate defeat;  and  they  in  part  accounted  for  the 
disrepute  into  which  mesmerism  quickly  fell. 
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There  was  another  rather  stormy  revival  of  mes- 
merism among  British  medical  men  in  the  1840’s; 
but  it  did  not  last.  Even  during  the  brief  flare-up  of 
interest  and  activity,  however,  a few  advances  were 
made.  Mesmerism  was  given  a new  name  by  the 
Scottish  physician,  James  Braid.  He  christened  it 
neurypnology,  which  took  it  out  of  the  “isms”  and 
gave  it  a good,  neural  sound.  (Our  modern  term, 
hypnosis,  comes  directly  from  neurypnology).  Braid 
also  gave  the  phenomenon  a more  acceptable  ex- 
planation. The  favorite  mode  of  inducing  hypnosis 
then  was  that  of  having  the  patient  fixate  an  object 
well  above  the  line  of  regard.  Braid  felt  that  the 
origin  of  hypnosis  must  be  in  a paralysis  of  the 
fatigued  eyelid  muscles,  and  a spread  of  this  effect 
within  the  nervous  system.  Although  this  explana- 
tion was  completely  inadequate,  it  \vas  at  least 
phrased  in  terms  that  did  not  dishonor  hypnosis. 
Braid  later  pointed  out  also  the  importance  of  sug- 
gestion in  the  induction  of  hypnotic  phenomena. 

After  the  1 840’s,  interest  in  hypnosis  flagged  again, 
until  the  great  Charcot  took  an  interest  in  it.  He 
made  a great  contribution  and  a great  mistake,  both 
of  which  set  the  stage  for  the  appearance  of  modern 
dynamic  psychiatry.  The  great  contribution  was  that 
he  recognized  striking  similarities  between  hysterical 
symptoms  and  hypnotic  phenomena.  This  enabled 
him  to  carry  hypnosis  one  step  further  towards  re- 
spectability. He  formulated  hypnosis  in  the  same 
ways  that  he  had  already  formulated  hysteria,  that 
is,  in  terms  of  reflexes,  sensory  processes  and  muscu- 
lar movement.  This  new  formulation,  even  thoucrh 
it  was  also  inadequate,  at  least  gave  hypnosis  a neuro- 
physiological appearance.  In  such  a guise,  it  finally 
gained  full  official  acceptance  as  something  genuine 
and  worthy,  so  that  anyone  could  show  a frank 
interest  in  it  without  becoming  suspect. 

Charcot’s  great  mistake  was  a natural  one.  He 
concluded  from  the  striking  similarities  that  hyp- 
notic phenomena  were  always  hysterical;  and  he 
therefore  insisted  that  only  hysterical  patients  could 
be  hypnotized.  This  mistaken  conclusion  led  to  the 
now  famous  controversy  between  Charcot  and  Bern- 
heim,  professor  of  medicine  at  Nancy.  This  other 
man  had  seen  and  taken  part  in  a great  deal  of  hyp- 
notic therapy  (which  Charcot  had  not);  and  he 
insisted  that  anyone  could  be  hypnotized,  and  that 
therefore  hypnosis  was  not  a part  of  hysteria.  The 
significance  of  Bernheim’s  claim  is  very  great  for 
modern  psychiatry  and  psychotherapy.  It  made 
hypnosis  and  suggestion  both  normal  phenomena. 


and  paved  the  way  for  an  unlimited  extension  of 
hypnosis  as  a therapeutic  procedure,  and  suggestion 
as  an  explanatory  principle.  Bernheim  also  made  the 
important  observation  that  suggestion  in  the  waking- 
state  is  similar  to  that  in  the  hypnotic  state.  This,  in 
a way,  presages  Freud’s  step  in  abandoning  hypnosis 
for  free  association. 

It  was  one  of  Charcot’s  students  who  managed  to 
eclipse  all  of  his  predecessors  and  contemporaries  in 
this  field.  This  man  was  Sigmund  Freud.  One  gets 
some  inkling  of  Freud’s  industry  from  the  fact  that, 
during  his  stay  in  Paris  and  after  he  returned  home, 
he  translated  tu  o volumes  of  Charcot’s  writings  from 
the  French;  and  both  before  and  after  his  short  visit 
to  Nancy,  where  he  went  to  get  the  lowdown  on 
Bernheim’s  work,  he  managed  to  translate  two  of 
Bernheim’s  volumes  into  German.  But  it  was  not 
his  industriousness  that  distinguished  Freud.  He 
showed  intellectual  brilliance,  daring  originality, 
great  erudition,  and  a spirit  of  scientific  detachment. 

It  was  Freud  who  took  the  loose  threads  of  Euro- 
pean psychiatry  and  psychology,  and  together  with 
many  of  his  own  creation,  wove  an  empirical  fabric 
of  great  strength  and  originality.  It  is  essentially 
Freud’s  fabric,  as  we  all  know,  that  has  become  the 
basis  of  dynamic  psychiatry.  And  he  is  also  a chief 
contributor  to  dynamic  psychology,  that  is,  to  the 
psychology  of  motivation,  drives,  tension,  conflict 
and  the  unconscious  determination  of  behavior. 

One  of  Freud’s  most  revolutionary  steps  was  the 
one  he  took  when  he  abandoned  hypnosis— which  in 
his  day  had  become  one  of  the  neurologist’s  stand- 
bys— and  substituted  for  it  the  method  of  free  asso- 
ciation in  the  waking  state.  The  couch  and  the  talk- 
ing were  still  there;  but  the  hypnotic  trance  w'as 
gone.  The  story  of  what  led  Freud  to  make  this 
change— the  serious  limitations  of  hypnotic  therapy— 
has  been  told  by  him  in  his  own  autobiographical 
writings,  and  is  too  w'ell  known  to  bear  repetition 
here.  On  the  same  grounds  I shall  pass  over  his 
equally  revolutionary  development  of  the  empirical 
concepts  of  resistance,  repression  and  the  defense 
mechanisms,  his  founding  of  the  new  science  of 
dream  interpretation,  and  his  courageous  and  in- 
sightful use  of  transference.  Suffice  it  to  say  that 
today  most  of  his  basic  conceptions  have  been  taken 
over,  not  only  by  psychiatry  but  by  other  behavior 
sciences  also. 

And  this  brings  me  now  to  the  questions  I have 
been  moving  toward  from  the  start:  How  can  we 
account  for  the  fact  that  psychodynamics  has 
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fimillv  succeeded  in  infiltrating  psychiatry?  And, 
w hv  is  it  that  the  other  behavior  sciences  are  admit- 
ting' psychodvnamics  today,  ^^■hen  for  so  many 
decades  they  rejected  such  concepts  out  of  hand? 

1 shall  try  to  ans\'^yr  the  first  question  first,  because 
1 think  the  answer  to  it  is  simpler  and  more  obvious 
than  the  other. 

Psychodynamics  has  infiltrated  psychiatry  large- 
ly because  there  was  a vacuum  in  psychological 
medicine,  a need  for  something  more  than  descrip- 
tion and  classification.  Dynamic  psychiatry  has 
simply  moved  in  and  filled  the  vacuum.  If  there  had 
been  a vigorous,  elTectual  competitor  in  the  field, 
dynamic  psychiatry  might  have  come  much  later, 
and  probably  in  a some\\'hat  different  form.  But 
there  Mas  no  effectual  competitor  in  the  field.  The 
wonder  is  that  dynamic  psychiatry  did  not  moye  in 
long  before  it  did. 

For  the  relative  slowness,  the  almost  osmotic  char- 
acter of  the  process  by  which  dynaniic  concepts 
have  entered  psychiatry,  I have  only  an  evasive 
explanation.  It  is  that  medicine  w as  not  entirely  ready 
for  them.  The  ideas  were  too  original,  too  novel,  too 
strange.  Culturally,  the  \hctorian  and  Edw^ardian 
world  was  shocked  and  repelled  by  some  of  the 
essentials  of  Freudian  doctrine,  which  could  not  be 
watered  down  without  destroying  their  validity: 
for  example,  the  facts  of  infantile  sexuality  and  the 
incest  motive. 

Even  today,  in  our  much  less  inhibited  world,  an 
interesting  study  of  the  osmotic  acceptance  of  psy- 
chodynamics in  medicine  could  still  be  carried  out 
if  anyone  had  the  time,  interest,  expertness  and 
money  to  do  it.  All  over  the  United  States  and 
Canada  wy  have  medical  schools.  In  these  medical 
schools  I am  sure  one  could  find  every  stage  in  the 
osmotic  process,  from  indifference  or  indignant 
rejection  to  enthusiasm  and  finally  to  quiet  accept- 
ance into  the  body  medical. 

There  were,  of  course,  many  factors  hindering 
the  advent  of  dynamic  psychiatry  in  the  universities 
besides  the  forces  of  cultural  conservatism.  One  ex- 
ample will  have  to  serve  for  the  rest.  The  period  of 
the  rise  of  psychodynamics  wnts  also  the  period  of 
the  great  triumphs  of  histological  accounts  of  disease, 
of  microbiology  and  the  biochemical  sciences.  In  this 
same  period  the  sciences  of  interpersonal  relation- 
ships must  have  seemed  pale  and  ineffectual.  No 
biologist  of  that  day  could  have  foreseen  the  advance 
which  these  have  been  making  in  recent  years.  The 
structural,  physiological  and  biochemical  sciences 


w ere  coming  up  in  those  days  wfith  unlimited  good 
answers.  No  need  was  felt  for  interpretations  of  ill- 
ness in  behavioral  terms;  and  no  help  was  expected 
from  such  relatively  undeveloped  other  fields.  And 
here  w as  Freud  coming  up  wfith  novel  interpersonal 
and  intrapersonal  data,  just  as  Mesmer  had  tried  to 
do  a century  earlier;  and  Freud  at  first  got  the  same 
kind  of  treatment  that  Mesmer  did. 

Then  why  did  dynamic  psychiatry  succeed  even- 
tually, where  mesmerism  did  not?  For  one  thing, 
Freud  always  focussed  on  the  basic  problem  of  try- 
ing to  explain  why  things  happened  as  they  did.  Ele 
inquired  of  himself  constantly  as  to  w'hy  his  meth- 
ods worked  or  failed.  For  example,  it  was  out  of 
failures  in  hypnosis,  w'hich  other  practitioners  ac- 
cepted as  inevitable,  that  he  w ent  on  to  develop  the 
far  superior  technique  of  free  association.  The  con- 
cept of  the  transference  he  similarly  evolved  from 
apparent  failure.  Ele  w'as  able  to  become  deeply 
involved  in  methodology,  and  at  the  same  time  to 
maintain  great  detachment  in  relation  to  his  own 
participation  in  the  therapeutic  situation.  By  such  a 
process  and  w ith  such  attitudes  he  built  up  strong 
buKvarks  of  organized  clinical  fact.  He  showed  him- 
self quite  capable  of  shifting  his  ground  when,  in 
the  face  of  new  evidence,  his  hypotheses  turned  out 
to  be  inadequate.  He  even  had  the  courage  to  reverse 
himself  at  times. 

Another  reason  why  dynamic  psychiatry  took 
hold,  where  Mesmer  had  failed,  is  that  Freud  had 
the  gift  of  enlisting  the  loyalty  of  others.  This  not 
only  supplied  him  with  able  co workers;  it  must  also 
have  helped  him  to  persevere,  without  very  much 
more  academic  and  professional  recognition  than 
Mesmer  got.  Freud  used  his  energies  in  treating 
patients,  in  studying  clinical  phenomena,  in  building 
and  elaborating  hypotheses— instead  of  w^asting  time 
and  energy  in  trying  to  force  his  opponents  to 
recognize  and  accept  him. 

It  is,  then,  a simple  historical  fact  that  dynamic 
concepts,  interpretations  and  methods  (wdaich  have 
come  directly  or  indirectly  from  Freud)  have  been 
gradually  absorbed  over  recent  decades,  and  are  now' 
in  the  process  of  being  digested  and  assimilated. 
During  this  period  medicine  needed  increasingly 
effectual  explanations  to  match  the  growfing  recog- 
nition of  neurotic  and  psychosomatic  illness.  No  one 
in  academic  medicine  had  come  up  w ith  really  useful 
information  about  the  patient’s  motivations,  his  un- 
conscious needs,  his  fears,  his  sexual  problems,  his 
hates  and  conflicts.  But  these  outsiders,  w'ith  their 
psychodynamics,  had  for  a long  time  devoted  them- 
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selves  to  the  clinical  study  of  such  problems,  and 
to  conceptualizing  what  they  had  found.  They  were 
ready. 

So  we  find  ourselves  today  in  this  newer  phase  of 
digestion  and  assimilation.  There  is  mutual  modifica- 
tion  going  on,  between  the  dynamic  point  of  view 
in  psychiatry  and  the  problems  in  the  rest  of  medi- 
cine. A really  effective  and  living  psychiatry  is 
developing  in  the  medical  schools  and  teaching  hos- 
pitals, where  our  physicians  of  the  future  must  be 
trained. 

I come  now  to  my  second  question:  Why  are  the 
other  behavior  sciences  also  absorbing  Freudian 
dynamics  today?  Here  there  has  certainly  been  no 
vacuum.  Psychology,  to  name  one  of  them,  has  for 
decades  been  doing  an  extraordinarily  effective  job, 
both  in  theory  construction  and  as  an  experimental 
science.  What  is  the  situation  there?  If  it  seems 
strange  that  medicine  should  have  been  invaded  by 
physicians  talking  psychology,  it  must  seem  at  first 
glance  still  stranger  that  psychology  should  be  in- 
filtrated by  doctrines  developed  in  clinical  practice, 
and  chiefly  by  medical  men.  Yet  we  find  Boring,  the 
foremost  historian  of  experimental  psychology, 
naming  psychoanalysis  as  the  chief  source  of 
dynamic  psychology,  and  naming  Freud  as  the 
greatest  figure  in  contemporary  psychology.^ 

Actually  this  situation  is  not  so  strange.  It  is 
rather  in  the  tradition  than  out  of  it.  The  present-day 
mutual  suspicion  and  defensiveness  between  psy- 
chologists and  medical  men  is  of  very  recent  origin. 
It  is  to  be  hoped  that  it  may  be  also  short  lived. 
Physicians  have  sometimes  contributed  importantly 
to  the  development  of  psychology.  I mention  the 
names  of  Fechner,  Helmholtz,  Wundt,  Janet,  James 
and  Pavlow. 

After  all,  it  must  be  remembered  that  Freud  in  his 
revolt  against  the  psychiatry  of  his  day,  was  actually 
contributing  a system  of  psychology  to  medicine.  It 
seems  likely  that  Freud  was  always  closer  to  the 
main  streams  of  psychological  theory  than  he  was 
to  the  medical  thinking  of  his  middle  years.  We 
know  that  he  was  a man  of  great  erudition  and 
breadth  of  interest.  He  must  certainly  have  been 
influenced  by  the  psychological  atmosphere  to  which 
he  was  exposed. 

I have  mentioned  that  he  translated  Charcot  and 
Bernheim  from  the  French.  But  still  earlier  in  his 
career  he  translated  a volume  of  miscellaneous 
writings  of  John  Stuart  Mill  from  the  English, 
which  was  published  in  1880.  This,  according  to 
Freud  himself,^  he  did  upon  the  recommendation  of 


Brentano,  leader  of  the  school  of  act  psychology, 
under  whom  he  also  took  six  courses  during  1874-76. 
These  six  courses  indicate  the  early  direction  of  his 
interests,  since  they  are  the  only  non  medical  work 
on  his  university  record.^ 

Freud  might  well  have  begun  to  develop  his  own 
highly  original  style  of  thinking  under  the  influence 
of  Mill’s  writings  and  Brentano’s  courses.  It  seems 
justifiable  to  assume  that  a man  of  Freud’s  intellectual 
curiosity  and  thoroughness  would  not  confine  him- 
self to  just  those  essays  of  Mill  which  he  himself  was 
actually  translating.  Mill’s  thinking  would  certainly 
alert  a student  to  problems  of  human  motivation, 
and  make  it  reasonable  for  him,  when  the  need 
developed  in  his  own  later  work,  to  develop  and 
utilize  such  basic  concepts  as  the  pleasure  principle 
and  its  derivative,  the  reality  principle. 

Brentano  was  himself  noted  especially  for  his  doc- 
trine that  psychic  phenomena  are  acts,  that  active 
ideas  are  directed  upon  objects  and  have  intention- 
ality,  the  objects  “inexisting”  within  them.  In  this 
material  it  is  not  difficult  to  detect  some  possible 
sources  of  stimulation  for  the  development  of  some 
of  Freud’s  basic  interests,  perhaps  even  the  later 
concepts  of  object  finding  and  of  introjection  of 
the  object.  In  1874,  the  year  when  Freud  began  his 
studies  with  him,  Brentano  published  one  of  his 
major  works.  In  this  boolc'^  he  devoted  an  entire 
chapter  to  a detailed  discussion  of  the  concept 
of  unconscious  ideas,  which  he  traced  back  as  far 
as  Thomas  Aquinas.  He  begins  the  chapter  with  a 
defense  of  one  sense  of  the  paradoxical  expres- 
sion, “unconscious  consciousness,”  and  ends  it  by 
rejecting  such  uses  of  “unconscious”  as  those 
of  Hartmann,  Herbart  and  Lange.  He  cites  and 
discusses  Hartmann’s  “Philosophie  des  Unbewus- 
sten,”  Lange’s  “Geschichte  des  Materialismus,” 
and  to  a lesser  extent,  Herbart’s  “Lehrbuch  zur 
Psychologie,”  and  his  “Psychologie  als  Wissen- 
schaft.”  Earlier  in  the  book  Brentano  does  battle 
with  Maudsley’s  physiological  interpretations.  He 
quotes  Maudsley’s  statement  to  the  effect  that  the 
most  important  part  of  mental  activity,  the  most 
essential  process  upon  which  thinking  depends,  con- 
sists in  an  unconscious  activity  of  the  mind. 

I should  like  to  speculate  for  a moment  about  the 
possible  influence  of  Herbart  upon  the  beginnings 
of  psychodynamics.  In  the  “Lehrbuch  zur  Psychol- 
ogic,” there  is  the  notion  of  dynamic  psychic  con- 
flict, crudely  expressed  but  unmistakably  there.  Ideas, 
Herbart  says,  become  forces  when  they  resist  one 
another.  Resistance  is  an  expression  of  force;  it 
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occurs  ^\’hen  o or  more  opposed  ideas  encounter 
one  another.  When  an  idea  has  been  inhibited  by 
another  idea,  it  yields  without  being  destroyed,  by 
chanoing  into  a tendency.  When  the  inhibition 
ceases,  the  idea  by  its  own  effort  again  makes  its 
appearance  in  consciousness.  All  ideas  resist  suppres- 
sion, submitting  to  no  more  of  it  than  is  absolutely 
necessary.®  Herbart  represents  consciousness  as  rela- 
tively small,  as  insufficient  for  the  large  number  of 
ideas  which,  therefore,  must  struggle  with  one  an- 
other for  the  privilege  of  becoming  conscious.  Here 
are  possibly  some  of  the  crude  forerunners  of  our 
modern  dynamic  concepts  of  unconscious  conflict, 
repression,  latent  thoughts  and,  perhaps,  the  “in- 
destructible wish.” 

This  is  speculation;  but  I do  not  think  it  is  idle 
speculation.'^  Psychodynamics  undoubtedly  has  its 
primitive  ancestors,  just  as  relativity  has.  It  seems 
: at  least  possible  that  the  early  influences  that  stirred 
i Freud’s  genius  may  be  found  in  the  psychological 
atmosphere  surrounding  Brentano  in  the  middle 
1870’s. 

j But  whatever  its  early  psychological  origins,  twen- 
; tieth  century  psychodynamics  has  developed  as 
I independently  of  academic  psychology  as  of  aca- 
demic  medicine.  To  dynamic  psychiatry  most  of  the 
psychologies  of  the  1910’s  and  1920’s  seemed  as  use- 
I less  as  geology  or  conchology.  And  to  most  psy- 
I chologists  of  the  same  period  psychodynamics 
: seemed  only  a strange,  isolated  school  of  thought 
I with  an  unintelligible  vocabulary.  The  principal 
change  in  this  situation  has  been  brought  about  by 
I American  psychology,  which  had  itself  meanwhile 
matured  and  developed  to  the  point  where  it  needed 
more  dynamic  concepts  than  it  had.  The  concepts 
of  dynamic  psychiatry  were  at  first  found  to  be 
useful,  and  later  to  be  indispensable. 

The  history  of  this  change  is  to  some  extent  a 
history  of  the  emergence  of  motivation,  not  as  the 
property  of  one  school  or  another,  but  as  a dominant 
problem  throughout  the  whole  field  of  pure  and 
applied  psychology.  There  is  no  important  develop- 
ment in  psychology  today  that  is  not  in  some  sense 
dynamic.  All  ongoing  American  psychology  is 
taking  serious  account,  in  one  form  or  another,  of 
such  concepts  as  drive,  need,  tension,  conflict,  goal 
or  purpose,  and  the  unconscious  (or  at  least  non 
conscious)  determination  of  behavior.  The  import- 
ant influence  of  the  Yale  group  in  contemporary 
psychology  has  come  about  in  large  part  through  its 
long  preoccupation  with  these  and  other  basic 
dynamic  concepts. 


For  medicine,  the  rapprochement  between  dy- 
namic psychiatry  and  motivational  psychology  is  not 
an  unmixed  blessing.  Like  relatives  returning  home 
to  live,  psychology  and  the  other  behavior  sciences 
come  bearing  gifts,  but  also  presenting  us  with  new 
problems.  Dynamic  psychiatry  long  ago  extended  its 
basic  generalizations  into  the  behavior  sciences.  It 
advanced  hypotheses  and  drew  conclusions  about 
normal  individual  behavior,  as  well  as  about  neuroses. 
It  studied  genetic  development,  family  and  group 
dynamics.  It  made  hypotheses  concerning  social  pre- 
history. It  discussed  value  systems  and  the  bases  of 
cultural  conflict.  Some  of  these  excursions,  more  or 
less  tentatively  begun,  have  led  to  relationships  of  a 
serious  and  enduring  nature.  Now  the  behavior 
sciences,  with  new  dynamic  insights,  have  succeeded 
in  making  new  and  vital  contributions  to  our  under- 
standing of  man  in  society  and  culture. 

These  are  the  “gifts”  which  we  are  now  being 
offered  by  the  behavior  sciences,  and  which  we  are 
not  prepared  to  take.  So  we  come  finally  to  a prob- 
lem that  I posed  at  the  beginning  of  my  talk:  What 
changes  in  medical  education  will  we  have  to  make 
in  the  light  of  dynamic  concepts?  This  is  only  an- 
other way  of  asking:  “How  shall  we  go  about  train- 
ing the  physicians  of  tomorrow?” 

I wish  I could  finish  up  with  a grand  scheme  that 
would  solve  this  situation  we  are  all  facing— once 
and  for  all.  But  I cannot;  and  I doubt  if  anyone  else 
can.  Medical  education  has  to  grow.  We  can  some- 
times accelerate  the  pace;  and  if  we  are  wise  enough, 
we  can  sometimes  help  to  give  it  new  directions. 
But  the  process  is  still  growth  and  development. 

We  all  know,  of  course,  that  30-40  per  cent  of  our 
medical  patients  present  us  with  psychiatric  prob- 
lems of  one  kind  of  another.  And,  if  we  include 
psychosomatic  involvement,  this  high  percentage 
must  rise  still  higher.  Even  the  psychiatrist  has  come 
to  realize  today  that  psychiatric  problems  are  no 
longer  his  exclusive  property,  but  belong  to  the 
whole  of  medicine.  And  this  means,  of  course,  that 
personality  problems— emotional  and  interpersonal 
problems— belong  to  the  whole  of  medical  prac- 
tice, and  not  to  any  one  specialty.  We  must  some- 
how find  a way  of  preparing  our  medical  students 
for  these  inescapable  aspects  of  their  medical  work. 

The  medical  student  needs  somehow  to  acquire 
expert  knowledge  of  normal  personality  and  the 
normal  human  environment.®  He  should  certainly 
understand  normal  personality  development— the 
characteristics  of  the  normal  infant,  the  child,  the 
adolescent,  the  adult  and  the  senescent.  He  would 
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then  be  able  to  anticipate,  for  example,  the  import- 
ant effects  of  a particular  stage  of  development  upon 
a patient’s  reaction  to  illness— the  difference  in  re- 
action to  a traumatic  illness,  say  at  the  ages  of  two 
years,  fourteen,  and  thirty— or  the  difference  in 
reaction  to  gastrointestinal  disturbances  in  earliest 
infancy,  in  later  infancy,  and  in  adolescence  or  late 
adulthood. 

We  know  that  medical  students  should  under- 
stand clearly  the  dynamics  of  early  sexuality,  of 
pubescent  and  adolescent  attitudes,  of  family  forma- 
tion and  parenthood.  The  statistical  reports  that  are 
appearing  these  days  are  interesting  and  useful;  but 
they  are  no  substitute  for  the  organized  knowledge 
that  our  medical  students  need. 

The  medical  student  should  understand  the  signifi- 
cance of  status  and  role  in  American  life— the  differ- 
ence between  being  a janitor,  a skilled  mechanic 
or  an  office  manager,  when  it  comes,  say,  to  a frac- 
tured arm  or  impaired  vision.  It  would  help  him 
greatly  if  he  were  prepared  for  the  effects  upon 
patients  of  the  swift  changes  in  social  structure  which 
are  now  going  on,  and  for  the  effects  of  our  shifting- 
ethical  and  moral  codes.  He  certainly  needs  to  be 
aware  of  adolescent  stresses,  both  from  the  adoles- 
cent’s point  of  view  and  from  that  of  the  harrassed 
parents— the  difficulties  that  arise  constantly  nowa- 
days over  the  conflict  between  an  adolescent’s  loyal- 
ty to  his  parents  and  his  loyalties  to  his  own  age 
group.  As  we  all  know  only  too  well,  these  prob- 
lems are  likely  to  come  into  the  physician’s  office  in 
the  guise  of  sleeplessness,  headache,  loss  of  appetite, 
bowel  irregularities,  extrasystoles,  or  some  other 
form  of  somatic  protest— the  signs  and  symptoms  of 
a deeper,  underlying  stress. 

Our  dilemma  is  simply  stated:  Most  of  our  medi- 
cal students  enter  the  clinical  years  quite  unprepared 
for  the  emotional  and  interpersonal  problems  which 
they  meet  as  soon  as  they  begin  work  in  medicine 
or  surgery.®  More  than  that,  they  often  lack  even 
the  perspective  they  need  for  an  understanding  of 
dynamic  concepts  in  medical  practice.  And  so,  quite 
unprepared,  they  come  face  to  face  with  complex 
and  sometimes  urgent  problems  of  reaction  to  or- 
ganic illness,  to  trauma  or  disability.  They  meet  an 
unreasonably  prolonged  convalescence  in  one 
patient,  anxiety  in  another  over  the  helplessness  of 
being  bedridden,  fright  in  a third  over  the  prospect 
of  major  surgery  or  of  chronic  disease.  And  in  such 
situations  they  may  have  nothing  to  go  on,  except- 
ing a little  common  sense,  and  whatever  incidental 


knowledge  they  may  have  picked  up.  This  seems  to 
me  like  facing  a student  with  problems  in  modern 
cardiac  surgery  w hen  he  has  no  technical  knowledge 
whatever  of  cardiac  physiology  and  cardiovascular 
dynamics. 

We  need  somehow  to  match  the  fine  training  the 
medical  student  gets  in  the  anatomical,  physiological 
and  biochemical  sciences,  with  equally  sound  train- 
ing in  the  basic  behavior  sciences.  And  we  need  to 
arrange  this  so  that  these  two  kinds  of  interrelated 
training  go  on  at  the  same  time,  from  the  very  start 
of  medical  education.  How  this  is  to  be  managed 
without  weakening  the  essential  work  in  the  present 
preclinical  sciences  is  one  of  our  greatest  puzzles. 
This  is,  of  course,  not  the  psychiatrist’s  problem;  it 
is  yours  and  mine.  I have  no  panacea  to  recommend 
and,  as  I have  already  indicated,  I doubt  if  anyone 
else  has  a prefabricated  solution,  guaranteed  to  w’ork. 
But  until  medical  men  have  solved  this  problem,  it 
will  still  be  there,  staring  us  in  the  face.  And,  in  the 
end,  I don’t  believe  we  can  completely  meet  it  with- 
out some  help  from  the  behavior  sciences,  to  which 
dynamic  psychiatry  has  given  so  much  and  from 
which  medicine  has  so  much  to  gain. 
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SUMMARY 

A rare  case  of  traumatic  rupture  of  a Meckel’s  diver- 
ticulum is  presented  together  with  a brief  resume  of 
the  literature  on  various  interesting  aspects  of  the 
diseases  of  Meckel’s  diverticulum. 

INTRODUCTION 

Meckel’s  diverticulum  is  one  of  the  more  common 
anomalies  seen  on  the  surgical  service  of  the  aver- 
age general  hospital.  This  clinical  entity  has  received 
considerable  attention  in  the  literature  because  it  has 
the  unusual  ability  for  producing  complex  and  atypi- 
cal clinical  patterns,  which  cannot  be  diagnosed  with 
any  great  degree  of  accuracy.  We  have  recently 
encountered  a case  of  Meckel’s  diverticulum  with 
perforation  as  a direct  result  of  non  penetrating 
trauma  to  the  anterior  abdominal  wall.  To  our 
knowledge  no  case  of  this  type  has  been  reported  in 
the  literature.  This  case  wdlll  be  presented  together 
with  a brief  review  of  the  established  facts  concern- 
ing this  anomaly. 

[ 

HISTORICAL  FEATURES 

Hildanus  in  1598  first  described  a diverticulum  of 
the  small  intestine.  Four  others,  Cavater  in  1671, 
Ruysh  in  1707,  Littre  in  1742  and  Morgagni  in  1769, 
described  similar  diverticuli,  before  Johann  Friedrick 
Meckel  in  1815  accurately  described  the  anatomy, 
embryology,  and  pathology  of  this  congenital 
anomaly  as  we  know'  it  today. 

INCIDENCE 

The  incidence  of  Meckel’s  diverticulum  as  derived 
from  various  reports  of  autopsy  material  in  the 
literature  varies  from  i per  cent  to  2.5  per  cent. 
Reports  derived  from  laparotomy  are  generally 
lower.  Harbin  reported  an  incidence  of  1.3  per  cent 
in  507  laparotomies  where  it  was  carefully  looked 
for. 

The  incidence  is  higher  in  males,  the  ratio  ranging 
from  2-1  to  4-1  in  several  reported  series.  No  ex- 
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planation  can  be  given  for  this  increased  incidence 
in  males. 

EMBRYOLOGY  AND  ANATOMY 

Meckel’s  diverticulum  results  from  incomplete  ob- 
literation of  the  Vitelline  duct  or  yolk  stalk  which 
begins  at  about  the  fifth  fetal  week  and  is  complete 
by  the  seventh  week  of  fetal  life.  When  this  fails  to 
occur  then  various  anomalies  develop.  If  no  oblitera- 
tion takes  place  then  an  intestinal  fistula  may  result. 
Partial  obliteration  can  result  in  a patent  discharging 
sinus  at  the  umbilicus  or,  in  rarer  instances,  if  either 
end  obliterates  leaving  a patent  middle  portion,  the 
accumulated  secretions  from  the  persistent  duct  wall 
form  an  enterocyst.  The  most  common  anomaly,  the 
diverticulum,  follows  complete  separation  of  the 
obliterated  distal  portion  with  persistence  of  the 
proximal  end  resulting  in  an  outpouching  of  the  small 
intestine,  usually  of  the  terminal  portion  of  the  ileum. 
However,  it  may  be  found  to  arise  from  other  por- 
tions of  the  intestine.  In  63  cases  reported  by 
Christie  the  diverticulum  was  observed  to  occur 
between  15  and  90  cms.  from  the  cecum  with  an 
average  distance  of  50.6  cms. 

This  diverticulum  differs  from  other  diverticula 
of  the  small  intestine  in  that  it  contains  all  the  layers 
of  the  muscularis  of  the  intestinal  wall.  It  can  vary 
greatly  in  size  but  usually  averages  from  2 cms.  to  5 
cms.  in  length. 

Heterotopic  tissue  occurs  in  about  25  per  cent  of 
all  Meckel’s  diverticula.  Gastric,  duodenal,  jejunal, 
and  pancreatic  mucosa  have  been  found  in  these 
diverticula.  However,  gastric  mucosa  is  the  most 
frequent  and  according  to  Shaltz  occurs  in  about  16 
per  cent  of  all  cases. 

PATHOLOGY 

The  pathological  changes  seen  in  Meckel’s  diver- 
ticulum may  range  from  simple  inflammation  to 
neoplasm. 

Hemorrhage  is  one  of  the  more  common  patho- 
logical findings;  this  usually  occurs  with  ulceration 
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caused  by  heterotopic  gastric  or  pancreatic  tissue. 
Perforation  can  follow  ulceration  or  can  also  occur 
from  inflammatory  change.  Several  cases  have  been 
reported  in  the  literature  where  perforation  resulted 
from  a foreign  body.  Hiller  and  Bernhard  reported  a 
case  of  inflammation  and  perforation  by  a tomato 
peel  lodged  in  a Meckel’s  diverticulum.  Williams  in 
1940  reported  a case  of  Meckel’s  diverticulum  in 
A\  hich  a fish  bone  had  perforated  the  wall  and  caused 
peritonitis. 

H.  N.  Harkins  collected  160  cases  from  the  litera- 
ture of  intussusception  due  to  invagination  of  a 
Meckel’s  diverticulum.  Invagination  of  a Meckel’s 
diverticulum  can  also  cause  partial  intestinal  ob- 
struction. Cases  of  volvulus  have  also  been  reported. 

This  diverticulum  has  been  found  in  various  type 
of  herniae.  Watson  in  1924  reported  96  cases  in 
inguinal  herniae  and  34  cases  in  femoral  herniae. 

Benign  and  malignant  tumors  have  been  found  to 
originate  in  Meckel’s  diverticulum.  Nygaard  and 
Walters  reported  twenty  malignant  tumors,  fourteen 
of  these  were  sarcomas  and  six  carcinomas.  A car- 
cinoid tumor  in  a Meckel’s  diverticulum  was  report- 
ed by  Paitler  and  Scotti  in  1951. 

DIAGNOSIS  AND  CLINICAL  FEATURES 

Only  in  those  rare  cases  in  which  an  umbilical 
fistula  exists  can  the  diagnosis  be  made  with  certainty 
preoperatively.  Roentgenological  examinations  in  the 
absence  of  a fistula  are  usually  unable  to  demonstrate 
the  diverticulum. 

Rectal  bleeding,  if  present,  in  the  first  three 
decades  of  life,  offers  the  best  clue  to  the  diagnosis. 

Some  authors  attempt  the  preoperative  diagnosis 
of  acute  diverticulitis  on  the  basis  of  persistent  and 
repeated  colicky  pain,  localized  near  the  umbilicus 
with  maximum  tenderness  and  rigidity  about  one- 
half  inch  below  the  umbilicus,  either  to  the  left  or 
right. 

A history  of  melena  or  recent  hemorrhage  by 
rectum  followed  by  acute  peritonitis  should  arouse 
the  suspicion  of  perforated  ulcer  of  Meckel’s  diver- 
ticulum. 

A complication  such  as  intestinal  obstruction  can 
be  readily  diagnosed  but  in  most  instances  the  diag- 
nosis of  the  diverticulum  itself  can  be  made  only  at 
the  time  of  operation. 

TREATMENT 

The  treatment  is  surgical,  either  by  simple  excision 
or  by  resection,  depending  upon  the  presence  and 


extent  of  the  complications  seen  at  the  time  of  sur- 
gery. Incidental  diverticulectomy  is  usually  without 
mortality.  When  complications  exist  the  mortality 
rate  is  high.  Schullinger  and  Stout  quote  mortality 
rates  of  40  per  cent  for  acute  inflammation,  30  per 
cent  in  peptic  ulcer  of  the  diverticulum,  and  42.5 
per  cent  in  perforated  ulcer.  However,  these  statis- 
tics were  compiled  prior  to  the  advent  of  the  broad 
spectrum  antibiotics.  The  use  of  these  antibiotics 
definitely  lowers  the  mortality  rate.  There  are  no 
recent  statistics  present  in  the  literature  on  a signifi- 
cant number  of  complicated  cases  of  Afeckel’s  diver- 
ticulum that  were  treated  by  antibiotics.  We  feel 
certain  that  these  mortality  and  morbidity  rates 
would  be  reduced  to  about  one-half  or  one-third  of 
the  figures  set  forth  by  Schullinger  and  Stout. 


Figure  i 

This  specimen  shows  a probe  passing  through  the 
resected  end  of  the  diverticulum  and  out  through  the 
perforation.  There  was  no  evidence  of  previous 
inflammatory  reaction  in  the  diverticulum. 

CASE  HISTORY 

A 58  year  old  white  male  was  admitted  to  St.  Francis  Hos- 
pital on  September  17,  1953  with  a history  of  having  been 
struck  across  the  lower  abdomen  with  a one  by  four  inch 
plank  while  trying  to  feed  it  through  a circular  saw.  He  had 
considerable  pain  in  the  lower  abdomen  and  was  forced  to 
leave  work  and  lie  down.  The  pain  became  more  severe  and 
he  had  one  episode  of  vomiting.  Upon  admission  he  stated 
that  he  had  been  unable  to  void  since  the  accident  which  was 
about  four  hours  previous. 

Upon  physical  examination  the  patient  appeared  his  stated 
age  and  was  perspiring  profusely  with  an  ashen,  pale  com- 
plexion. Positive  physical  findings  on  examination  were 
limited  to  the  abdomen.  There  was  a 2.5  cm.  by  12  cm.  area 
of  erythema  just  above  the  pubic  symphysis  which  was  said 
by  the  patient  to  be  the  site  of  injury.  There  was  marked 
spasm  of  the  muscles  of  the  entire  lower  abdomen  and  this 


APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer;^ 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 
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APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION, 

RETINAL  HEMORRHAGES^ 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 
giddiness,  paresthesias,  transient  pareses, 
and  encephalopathies;  some 
evidence  of  improved  mental  alacrity. 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Effects;  Side  effects  "minor,  transient,  or  remediable”  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome”— involving  malaise  and  muscle  and  joint  pain  (see  note)— observed. 


NOTE ! Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  ciba  representative  or  write  Medical  Service  Division, 
CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED!  Apresoline  hydrochloride  (hydralazine 
hydrochloride  ciba)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 


1.  TAYLOR,  R.  D.,  OUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  I.  H.:  ARCH.  INT.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE":  BEDELL,  A.  J.;  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATED  PATIENTS. 
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REPORT  ON  EFFECTIVE  ANTIHYPERTENSIVE  PRODUCT  OF  CIBA  RESEARCH 


ALLEVIATES  HAY  FEVER,  OTHER  RESPIRATORY  ALLERGIES 

The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzainine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples:  Loveless  and  Dworin^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 
Feinberg-  noted  relief  in  82%  of  254  cases;  Gay  and  associates-^ 
in  76%  of  51  cases;  Arbesman  and  colleagues'*  in  84%  of 
106  cases.  In  a later  study  Arbesman-^  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . Side  ejfects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 
Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten^  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

Foster®  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 
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PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


Pyribenzamme  25-mg. 
tablets  now  available — 
for  children  and  for  adults 
who  can  be  maintamed 


from  the  usual  dosage 


Supplied:  Pyribenzamine  hydrochloride  25-mg. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1-ml.  ampuls. 
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PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA) 
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For  complete  information  on  Pyribenzamine  ask 

your  CIBA  representative  or  write  Medical  Service  Division, 

CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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INCREASES  PERIPHERAL  BLOOD  FLOW: 

Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action: 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Effects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


AGE  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week — increased  thereafter  to 
50  mg.  four  times  daily— 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED:  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  in  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 


AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
for  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 
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spasm  extended  to  about  2 cms.  above  the  umbilicus.  There 
was  considerable  deep  tenderness  and  rebound.  Rectal  exam- 
ination w'as  negative.  Catheterization  of  the  bladder  showed 
normal  appearing  urine. 

Immediate  laboratory  work  revealed  a white  count  of 
11,500  with  84  per  cent  polys,  14  per  cent  lymphs,  and  i 
per  cent  monos;  hematocrit  49  per  cent,  hemoglobin  14.5 
Gms.  The  urine  was  essentially  negative.  Flat  and  oblique 
films  of  the  abdomen  were  essentially  negative. 

Because  the  abdominal  signs  were  so  typical  of  intra- 
abdominal trauma,  the  patient  was  taken  to  the  operating 
room  about  one  hour  after  admission.  A right  rectus  incision 
was  made.  Upon  opening  the  peritoneum  a considerable 
amount  of  grayish-tan  biliary  fluid  was  noted  with  a con- 
siderable inflammatory  reaction  evident  throughout  the 
small  bowel  and  cecum.  Upon  further  exploration,  a 
Meckel’s  diverticulum  was  noted  about  55  cms.  from  the 
ileocecal  valve.  This  Meckel’s  diverticulum  had  a broad  base 
and  was  hemorrhagic  in  appearance.  There  was  a small  per- 
foration about  4.5  cms.  in  diameter.  There  were  no  other 
areas  of  perforation  in  the  small  and  large  bowel.  The 
Meckel’s  diverticulum  was  excised  and  the  bowel  wound 
closed  transversely  with  fine  line  closure. 

The  specimen  was  submitted  to  the  pathologist.  The 
pathology  report  stated  that  there  was  no  evidence  of  any 
ulceration  or  inflammation  throughout  the  Adeckel’s  diver- 
ticulum, however,  there  was  some  chronic  passive  congestion 
together  with  a perforated  area  consistent  with  traumatic 
rupture. 

Postoperatively  the  patient  was  intubated  with  a Cantor 
tube  and  placed  on  Terramycin  intravenously.  He  did  re- 
markably well  and  the  Cantor  tube  was  removed  on  the 
third  postoperative  day.  He  was  discharged  from  the  hospital 
on  October  i,  1953,  the  fifteenth  postoperative  day. 
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THE  CANCER  PROGRAM  IN  CONNECTICUT 

Alfred  L.  Burgdorf,  m.d.,  Hartford 


The  Author.  Health  Officer,  City  of  Hartford 


SUMMARY 

A large  portion  of  cancer  funds  are  used  for  research 
in  the  hope  that  a cause  for  cancer  may  be  found  and 
a specific  treatment  employed.  This  does  not  mean 

Presidential  address  delivered  at  Annual  Meeting  of  American 
October  ly, 


that,  when  accomplished,  cancer  will  disappear  from 
the  list  of  causes  of  death. 

The  Connecticut  Division  of  the  American  Cancer 
Society  has  made  progress  during  the  past  year  and 
these  steps  are  outlined.  There  is  a need  for  intensifi- 
cation of  the  educational  program  in  the  future. 
Additional  clinical  research  should  be  encouraged  in 
the  teaching  hospitals  of  Connecticut. 

Cancer  Society,  Connecticut  Division,  Inc.,  at  Hartford  on 
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■CvEKY  l)usiness  organization,  because  of  its  very 

nature,  hopes  to  go  on  forever,  I am  sure.  Its 
success  depends  on  how  well  it  meets  a recognized 
need.  It  may  meet  that  need  by  producing  and 
marketing'  a product  or  by  furnishing  a service. 
The  xA.merican  Cancer  Society  is  not  a business 
v-enture.  It  is  a service  organization  that  does  not 
hope  to  go  on  forever  but  would  like  to  be  able  to 
terminate  its  efforts  as  quickly  as  possible.  For  that 
reason,  unlike  a business  venture,  it  spends  a large 
amount  of  money  annually  to  remove  the  need  for 
its  existence.  The  money  spent  for  research  is  not 
for  the  improvement  of  the  product  but  for  elim- 
inating the  need  of  it. 

Each  year  brings  us  reports  from  the  research 
front  that  hearten  us  in  our  expectation  that  the 
cause  or  causes  of  cancer  may  be  definitely  estab- 
lished, or  that  a specific  treatment  may  be  prepared. 
Once  the  cause  of  cancer  is  established,  however, 
it  does  not  follow  that  cancer  will  immediately  cease 
to  be  a special  problem.  The  control  of  the  factors 
responsible  may  still  present  a Elerculean  job.  We 
have  seen  similar  discoveries  in  the  field  of  infectious 
disease.  Although  the  bacterial  cause  of  certain 
diseases  was  established  in  the  last  quarter  of  the 
previous  century,  we  are  still  striving  for  complete 
control  in  these  diseases. 

T’gphoid  fever,  diphtheria  and  smallpox  are  the 
best  examples  where  most  progress  has  been  made 
in  the  elimination  of  preventable  diseases.  We  have 
been  unable  to  discontinue  the  prevention  programs 
in  these  diseases.  They  continue  as  a constant  threat 
to  health  and  life.  It  is  not  being  overly  pessimislfic 
to  say  that  the  disease,  cancer,  which  has  attacked 
man  from  virtually  his  very  beginning,  will  not 
suddenly  be  routed  by  some  magic  drug  or  by  the 
discovery  of  certain  cancer  producing  factors. 
Every  question  that  science  answers  merely  raises 
one  or  more  additional  questions  that  must  be  con- 
sidered and  studied. 

Although  the  Cancer  Society  is  dedicated  to  a 
crusade  to  control  cancer,  we  must  be  realistic  and 
recognize  that  control,  when  it  comes,  will  not  be 
complete  in  the  sense  that  cancer  will  disappear  from 
the  list  of  causes  of  death.  We  certainly  can  look 
forward  to  moving  it  from  its  present  second  billing 
to  a much  lower  spot  on  the  list.  There  will  be  much 
to  be  done  even  after  causes  and  specific  cures  are 
available. 

We  who  are  interested  in  the  conquest  of  cancer 
must  be  hopeful  realists  looking  forward  to  every 


new  discovery  that  is  made  to  see  how  it  will  add 
to  the  over-all  attack  pattern  against  this  disease.  I 
do  not  believe  we  should  expect  to  pick  up  the  paper 
some  day  and  read  that  Dr.  So  and  So  or  some  re- 
search center  has  dramatically  announced  that  now 
our  problem  is  over.  News  releases  that  play  up  such 
reports  are  very  likely  to  give  the  impression  that 
each  new  discovery  may  terminate  the  cancer 
problem. 

When  an  epochal  discovery  is  actually  made,  it 
will  mean  a complete  reorientation  of  our  program. 
In  the  meantime,  however,  we  must  naturally  con- 
tinually reexamine  our  program  to  make  sure  that 
we  are  doing  as  much  as  we  can  with  the  money 
donated  to  cancer  to  bring  about  modified  control 
now. 

In  my  report  to  you  last  year  I raised  certain 
questions  which  I felt  each  local  branch  might  well 
ask  itself  about  its  local  program.  In  September  of 
this  year  the  officers  of  the  national  society  circu- 
lated a much  more  complete  list  of  questions  about 
programs  “to  stimulate  healthy  discussion  and  self 
criticism.”  These  covered  Professional  Education, 
Public  Education,  Professional  Service,  Volunteer 
Service  and  Organization.  I hope  that  anyone  who 
has  not  seen  this  list  of  provocative  questions  will 
avail  himself  of  it.  The  State  office  will  gladly  fur- 
nish copies  upon  request. 

In  any  annual  business  inventory  effort  the  final 
question  is:  “Have  we  made  any  money  this  year?” 
We  can’t  ask  that  question.  We  can  ask:  “What 
progress  has  been  made?”  Eirst,  I believe,  our 
branches  are  stronger  as  the  result  of  the  last  year’s 
effort.  This  to  me  was  evidenced  on  two  occasions, 
once  when  the  Executive  Committee  met  with  the 
j 8 district  presidents  for  the  first  time,  and  secondly 
when  the  open  meeting  of  the  Board  of  Trustees  was 
held.  On  both  these  occasions  the  Executive  Com- 
mittee was  impressed  with  the  genuine  interest  of 
people  working  in  the  cancer  movement.  There  was 
a greater  sense  of  common  purpose  than  I had  sensed 
before. 

In  the  second  place  the  past  year  saw  the  Society 
bring  about  a reorganization  that  has  affected  the 
State  office  and  all  of  its  subdivisions.  The  time  and 
thought  that  each  branch  and  district  gave  to  a study 
of  its  by-laws  w^as  revealed  in  the  many  valuable 
additions  and  changes  made  in  the  model  set  of 
by-laW'S  which  were  sent  out  by  the  State’s  Stand- 
ards Committee. 
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All  of  this  endeavor  you  know  was  capped  by 
the  national  a^  ard  made  to  the  Connecticut  Division 
by  the  American  Cancer  Society.  This  we  accepted 
with  pride  tempered  by  a sense  of  humility,  know- 
ini’'  ftdl  weW  that  we  still  had  much  to  accomplish. 

I think  we  can  look  with  a great  deal  of  satisfac- 
tion upon  the  great  activity  of  the  Volunteer 
Council  and  regular  meetings  of  branch  staff  with 
State  office  staff'.  These  can  only  mean  a more  effec- 
tive teamwork  throughout  the  whole  Society. 

One  of  the  more  important  accomplishments 
during  the  year  was  the  work  of  the  Standards 
Committee.  It  has  long  been  felt  that  we  needed  a 
job  classification  and  salary  plan  for  similar  types 
of  jobs  in  the  Society.  This  work  is  about  complete 
and  should  serve  as  a valuable  guide  to  the  officers 
at  both  the  state  and  local  level  in  the  years  ahead. 

I believe  one  recommendation  of  the  Medical 
Advisory  Committee  needs  to  be  lifted  out  and  made 
conspicuous:  that  is,  the  establishment  of  a fellow- 
ship program  on  a statewide  basis  with  a provision 
for  revietving  all  applications  in  an  orderly  manner 
before  the  awards  are  made.  This  program  initiated 
originally  in  the  Hartford  Branch  is  now  available 
throughout  the  State  and  should  be  one  more  valu- 
able addition  to  the  professional  education  program. 

Each  year  there  has  been  much  discussion  about 
the  accomplishments  of  the  detection  centers  in 
operation  throughout  the  State.  In  the  past  there  has 
been  considerable  difficulty  in  evaluating  their 
accomplishments.  The  past  year  the  Cancer  Detec- 
tion Committee  evolved  a reporting  method  which 
makes  it  possible  to  compare  the  three  centers  and 
also  to  grasp  the  accomplishment  of  each. 

Since  most  of  you  are  intimately  acquainted  with 
programs  of  education  and  service  that  are  being 
carried  on  throughout  the  State,  I shall  not  dwell 
on  them  here. 

Much  of  the  progress  that  the  Society  has  made 
in  any  year  can  only  be  realized  when  looked  at  in 
relationship  to  our  12  years  of  existence. 

The  need  for  a cancer  organization  in  Connecti- 
cut was  accepted  by  leaders  of  the  Connecticut 
State  Medical  Society  many  years  ago.  They  recog- 
nized that  the  cancer  problem  was  two-sided.  One 
side  represented  the  medical  phases  and  the  other 
the  social  aspects.  To  handle  both  required  the  inter- 
est and  efforts  of  the  medical  profession  as  a whole 
as  well  as  that  of  its  constituent  members;  it  also 
in  no  small  measure  called  for  active  participation 
of  laymen.  Since  physicians  recognize  that  the  solu- 


tion of  the  medical  problems  is  highly  complex  and 
dependent  to  a great  degree  on  the  relationships  that 
exist  between  our  doctor  resources  and  the  people 
at  large,  there  must  have  been  some  medical  appre- 
hension that  a Cancer  Society  in  its  zeal  to  solve  a 
difficult  problem  might  lose  sight  of  what  the  medi- 
cal profession  was  trying  to  accomplish  both  col- 
lectively and  individually.  I believe  that  the  Cancer 
Society  has  realized,  if  not  consistently  at  least  con- 
tinuously, that  it  could  not  solve  a medical  care 
problem,  but  that  it  w ould  complement  and  supple- 
ment wherever  it  could  and  not  attempt  to  sub- 
stitute its  activities  for  those  of  the  doctor.  I believe 
that  mutual  understanding  has  continued  and  been 
more  firmly  established. 

What  about  the  future?  Certainly  we  must  con- 
tinue much  of  the  program  that  we  have  carried  out 
in  the  past.  However,  I believe  we  need  to  intensify 
our  educational  program.  We  need  to  invest  more 
time  and  funds  in  this  field.  For  one  thing  we  have 
hardly  scratched  the  surface  of  the  potential  of  tele- 
vision and  I understand  that  it  is  here  to  stay.  Educa- 
tion is  more  difficult  than  service.  It  is  more  difficult 
to  count  the  number  of  persons  w'ho  have  had  an 
early  discovery  of  cancer  due  to  an  educational 
program  than  it  is  to  tabulate  those  who  are  dis- 
covered in  a detection  center.  The  potential,  how- 
ever, is  greater  because  instead  of  having  12  or  15 
doctors  looking  at  a small  number  of  patients,  you 
can  have  thousands  of  Connecticut  physicians  look- 
ing at  more  thousands  of  properly  motivated  indi- 
viduals. Therein  lies  the  potential  of  early  detection 
in  a public  education  program. 

It  certainly  would  seem  that  the  Cancer  Society 
might  well  promote  and  stimulate  the  establishment 
of  some  new’  base  lines  of  behaviour  patterns  to  use 
as  guides  for  the  future. 

Since  w'e  have  withdrawn  from  supporting  pure 
research,  it  would  be  wdse  for  us  to  foster  in  our 
teaching  hospitals  in  the  State  additional  clinical 
research. 

We  have  actively  supported  the  development  of 
cytological  diagnostic  services.  These  have  been 
accepted  and  have  become  a part  of  good  medical 
services.  On  several  occasions  doctors  have  raised 
the  question  of  making  more  readily  available  patho- 
logical tissue  examination.  To  date  there  has  been 
no  unanimity  of  opinion  about  it.  The  frequent 
repetition  of  the  retjuest  would  seem  to  indicate  a 
need  that  should  be  given  continuing  attention  be- 
fore its  final  disposition. 
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ANNUAL  COUNTY  ASSOCIATION  MEETINGS 

New  Haven,  Thursday,  March  25 

Waverly  Inn,  Cheshire 

Business  meeting  4:30  p.  m.  Dinner:  7:00  p.  m. 

Speaker:  George  S.  Stevenson,  President,  Board  of  Directors,  Grace-New  Haven  Community  Hospital 
Subject:  “WHAT  GOES  ON  IN  THE  MODERN  HOSPITAL” 

New  London,  Thursday,  April  1 

Mohigan  Hotel,  New  London 

Business  meeting  4: 30  p.  m. 

Speaker:  David  Cramer,  m.d..  Professor  of  Medicine,  Jefferson  College,  Philadelphia 
Subject:  “GANGRENE,  ITS  DIAGNOSIS  AND  MANAGEiMENT” 

Hartford,  Tuesday,  April  6 

Hartford  Club,  Hartford 

Business  meeting:  4:30  p.  m..  Hunt  Memorial  Building,  Hartford 

Social  Hour:  6:  30  to  7:00  p.  m.,  Hartford  Club,  Hartford  Dinner:  7:00  p.  m. 

Speaker:  iMr.  C.  Joseph  Stetler,  Secretary  of  the  A.M.A.’s  Committee  on  Legislation 

Middlesex,  Thursday,  April  8 

Commodore  A/IacDonough  Inn,  A4iddletown 
Business  meeting  4: 30  p.  m.  Dinner:  6: 30  p.  m. 

Speaker  and  subject  to  be  announced 

Fairfield,  Tuesday,  April  13 

Stratfield  Hotel,  Bridgeport 

Business  meeting  4: 30  p.  m.  Dinner:  7: 30  p.  m. 

Speaker:  Colonel  Leon  W.  Gray 

Subject:  “ADVENT  OE  JET  PROPULSION” 

Litchfield,  Thursday,  April  15 

Deer  Island  Gate,  Morris 

Social  Hour  6:30  p.  m.  Dinner:  7:00  p.  m. 

Speaker:  James  S.  Hart,  m.d..  Director  of  Bureau  of  Preventable  Diseases  of  the  Connecticut  State 
Department  of  Health 

Subject:  “POLIO  VACCINE  EIELD  TRIAL” 

Windham,  Thursday,  April  15 

Place  and  speaker  to  be  announced 

Tolland,  Tuesday,  April  20 

Place  and  speaker  to  be  announced 
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Hartford  Beckons  Once  More 

Hartford  again  will  welcome  the  Connecticut 
State  Medical  Society  when  it  convenes  in  that  city 
for  its  162nd  annual  meeting  this  month.  In  so  doing 
it  pays  tribute  to  the  Hartford  Hospital  in  its  cen- 
tennial observance  and  it  is  most  fitting  that  the 
foster  parent,  62  years  its  senior,  should  take  cog- 
nizance of  the  leadership  which  the  Hartford  Hos- 
pital has  assumed  in  many  fields,  notably  in  medical 
education. 

A colossal  giant  of  brick,  stone,  steel  and  glass, 
this  institution  has  risen  to  great  heights  during  the 
years  as  a haven  for  the  sick,  providing  one  of  the 
best  rotating  internships  in  the  East;  it  has  become 
a leader  in  medical  and  surgical  care  in  the  State, 
and  is  a community  supported  hospital  with  a re- 
search program  of  no  mean  dimensions. 

Many  of  the  most  prominent  members  of  the 
former  Connecticut  Medical  Society,  now  the  Con- 
necticut State  Medical  Society,  were  the  founding 
fathers,  the  guiding  spirits  as  it  were  in  the  growth 
and  development  of  Hartford  Hospital. 

“True  glory  dwells  where  glorious  deeds  are  done. 
Where  great  men  rise  whose  names  athwart  the 
dusk 

Of  misty  centuries  gleam  like  the  sun!”* 

This  is  not  the  oldest  institution  of  its  kind  in 
Connecticut,  the  New  Haven  Hospital  holding  that 
distinguished  honor.  It  is  not  as  venerable  as  the 
Hartford  Retreat  (now  the  Institute  of  Living),  nor 

*Foulke’s  “The  City’s  Crown” 


the  former  American  Asylum  for  the  Deaf  and 
Dumb,  more  pleasantly  named  School  for  the  Deaf. 
To  find  a suitable  meeting  place  for  the  State  Society, 
devious  routes  were  pursued  such  as  Gilman’s 
Saloon,  the  old  State  House,  the  United  States  Hotel, 
the  County  Court  House,  various  and  sundry  hails. 
It  must  have  been  in  a salutary  atmosphere  that  the 
State  Society  held  its  annual  meeting  on  a few  occa- 
sions within  the  walls  of  the  new  hospital  in  Hart- 
ford. 

Instead  of  dissertations  on  “The  Prophylaxis  of 
Phthisis  Pulmonalis,”  “The  Water  Treatment  of 
Scarlatina  Especially  by  the  Wet  Sheet  Pack,”  and 
“The  Deleterious  Effects  of  Ardent  Spirits,”  we  find 
on  the  1954  scientific  program  a discussion  of  the 
latest  development  in  the  clinical  application  of 
radioisotopes,  the  use  of  the  artificial  kidney,  and  the 
surgical  treatment  of  coronary  insufficiency.  Dr. 
Nolan  and  his  committee  have  prepared  an  out- 
standing program  from  the  store  of  modern  medicine 
to  be  presented  by  leaders  in  the  profession.  The 
162nd  annual  meeting  in  Hartford  offers  a valuable 
two  day  refresher  course  in  postgraduate  medicine. 

Participating  in  Success 

“By  every  standard  of  measurement  which  may  be 
applied  to  an  enterprise  such  as  ours,  1953  has  been 
our  most  successful  year.  We  have  increased  the 
benefits  to  our  subscribers  and  the  stability  of  the 
Corporation  and  have  developed  an  organization  to 
better  meet  the  needs  of  Connecticut  in  the  years 
ahead.” 
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1 hat  is  the  opening  paragraph  of  the  Annual  Re- 
port of  the  I''xec'utive  Director  to  the  Board  of 
Directors  and  Professional  Policy  Goinniittee  of 
Connecticut  Medical  Service  after  five  yeais  of 
operation.  Isach  A\'ord  of  it  will  be  appieciated  by 
the  people  of  this  State.  Connecticut  Medical  Serv- 
ice belongs  to  the  people  and  we  in  medicine  are 
entrusted  \\  ith  the  responsibilities  of  stewardship  and 
achievement. 

Substantial  as  the  Managing  Director’s  statements 
are,  there  is  more  to  be  said  about  CiMS  piogiess  in 
its  brief  life.  It  was,  for  much  of  that  time,  the  most 
rapidly  expanding  plan  in  the  country  and  may  well 
have  that  position  again  after  slowing  up  in  recent 
months,  due  to  many  outside  influences.  In  services 
rendered  Connecticut  Medical  Service  has  an  extra- 
ordinary record.  101,534  subscribers  claims  weie 
paid  in  1953,  500  more  per  week  than  in  195-1 
increase  of  over  37  per  cent.  700,000  people  were 
covered  at  the  years  end,  a gain  of  109,000  in  195  3’ 
it  is  one-third  of  the  population  of  the  State.  Physi- 
cians were  paid  $5,338,763  for  their  services  which 
added  to  the  payments  in  the  four  previous  years 
made  the  striking  total  of  $14,363,123. 

Impressive  as  these  items  are,  there  is  another 
element  inherent  in  this  operation  which  cannot  be 
so  easily  stated  as  figures  on  case  load  and  dollars 
paid.  It  is  the  human  factor,  the  intrinsic  willingness 
of  men  of  medicine  to  be  of  service  to  their  fellow 
men.  An  often  quoted  definition  of  a profession 
applies  aptly  here.  “A  profession,”  Judge  Pound 
said,  “is  an  organized  calling  in  which  men  pursue  a 
learned  art  and  are  united  in  the  pursuit  of  it  as  a 
public  service— no  less  a public  service  because  they 
make  a livelihood  thereby.”  Brilliant  as  the  financial 
and  managerial  success  of  CMS  has  been,  it  could 
not  be  what  it  is  if  it  did  not  have  the  cooperation 
of  the  Participating  Physicians.  There  are  more  than 
2,100  of  them.  153  were  added  last  year,  they  con- 
stitute 85  per  cent  of  the  practicing  physicians  in 
the  State  and  in  1953  these  understanding  men  and 
wximen  not  only  carried  out  the  provisions  of  the 
participating  agreement  but  they  voluntarily  ren- 
dered services  to  1 1 per  cent  more  cases  on  a service 
basis  when  additional  charges  could  have  been  made. 
Without  them  there  would  not  be  Connecticut 
.Medical  Service  at  all  but  only  a medical  indemnity 
scheme  w'ith  limited  purpose.  Public  confidence  and 
personal  satisfaction  come  from  this  participation. 


On  Medical  Writing 

A few  years  ago  an  outspoken  medical  educator 
suggested  that  it  would  be  a good  thing  if  a mora- 
torium w as  declared  on  medical  writing  to  give  an 
opportunity  to  separate  the  w heat  from  the  chaff  and 
to  digest  that  which  was  nutritive.  It  is  probably 
better  that  this  cynical  advice  could  not  be  fol- 
low^ed  but  many  medical  articles  might  be  left  un- 
written w ithout  much  harm.  However,  if  they  are 
going  to  be  written  it  is  w'orth  doing  them  well. 

Anyone  contemplating  medical  authorship  should 
have  “Rx  for  Medical  Writing,”  on  his  desk  and  it 
would  be  better  if  he  read  it  through  before  he 
started.  “Rx”  is  a little  book  by  Edwin  P.  Jordan 
and  Willard  C.  Shepard.  Dr.  Jordan  w'as  formerly 
assistant  editor  of  the  Journal  of  the  American 
Medical  Association  and  is  now'  the  producer  of  a 
daily  health  column  syndicated  by  three  hundred 
new'spapers,  he  likes  to  write  and  know's  how^  to  do 
it.  The  theme  on  the  flyleaf  of  this  helpful  volume 
is  a quotation  from  Alexander  Pope— 

“True  ease  in  writing  comes  from  art,  not  chance 
As  those  move  easiest  wdio  have  learn’d  to  dance.” 
This  is  not  a review’  of  this  valuable  book,  it  is 
rather  comment  hoped  to  encourage  medical  winters 
to  consult  it,  especially  those  with  limited  experi- 
ence. Two  quotes  wdll  give  a hint. 

On  subjects,  Dr.  Jordan  says:  “The  medical  litera- 
ture is  already  overburdened  with  papers  wdiich  are 
merely  rehashes  of  information  previously  published. 
Hence  it  is  important  that  the  subject  should  be  one 
w'hich  stands  a reasonable  chance  of  making  a con- 
tribution to  the  advance  of  knowledge.” 

After  it  has  been  decided  that  the  subject  is  woith- 
w'hile  and  not  just  an  opportunity  to  burst  into 
print,  then  comes  the  craftsmanship  of  setting  it 
down  on  paper  so  as  to  interest  and  inform  the 
reader.  On  that  Jordan  presents  the  basic  truth  of  all 
wTiting— “The  foundation  of  language,  spoken  or 
WTitten,  is  the  individual  w'ord  and  its  positioning  in 
the  sentence.  The  rules  of  grammar  are  supposed  to 
cover  all  this  and  make  it  easy,  but  many  of  us  have 
forgotten  what  grammar  w-e  may  have  known;  too, 
grammar  alone  does  not  solve  all  problems  of 
WTiting.  Reading  and  practice  improve  the  ability  to 
select  words  and  put  them  together,  but  choosing 
the  right  v/ord  and  using  it  in  the  right  place  is  never 
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Medical  \\  riring  is  a fascinating  and  productive 
business,  it  is  also  a difficult  and  elusive  art.  With 
some  it  is  a disease.  Its  essential  purpose  is  to  inform 
the  reader  and  have  him  understand  what  is  being- 
said. 

Solving  Connecticut’s  Blood  Needs 

The  Connecticut  Regional  Blood  Program  will 
shortlv  celebrate  its  4th  anniversary  in  the  service 
of  the  citizens  of  Connecticut  through  the  44  hos- 
pitals served  by  the  Program.  Since  June  of  1950, 
352,978  pints  of  blood  have  been  collected,  a figure 
of  w hich  the  Program  is  justifiably  proud,  and  one 
w hich  more  than  proves  the  interest  of  Mr.  and  Mrs. 
Average  Citizen. 

It  is  well  recognized  by  all  hospital  pathologists 
that  the  needs  for  blood  vary  widely  from  day  to 
day,  the  needs  some  days  being  2,000  per  cent  of  the 
needs  for  other  days.  It  is  further  recognized  that 
blood  outdates  in  2 1 days.  With  these  thoughts  in 
mind,  the  Central  Bank  has  tried  to  maintain  a tw’o 
weeks’  supply  of  blood  based  on  bed  occupancy  in 
each  of  the  member  hospital  banks,  hoping  by  this 
means  to  reduce  emergency  calls  by  the  hospitals. 
It  was  agreed  that  the  Center  wmuld  fill  the  hos- 
pital bank  to  a twm  wrecks’  level,  by  type,  through 
weekly  deliveries,  and  that  failure  to  do  so  would 
indicate  to  the  member  hospital  that  the  Center 
w-as  out  of  blood.  This  signal  to  the  member  hos- 
pital w ould  enable  it  to  take  steps  to  husband  its 
ow  n resources  and  to  contact  neighboring  hospitals 
and  the  local  Red  Cross  chapter  for  help. 

The  basis  for  the  determination  of  the  blood  bank 
level  in  member  hospitals  is  the  fourteen  day  average 
usage  per  occupied  bed,  not  in  excess  of  twelve  pints 
per  occupied  bed  per  annum,  types  being  allocated 
on  the  ratio  of:  O— 45  percent.  A— 40  per  cent,  B— 10 
per  cent,  AB— 5 per  cent,  15  per  cent  of  which  are 
negative.  Two  problems  are  partially  solved  by  this 
method.  It  insures  to  all  hospitals  their  fair  share  of 
all  blood  collected;  and,  by  increasing  the  amount 
of  blood  on  the  shelves  of  the  hospital  blood  banks, 
reduces  the  number  of  emergency  calls.  It  did  not, 
however,  solve  the  problem  of  the  fair  distribution 
of  “O,”  or  universal  type  blood. 

It  is  recognized  by  the  Center  that  requests  for  A, 
B,  or  AB  blood  may  be  issued  to  the  limit  of  collec- 
tions, as  these  bloods  are  only  usable  for  specific 
patients.  In  the  very  rare  types  (B  negative  and  AB 
negative)  the  Center  in  general  only  fills  orders  for 


specific  recipients  already  hospitalized.  As  “O”  type 
blood  can  be  used  universally,  its  fair  distribution 
is  guided  by  the  follow'ing  considerations.  The  two 
weeks’  normal  usage  of  “O”  blood  of  each  hospital 
is  known,  and  except  in  periods  of  plenty  cannot  be 
exceeded  without  endangering  the  supply  of  “O” 
blood  to  other  member  hospitals.  In  addition  the 
supply  must  be  geared  to  collections.  If  total  collec- 
tions fail,  total  “O”  type  blood  available  to  hospitals 
is  reduced.  There  is,  therefore,  apportioned  to  each 
hospital  on  a percentage  basis  the  “()”  type  blood 
received  by  the  Center,  all  hospitals  sharing  the  over- 
all supply  on  an  equal  basis. 

The  system  as  outlined  has  on  the  whole  worked 
w ell.  The  w'eakest  link  lies  in  maintaining  the  con- 
tinued interest  of  donors  to  the  Program,  who 
through  their  local  Red  Cross  chapter  are  the  instru- 
ments w hereby  the  quota  set  up  by  the  Center  may 
be  met  or  exceeded.  It  is  in  this  phase  of  the  Pro- 
gram that  the  medical  profession  can  be  of  great 
help.  The  physician  can  stress  to  his  patients  the  ease 
and  simplicity  of  donation.  He  can  stress  the  perish- 
able nature  of  blood  with  the  need  for  continuous 
replenishment  of  the  blood  bank.  Recipients  of  blood 
and  their  families  know  well  what  availability  of 
blood  has  meant  to  them,  and  they  are  in  a receptive 
mood.  It  is,  however,  not  often  explained  that  this 
availability  is  made  possible  through  the  services  of 
the  Red  Cross  and  that  there  is  no  charge  for  the 
blood  itself.  It  is  in  this  field  of  good  public  relations 
and  publicity  that  the  medical  profession  can  help 
itself  and  the  people  of  this  State  in  maintaining  and 
strengthening  the  Blood  Program. 


Hartford  Hospital  Appoints  Assistant 
Director 

Following  the  selection  and  establishment  in  the 
Hartford  Hospital  of  the  new^  director.  Dr.  T. 
Stewart  Hamilton,  a new  assistant  director  has  been 
selected  and  began  his  duties  Alarch  i.  The  new^ 
appointee  is  Dr.  Ernest  C.  Shortliffe  of  Edmonton, 
Alberta.  He  is  a native  of  Edmonton  and  received 
his  B.A.  and  medical  degrees  from  the  University 
of  Alberta.  He  has  studied  in  the  Department  of 
Hospital  Administration,  School  of  Hygiene  of  the 
University  of  Toronto,  and  w ill  receive  a diploma 
in  hospital  administration  on  completion  of  his 
thesis.  Dr.  Shortliffe  has  practised  medicine  in  Al- 
berta and  also  served  in  the  Royal  Canadian  Air 
Force. 
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Progress  in  Clinical  Medicine 

SURGERY  IN  ACQUIRED  HEART  DISEASE 

R.  Leonard  Kemler,  m.d.,  Hartford 


Tn  1922  Elliott  Cutler  was  quoted  as  saying  that  “the 
heart  is  the  last  frontier  of  surgery.”  Since  that 
time,  and  most  particularly  in  the  last  decade,  that 
frontier  has  been  pushed  back,  so  that  now  the  sur- 
geon has  at  his  disposal  many  techniques  that  permit 
the  correction  of  congenital  heart  defects  and  the 
repair  of  the  damage  caused  by  acquired  heart 
lesions.  It  is  the  purpose  of  this  paper  to  review  the 
criteria  necessary  to  establish  the  existence  of  ac- 
quired heart  disease  that  is  amenable  to  surgical 
treatment,  and  to  indicate  the  methods  of  surgical 
correction. 

The  types  of  acquired  intrinsic  heart  disease  pres- 
ently amenable  to  surgical  therapy  may  be  classified 
as  traumatic,  pericardial,  valvular,  neoplastic,  throm- 
botic, and  arteriosclerotic. 

TRAUMATIC  DISEASE 

The  concept  that  wounds  involving  the  heart  are 
invariably  fatal  held  sway  for  many  centuries  and 
was  essentially  true.  The  first  successful  suture  of 
the  heart  on  record  was  that  of  the  German  surgeon 
Rehn.i  In  both  World  War  I and  World  War  II 
considerable  experience  was  gained  in  the  treatment 
of  these  injuries  and  substantial  numbers  of  patients 
with  penetrating  heart  wounds  and  even  intracavi- 
tary foreign  bodies  were  saved  from  death.  Trau- 
matic disease  of  the  heart  includes  contusion  and 
concussion  which  are  caused  by  blunt  trauma  to  the 
chest  wall  or  by  blast  injury.  Contusion  is  char- 
acterized pathologically  by  diffuse  petechial  hemor- 
rhage or  gross  subepicardial  hematoma.  Severe 
hemorrhage  into  the  muscle  substance  may  be  asso- 
ciated with  mural  thrombi  and  even  coronaiy 
thrombosis. 

Clinically  the  patient  is  pale,  anxious  and  restless, 
with  complaints  of  substernal  pain.  Low  systolic  and 
low  pulse  presssures  are  the  rule.  Pericardial  effusion 
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SUMMARY 

An  attempt  has  been  made  to  show  the  progress 
made  in  the  surgical  management  of  acquired  heart 
disease  in  the  last  ten  years.  There  are  definitive  proce- 
dures for  the  treatment  of  traumatic  and  pericardial 
lesions.  Mitral  commissurotomy  is  an  established  opera- 
tion for  the  treatment  of  mitral  stenosis.  Aortic  com- 
missurotomy is  rapidly  assuming  a place  in  the  treat- 
ment of  aortic  stenosis.  Experimental  procedures  have 
been  indicated  that  may  prove  to  be  the  answer  to  the 
difficult  problems  associated  with  mitral  insufficiency 
and  arteriosclerotic  heart  disease.  Time  alone  can  evalu- 
ate these  procedures. 


may  occur  and  paracentesis  may  be  indicated.  An 
electrocardiogram  should  be  taken  and  this  may 
show  abnormalities  suggestive  of  myocardial  infarct. 

The  treatment  is  nonsurgical  and  follows  closely 
the  general  lines  for  coronary  thrombosis.  The  prog- 
nosis is  very  serious  because  of  the  ever  present  dan- 
ger of  cardiac  standstill  or  ventricular  rupture.^ 

Penetrating  wounds  of  the  heart,  when  large,  are 
usually  promptly  fatal  because  of  hemorrhage.  But 
when  caused  by  a narrow-bladed  instrument,  such 
as  a knife  or  ice  pick,  a stab  wound  may  lead  to 
relatively  slow  bleeding  from  the  heart.  This  bleed- 
ing may  be  readily  tamponaded  by  accumulated 
blood  and  serum  within  the  pericardium  if  a clot 
obstructs  the  small  pericardial  rent.  While  this  in- 
creasing tamponade  may  actually  stop  further  car- 
diac bleeding,  it  usually  does  so  only  at  the  price  of 
severe  restriction  of  cardiac  diastole.  The  latter,  if 
severe,  may  itself  cause  death. 

The  signs  of  tamponade  may  develop  insidiously 
some  minutes  or  hours  after  the  injury.  In  its  earlier 
forms  it  is  characterized  by  elevated  venous  pressure 
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(distended  superficial  veins),  increased  precordial 
dullness,  muffled  or  distant  heart  sounds,  and  a low 
systolic  blood  pressure  with  a relatively  high  dias- 
tolic pressure.  There  also  may  be  “paradoxical  pulse” 
(diminution  in  force,  or  disappearance  of  the  pulse 
on  deep  inspiration),  pallor,  anxiety,  sweating,  etc. 
Fluoroscopically  one  sees  a greatly  enlarged  heart 
shadow  with  little  or  no  pulsations  at  the  borders. 

The  treatment  of  suspected  penetrating  injuries 
of  the  heart  is  directed  towards  two  objectives,  (i) 
to  immediately  relieve  the  greatly  increased  intra- 
pericardial  pressure,  and  (2)  to  suture  the  bleeding- 
chamber.  In  some  clinics  immediate  surgical  explora- 
tion is  undertaken,  and  associated  shock  or  poor 
condition  of  the  patient  is  not  permitted  to  delay 
this  definitive  surgery.  Simultaneous  fluid  and  blood 
administration  during  the  period  of  definitive  attack 
is  considered  sufficient  concomitant  supportive 
therapy. 

Other  workers  such  as  Elkin  and  Campbell,®  and 
Blalock  and  Ravitch,^  have  advised  that  penetrating- 
wounds  of  the  heart  be  treated  more  conservatively. 
They  recommend  diagnostic  and  simultaneous  thera- 
peutic pericardial  aspiration  while  supportive  meas- 
ures are  being  carried  out.  This  can  be  done  using 
the  substernal  paraxiphoid  route  of  aspiration,  which 
is  the  safest  from  the  standpoint  of  avoiding  injury 
to  the  heart  muscle  or  major  coronary  arteries,  or  an 
alternate  parasternal  puncture  in  the  left  5 th  or  6th 
interspace  can  be  used.  If  symptoms  are  relieved 
after  aspiration  and  do  not  recur,  no  operation  is 
indicated.  If  symptoms  recur,  however,  then  surgi- 
cal exploration  of  the  pericardium  with  attempted 
suture  of  the  heart  muscle  is  indicated. 

The  prognosis  depends  greatly  upon  the  severity 
of  the  injury.  Bigger  collected  144  cases  by  various 
writers  with  an  overall  recovery  of  approximately 
50  per  cent.  The  causes  of  death  are  (i)  uncontrol- 
able  hemorrhage,  (2)  tamponade,  (3)  disruption 
of  a cardiac  valve,  (4)  major  coronary  occlusion, 

(5)  disturbance  of  cardiac  conduction  tracts  and 

(6)  infection.- 

PERICARDIAL  DISEASE 

Pericardial  surgery  may  be  divided  into  the  treat- 
ment of  (i)  serous  or  serosanguinous  effusions,  (2) 
purulent  pericardial  effusions,  and  (3)  constrictive 
pericarditis. 

( I )  Serous  or  serosanguinous  effusions  may  be 
caused  by  a variety  of  etiologic  factors.  Among  these 
rheumatic  fever  and  tuberculosis  are  of  principal 


concern.  The  development  of  an  acute  pericarditis, 
since  it  usually  complicates  a serious  systemic  ill- 
ness, may  be  overshadowed  by  the  evidences  of  the 
latter,  and  may  even  be  entirely  overlooked.  Pre- 
cordial or  substernal  pain  that  may  be  pleuritic  or 
may  radiate  to  the  shoulder  is  a common  finding  at 
some  stage  of  the  disease.  Other  symptoms  related 
to  pressure  effects  have  already  been  discussed  in  the 
above  paragraphs.  The  most  characteristic  sign  is  a 
pericardial  friction  rub,  usually  heard  early  in  the 
course  of  the  disease.  With  the  development  of  fluid, 
however,  this  sign  tends  to  become  lost.  Precordial 
dullness  then  becomes  increased,  and  the  heart 
sounds  become  distant.  Radiographically  the  heart 
shadow  becomes  enlarged,  and  the  pulsations  be- 
come diminished  or  absent.  In  the  oblique  position 
a characteristic  posterior  bulge  of  the  cardiac  sil- 
houette can  be  seen. 

Treatment  is  directed  in  two  channels,  one  to- 
wards the  basic  disease  and  the  other  towards  re- 
lieving the  effusion.  Multiple  pericardicenteses  are 
used  to  relieve  pain  and  prevent  tamponade.  Because 
of  the  impossibility  of  completely  evacuating  the 
pericardial  sac  by  this  means,  DonaldsoiE  has  recom- 
mended that  dependent  surgical  drainage  be  em- 
ployed. It  is  felt  by  most  workers,  however,  that 
simple  pericardicentesis  should  be  employed  first 
and,  if  this  fails,  then  surgical  drainage  should  be 
used.  This  drainage  can  be  done  under  local  anes- 
thesia, resecting  either  the  xiphoid  process,  or  the 
sixth  and  seventh  left  costal  cartilages.  The  peri- 
cardial sac  is  then  entered  and  drained  with  a 
Penrose  drain. 

(2)  Purulent  pericardial  effusions  are  now  usually 
treated  by  vigorous  systemic  antibiotic  therapy,  and 
by  needle  aspirations  when  necessary.  Because,  in 
most  cases,  deposition  of  fibrin  upon  the  lining  of 
the  pericardial  cavity  will  lead  to  organization  and 
to  the  eventual  development  of  constrictive  phe- 
nomena, early  surgical  drainage  as  outlined  above 
is  also  indicated. 

(3)  Constrictive  pericarditis  is  a disease  state  in 
which  previous  inflammation  has  produced  an  invest- 
ing fibrous  or  calcific  pericardial  shell.  It  is  nearly 
always  the  end  result  of  an  acute  pericarditis,  though 
the  acute  stage  is  frequently  overlooked.  At  one  time 
it  was  considered  to  be  usually  rheumatic  in  origin, 
but  now  it  is  believed  that  most  cases  are  of  tuber- 
culous or  pyogenic  etiology.  It  is  deleterious  to  the 
circulation  mainly  by  virtue  of  its  constrictive  effect 
upon  the  ventricles,  the  thin  walled  vena  cavae,  and 
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rhe  auricles.  It  is  generally  believed  that  the  heavy 
leathery  or  calcific  pericardium  contracts  because  of 
fibrosis,  and  limits  the  extent  of  diastole  of  the 
ventricles.  Since  they  cannot  fill  to  a normal  capac- 
ity, they  cannot  eject  the  normal  amount  of  blood 
per  systole.  This  is  compensated  for  by  an  increase 
in  venous  pressure,  an  increase  in  heart  rate,  and  by 
progressive  limitation  of  physical  activities.  As  these 
possibilities  of  compensation  become  exhausted,  both 
forward  and  backward  failure  follow. 

The  symptoms  are  those  of  dyspnea,  ascites,  peri- 
pheral edema,  and  occasionally  jaundice. 

I'he  signs  of  constrictive  pericarditis  are  low 
systolic  blood  pressure  with  a relatively  high  dias- 
tolic pressure,  a w'eak  pulse  which  may  become 
paradoxical,  distended  superficial  veins,  muffled  heart 
sounds,  ascites  and  peripheral  edema,  and  a small 
heart  on  fluoroscopy  with  considerable  diminution 
in  the  extent  and  degree  of  cardiac  pulsations  and 
movement.  Direct  measurement  of  peripheral  venous 
pressure  may  show  hypertension  as  high  as  400  mm. 
of  water.  Cardiac  catheterization  shows  high  right 
atrial  and  ventricular  pressures  with  a low  cardiac 
output.  The  electrocardiogram  ususually  shows  low 
voltage  in  all  leads  with  inverted  T waves.  Occa- 
sionally calcification  of  the  pericardium  may  be 
visualized  radiographically. 

The  cases  of  constrictive  pericarditis  have  a poor 
prognosis  under  conservative  management  since  the 
disability  is  progressive.  Digitalization,  mercurial 
diuretics,  and  a low  salt  diet  should  be  employed. 
However,  after  a brief  medical  preparation,  surgical 
therapy  should  be  undertaken. 

Delorme®  first  advised  and  Rehiri  first  performed 
a partial  pericardectomy  for  constrictive  pericarditis. 
Since  then  Churchill,*  Beck,®  and  Heuer  and  Stew- 
art^® have  made  notable  contributions  to  the  surgery 
of  this  condition.  These  men  have  used  an  extra- 
pleural type  of  operation  in  which  a semicircular 
incision  is  made  over  the  precordium,  the  convexity 
being  directed  to  the  right.  The  costal  cartilages  to 
the  left  of  the  sternum  are  removed  and  the  peri- 
cardium is  resected.  A cleavage  plane  can  usually  be 
developed  between  the  fibrin  peel  and  the  intact 
epicardium.  Through  this  incision  it  is  possible  to 
completely  remove  the  pericardium  and  peel  over 
the  right  ventricle,  the  superior  vena  cava,  and  part 
of  the  left  ventricle.  Other  workers  have  felt  that 
mobilization  and  permanent  release  of  the  left  ven- 
tricle are  the  most  important  parts  of  the  procedure, 
and  they  have  chosen  a left  transpleural  approach 
through  a posterolateral  thoracotomy  incision. 


Recently  Holman  and  Willett,^^  and  Holmaffl^  have 
advised  a sternum-splitting  approach  for  pericard- 
ectomy in  constrictive  pericarditis.  Thus,  we  can 
see  that  the  operator  has  the  choice  of  three  expo- 
sures. All  have  some  merit,  and  none  completely 
satisfies  all  requirements.  It  must  be  left  to  the  indi- 
vidual surgeon  to  choose  the  approach  best  suited 
to  any  given  case. 

Dramatic  improvement  may  follow  operation 
with  rapid  reduction  in  venous  pressure,  relief  of 
ascites,  and  steady  diuresis  and  weight  loss.  It  must 
be  remembered,  however  that  in  those  cases  in  which 
the  myocardium  has  been  badly  damaged  and 
scarred,  the  improvement  may  be  a slow  and  gradual 
one,  and  it  may  be  several  months  before  the  results 
of  the  operation  become  manifest. 

VALVULAR  DISEASE 

The  acquired  forms  of  cardiac  valvular  deformity 
which  are  sufficiently  common  to  justify  surgical 
consideration  are  (i)  tricuspid  stenosis  (rare),  (2) 
mitral  stenosis,  (3)  mitral  regurgitation,  (4)  aortic 
stenosis  and  ( 5 ) aortic  regurgitation.  They  are  usual- 
ly the  result  of  rheumatic  fever— a worldwide  en- 
demic disease,  particularly  common  in  temperate 
climates. 

Rheumatic  fever  is  a pancarditis,  attacking  both 
the  myocardium  and  the  valves.  The  myocardium 
usually  heals  by  scarring.  The  valves  become  the  seat 
of  vegetations,  which  appear  along  the  lines  of 
closure.  These  vegetations  and  a zone  of  inflamed 
adjacent  valvular  tissue  become  invaded  by  fibrous 
tissue.  The  commissures  also  become  “frozen”  by 
this  fibrous  tissue  infiltration.  This  produces  stenosis 
with  a mechanical  barrier  to  the  flow  of  blood.  In- 
sufficiency frequently  accompanies  the  stenosis.  It 
is  a consequence  of  shrinkage  or  rolling  of  the  leaflets 
as  the  scar  tissue  contracts,  and  also  of  shortening 
of  the  chordae  tendinae  which  frequently  become 
involved  in  the  process.  Occasionally  the  myo- 
cardium may  be  diseased  at  the  valve  annulus,  pro- 
ducing dilitation  of  the  annulus  with  resultant  in- 
sufficiency without  stenosis. 

( I ) Tricuspid  Stenosis. 

Clinical  rheumatic  tricuspid  stenosis  is  a rare 
disease,  usually  presenting  as  a part  of  a complex 
valvular  syndrome  with  mitral  or  aortic  lesions  or 
both.  Its  anatomic  similarity  to  mitral  stenosis 
makes  it  suitable  for  surgical  correction,  either  by 
simple  digital  dilatation  or  by  incisional  enlargement 
through  the  right  auricular  appendage.  Harken  has 
already  performed  this  operation.  Since  tricuspid 
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stenosis  is  quite  rare,  and  since  its  surgical  correction 
is  similar  in  most  respects  to  that  of  mitral  stenosis, 
further  discussion  of  this  lesion  will  be  omitted. 

(2)  iVlitral  Stenosis, 

Mitral  stenosis  is  by  far  the  most  common  valvular 
lesion  caused  by  rheumatic  disease.  The  ultimate 
pathologic  stage  of  the  rheumatic  mitral  valve  is  a 
rigid  slit  in  a fibrotic  or  calcific  plaque.  The  ob- 
structive effects  of  mitral  stenosis  inevitably  follow 
the  logically  expected  pattern.  The  pressure  in  the 
left  auricle  rises,  and  it  becomes  dilated  and  hyper- 
trophied. This  high  vascular  pressure  is  transmitted 
through  the  pulmonary  veins  to  the  capillaries, 
arterioles,  and  to  the  pulmonary  artery  itself. 
Chronic  pulmonary  hypertension  produces  thicken- 
ing of  the  pulmonary  vessels  and  eventual  paren- 
chymal fibrosis.  The  right  ventricle  undergoes  pro- 
gressive dilatation  and  hypertrophy,  resulting  event- 
ually in  failure.  With  this,  all  the  signs  of  systemic 
congestive  failure  become  evident:  distended  neck 
veins,  enlargement  of  the  liver,  ascites  and  pleural 
effusion,  and  dependent  edema. 

The  symptoms  of  mitral  stenosis  are  essentially 
dyspnea  on  exertion,  hemoptysis,  and  cough.  The 
pathognomonic  signs  are  (a)  a rumbing  diastolic  or 
presystolic  murmur  heard  best  at  the  apex,  and  (b) 
radiographic  evidence  of  a large  left  auricular 
shadow,  usually  demonstrated  in  the  right  anterior 
oblique  view  with  barium  swallow  or  in  the  left 
lateral  projection  with  barium  swallow.  Cardiac 
catheterization  may  demonstrate  an  elevation  of 
the  pulmonary  artery  pressure  and  right  ventricular 
pressure.  The  electrocardiogram  usually  shows  right 
axis  deviation. 

The  idea  of  opening  the  stenotic  mitral  valve 
using  the  finger  or  an  instrument  is  not  a new  one. 
Allen  and  Graham  attempted  it  in  1922.^^  Cutler, 
Levine  and  Beck^^  reported  a successful  case  in  1924, 
and  Souttar  reported  a successful  case  of  digital 
dilatation  in  1925.  It  remained,  however,  for  Bailey^® 
of  Philadelphia  and  Harken^”^  of  Boston  to  bring 
mitral  commissurotomy  eventually  into  the  circle  of 
acceptable  surgical  procedures. 

It  is  the  aim  of  surgery  to  open  the  mitral  valve 
along  its  commissures  using  the  index  finger  to  split 
the  commissures,  or  using  special  knives  when  neces- 
sary. The  problem  of  the  selection  of  cases  for 
commissurotomy  always  arises.  Two  schools  of 
thought  have  developed  on  this  subject.  Brock^®  has 
stated:  “The  indication  for  commissurotomy  in 


mitral  disease  is  the  existence  of  mitral  stenosis.” 
Bailey^^  has  shown  that  the  pathologic  process  and 
the  actual  degree  of  obstruction  of  the  mitral  valve 
in  mitral  stenosis  are  much  more  advanced  than  the 
clinical  symptoms  suggest.  He  points  out  that  it  is 
wrong  to  wait  until  the  great  compensatory  powers 
of  the  circulation  are  exhausted  before  considering 
surgical  intervention.  Obviously  one  cannot  justify 
such  a broad  indication  for  surgery  unless  one  can 
demonstrate  that  the  risk  of  the  operation  is  smaller 
than  the  risk  of  the  disease.  In  the  cases  submitted 
to  surgery  early,  the  operative  mortality  is  of  the 
order  of  i to  2 per  cent.  If  one  limits  his  operative 
experience  to  advanced  and  serious  cases,  the  mor- 
tality rises  to  20-25  cent.  Thus  early  operation 

combines  a minimal  risk  with  a maximal  gain,  for 
the  myocardium  will  be  relatively  undamaged  at 
that  stage  of  the  disease. 

The  other  school  believes  that  many  patients  with 
mitral  stenosis  may  live  relatively  normal  lives  with- 
out operative  intervention,  and  they  feel  that  opera- 
tion should  be  reserved  for  the  more  advanced  cases. 
Even  in  the  latter  group,  however,  the  trend  is 
towards  earlier  operative  interference. 

Contraindications  for  mitral  commissurotomy  are 
relative  and  are  in  a state  of  flux.  One  must  always 
weigh  the  risk  of  conservative  management  in  each 
case,  and  sometimes  a serious  calculated  risk  must 
be  accepted. 

The  limitations  in  respect  to  age  are  gradually 
being  extended  both  upwards  and  downwards.  Be- 
yond the  age  of  sixty,  however,  the  risk  of  surgery 
becomes  quite  high. 

The  presence  of  overt  rheumatic  activity  or  sub- 
acute bacterial  endocarditis  are  definite  contraindi- 
cations to  surgery.  After  an  adequate  medical  regi- 
men, however,  these  patients  should  be  reconsidered. 
A slightly  increased  sedimentation  rate,  however, 
is  not  a contraindication  to  surgery. 

Extreme  cardiac  enlargement  implies  severe  myo- 
cardial damage  or  destruction  and  is  essentially  ir- 
reversible. It  is  doubtful  if  these  patients  could  sur- 
vive the  operation,  and  if  they  would  survive,  clini- 
cal improvement  would  usually  be  slight  or  non- 
existent. This  is  a definite  contraindication  to  opera- 
tion, as  is  persistent,  intractable  heart  failure. 

Neither  auricular  fibrillation  nor  a history  of  pre- 
vious arterial  embolization  is  considered  a contra- 
indication to  surgery,  though  each  of  these  condi- 
tions increases  the  operative  risk  significantly. 
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Briefly  the  teclinic  of  the  operation  consists  of 
enterin<>'  the  chest  through  a left  posterolateral  ap- 
proach. The  pericardium  is  opened,  and  a purse 
string  suture  is  placed  at  the  base  of  the  left  auricular 
appendage.  1 he  appendage  is  opened,  and  the  sur- 
geon’s inde.x  finger  is  cjuickly  inserted  into  the 
auricle,  while  an  assistant  tightens  the  purse  string 
suture  about  the  surgeon’s  finger.  The  surgeon  then 
splits  the  commissures  with  his  index  finger,  or,  if 
this  is  impossible,  xvithdraws  his  finger  part  way 
and  inserts  a special  valvulotome  knife  to  complete 
the  valvulvar  incision.  When  a satisfactory  opening 
has  been  made,  the  finger  is  withdrawn  and  the  purse 
string  is  tied.  The  chest  is  then  closed  in  the  usual 
fashion.  Blood  loss  during  this  procedure  is  usually 
jLiite  small. 

The  overall  mortality  for  this  procedure  in  all 
types  of  cases  ranges  between  10  and  15  per  cent 
( Bland ).-^  Bailey^''  has  reported  83.2  per  cent  definite 
improvement  in  178  patients  that  he  has  followed 
from  one  to  four  years. 

The  question  inevitably  arises  as  to  the  ultimate 
fate  of  the  operated  patients.  It  is  naturally  too  early 
to  make  any  predictions,  but  thus  far  less  than  ten 
per  cent  of  the  patients  that  have  been  successfully 
operated  on  have  shown  any  return  of  stenosis,  and 
in  many  of  these  cases  the  return  of  symptoms  has 
been  extremely  mild. 

( 3 )  Mitral  Insufficiency. 

As  has  been  noted  above,  there  are  two  types  of 
mitral  insufficiency,  one  associated  with  a mitral 
stenosis  and  a hard  open  valve  orifice,  and  one  asso- 
ciated w'ith  a dilated  atrioventricular  ring  (annulus) 
and  a large  flexible  valve.  It  is  easier  to  make  the 
diagnosis  of  the  latter  than  the  former. 

Clinically  mitral  insufficiency  is  characterized  by 
great  left  ventricular  enlargement  with  a loud  sys- 
tolic apical  murmur.  Great  obvious  evidences  of 
cardiac  disability  with  dyspnea  on  exertion,  weak- 
ness, congestive  heart  failure,  and  auricular  fibrilla- 
tion complete  the  picture.  Mitral  insufficiency  asso- 
ciated with  stenosis  may  be  quite  difficult  to  diag- 
nose preoperatively. 

At  the  present  time  surgery  for  this  lesion  is  in  the 
experimental  stage.  Harken  has  attempted  to  block 
the  regurgitation  by  suturing  a plastic  bottle  just 
below  the  valve  orifice.  The  bottle  serves  as  a ball 
valve  to  prevent  regurgitation.  Bailey’^'^  has  attempt- 
ed to  close  the  commissures  by  using  a transventricu- 
lar  approach,  and  suturing  the  mitral  valve  at  its 
commissures  using  living  pericardium  as  a suture 


material.  Neither  method  has  acheived  consistently 
good  results,  and  consequently  neither  method  has 
achieved  wide  acceptance. 

(4)  Aortic  stenosis. 

The  changes  leading  to  aortic  stenosis  are  entirely 
similar  to  those  observed  in  the  mitral  valve.  Fusion 
may  occur  along  all  the  commissures  leaving  only  a 
small  central  opening.  The  left  ventricle  becomes 
hypertrophied,  the  blood  pressure  and  pulse  pressure 
become  low,  and  the  cardiac  output  becomes  fixed. 
Uncommon  exertion  thus  can  cause  dizziness,  an 
anginal  type  of  pain  and  frequently  sudden  death. 
The  electrocardiogram  shows  left  ventricular  strain. 

Aortic  stenosis  has  been  attacked  surgically  using 
special  instruments  and  utilizing  a transventricular 
approach.  The  valve  is  split  at  its  commissures  in  a 
fashion  similar  to  that  used  for  mitral  stenosis. 
Though  this  procedure  is  relatively  new,  its  results 
are  extremely  encouraging.-^ 

(5)  Aortic  Regurgitation. 

This  lesion  has  not  been  successfully  attacked  in 
human  beings  to  date.  Animal  experimentation  is 
being  carried  out  by  application  of  a plastic  valve 
within  the  aortic  lumen  (Hufnagel),--^  and  by  using 
pericardial  tissue  across  the  aorta  to  provide  living 
valvular  tissue  where  there  is  a dearth. 

NEOPLASTIC  AND  THROMBOTIC  DISEASE 

These  conditions  are  considered  together  because 
of  similar  technical  problems.  The  vast  majority  of 
tumors  of  the  heart  are  metastatic  and  are  obviously 
unsuitable  for  resection.  Primary  tumors  of  the  heart 
are  rare  and  are  extremely  difficult  to  diagnose 
except  at  autopsy.  One  tumor,  a benign  fibromyx- 
oma,  may  arise  on  the  interatrial  septum  and  cause 
all  the  symptoms  of  mitral  stenosis.  This  tumor  can 
be  freed  by  intra-atrial  finger  dissection  using  the 
usual  commissurotomy  technic]ue.  It  is  removed 
from  the  auricle  by  making  a second  incision  in  the 
left  superior  pulmonary  vein,  so  that  a finger  may 
be  inserted  through  it  into  the  auricle.  Thus  one 
can  manipulate  the  free  mass  into  the  already  open 
auricular  appendage.  The  same  method  can  be  used 
to  remove  intracardiac  thrombi  that  do  not  flush  out 
by  allowing  the  auricle  to  bleed  for  one  or  two 
beats. 

ARTERIOSCLEROTIC  DISEASE  OF  THE  HEART 

Attempts  to  reconstitute  an  adequate  arterial 
supply  to  a myocardium  that  has  undergone  ischemic 
change  or  actual  infarction  have  gone  along  three 
channels.  The  first  attempts  have  been  directed 
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tow  iirds  the  development  of  extracoroiiaiy  sources 
of  blood  flow  by  utilizing  tissue  grafts  of  peri- 
cardium, propericardial  fat,  omentum,  and  of  lung 
to  the  myocardial  surface.  Most  of  these  procedures 
have  met  with  little  success. 

Other  attempts  have  been  aimed  at  stimulating 
intercoronary  communications  by  mechanical  or 
chemical  irritations  of  the  epicardium  and  subjacent 
myocardium.  Powdered  asbestos  has  been  one  agent 
used  for  that  purpose.  Thompson  and  Plachta-^  have 
reported  favorable  results  by  inserting  magnesium 
silicate  powder  (U.S.P.  talc)  within  the  pericardial 
sac.  This  has  produced  an  acute  inflammatory  re- 
action which  terminated  in  a chronic,  adhesive 
granulomatous  pericarditis  with  extracardiac  and 
intracardiac  vascular  anastamoses,  known  to  persist 
for  ten  years.  No  cases  of  constrictive  pericarditis 
were  reported. 

The  most  recent  attempts  were  directed  towards 
establishing  vascular  anastamoses  betw'een  systemic 
vessels  and  the  myocardium  or  between  the  aorta 
and  the  coronary  sinus  and  its  tributaries.  Vineberg-^ 
has  successfully  transplanted  the  internal  mammary 
artery  directly  into  the  myocardium  of  the  left  ven- 
tricle. This  has  formed  an  anastamosis,  furnishing  a 
third  artery  to  the  left  ventricle  beyond  the  points 
of  coronary  occlusion.  It  has  been  successful  both 
in  dogs  and  in  man.  Beck-'"  has  made  an  anastamosis 
betw^een  the  descending  aorta  and  the  coronary  sinus 
by  means  of  a free  vein  graft  or  an  arterial  graft. 
After  the  function  of  the  anastamosis  has  been  well 
established  (by  the  passage  of  three  or  more  weeks) 
the  outlet  of  the  coronary  sinus  is  ligated.  The 
arterial  blood  flow  goes  through  the  graft  to  the 
coronary  sinus  and  then  backw'ard  through  all  the 
ramifications  of  the  coronary  venous  system.  Venous 
return  is  through  innumerable  small  channels  open- 
ing into  all  four  cardiac  chambers.  There  have  been 
successful  results  in  both  animals  and  in  man. 
Though  the  results  of  both  of  these  operations  have 
been  reported  as  favorable,  one  must  of  necessity 
await  long-term  evaluation  before  forming  a definite 
conclusion. 
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THE  PRESIDENT’S  PAGE 

w TH  this  page  your  president  terminates  his  messages  to  the  doctors  of 
Connecticut  and  soon  will  surrender  the  duties  and  obligations  of  his  office 
to  his  capable  successor.  This  will  end  a year  that  has  been  a most  happy 
and  rewarding  experience. 

To  have  been  the  head  of  an  organization  that  dates  back  to  1792  has 
been  an  honor  and  an  experience  deeply  appreciated  and  forever  cherished. 

I take  great  pride  in  a Society  that  has  achieved  so  much,  and  in  the 
friendships  I have  had  with  the  men  I admire  and  like  who  represent  you. 
These  men  give  freely  and  unselfishly  of  their  time  and  thoughts  in  order 
to  help  solve  the  problems  of  this  association  and  of  Connecticut  medicine. 

I appreciate  the  help  of  the  staff  of  our  State  office  and  I am  sure  that 
the  contributions  our  executive  secretary  has  made  in  his  years  of  service 
are  greater  than  anyone  can  realize  until  they  have  worked  closely  with 
him. 

Our  Connecticut  State  Medical  Journal  is  outstanding  and  I 
admire  the  competency  and  devotion  of  those  who  have  given  so  much 
of  themselves  to  make  it  such  a success. 

I am  proud  of  our  surgical-medical  care  plan,  Connecticut  Medical 
Service,  which  is  growing  so  rapidly  and  now  serves  so  many  people  in 
this  State. 

I am  pleased  with  the  fine  development  and  increase  of  the  Emergency 
Medical  Call  Plans  which  supply  a real  need  in  so  many  communities. 

I believe  that  the  quality  of  medical  care  in  Connecticut  is  excellent 
and  will  continue  to  improve. 

With  the  fine  leadership  and  good  sense  that  exists  in  this  Society  I 
knov"  wt  will  go  forward  to  greater  and  better  things  in  the  years  to  come. 

George  H.  Gildersleeve,  m.d. 
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CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
The  1954  Annual  Meeting  of  the  House  of  Delegates  will  be  held  in  the  auditorium  of  the 
Bulkeley  High  School,  470  Maple  Avenue,  Hartford,  commencing  at  10:00  o’clock  in  the  morn- 
ing on  Tuesday,  April  27. 

Following  luncheon,  the  House  will  reconvene  for  the  completion  of  business. 

George  H.  Gildersleeve,  President 
Creighton  Barker,  Secretary 


Council  Meeting 

The  monthly  meeting  of  the  Council  was  held  at 
the  offices  of  the  Society  on  March  ii,  1954.  The 
meeting  was  called  to  order  by  the  Chairman  at  3 : 45 
p.  M.  There  were  present  in  addition  to  the  Chair- 
man, Dr.  Danaher,  Drs.  Gildersleeve,  Couch,  Barker, 
Weld,  Whalen,  Fincke,  Gallivan,  Walker,  Tracy, 
Gettings,  Labensky,  Ottenheimer.  Speaker  of  the 
House  Dr.  Gibson,  Vice-Speaker  Dr.  Feeney,  Alter- 
nate Councilors,  Drs.  Gens,  Ursone,  Otis,  Archam- 
bault.  Absent:  Drs.  Marvin,  Murdock,  Flaherty  and 
Alternate  Councilors  Drs.  Ogden,  Buckley,  Gilman. 
Also  present  by  invitation  were  Dr.  William  H.  Mc- 
Mahon, chairman.  Committee  on  Professional  Rela- 
tions and  Dr.  D.  Olan  Meeker,  chairman,  Committee 
on  National  Legislation. 

POLIO  VACCINE  FIELD  TRIAL 

It  was  voted  to  approve  the  proposal  for  the  field 
trial  of  poliomyelitis  vaccine  during  the  summer  as 
proposed  by  the  National  Foundation  for  Infantile 
Paralysis  under  the  direction  of  the  State  Depart- 
ment of  Health,  with  the  proviso  that  it  be  made 
quite  clear  to  the  public  that  it  is  an  experimental 
field  trial.  (AMB  3/ 1 1/54  “A”) 

CMS  CLAIMS  FOR  SERVICES  OF  RESIDENTS 

The  Council,  at  its  meeting  on  January  14,  1954, 


requested  the  Chairman  to  endeavor  to  find  out  if 
the  Connecticut  iMedical  Service  claim  blank  could 
be  amended  to  permit  a physician  or  surgeon  to  file 
a claim  stating  that  he  was  responsible  for  the  care 
of  an  insured  person  although  the  services  were 
actually  rendered  by  a member  of  a resident  house 
staff.  Dr.  Danaher  reported  that  this  inquiry  had 
been  directed  to  the  Legal  Counsel  for  Connecticut 
Medical  Service  and  a reply  had  been  received  from 
him  as  follows:  (AMB  3/1 1/54  “B”) 

“In  my  opinion  it  would  be  inimical  to  the  best 
interests  of  Connecticut  Medical  Service  to  pay 
such  claims.  It  also  seems  to  me  that  it  would  be 
contrary  to  the  public  interest,  and  since  we  are  a 
nonprofit  tax  free  institution,  we  should  be  espe- 
cially concerned  with  the  public  interest.  The  pro- 
posal would  open  the  door  to  bad  practices,  some  of 
which  have  been  recently  exposed.” 

The  secretary  was  directed  to  have  this  informa- 
tion published  in  the  Connecticut  State  Medical 
Journal. 

professional  policy  commitlee 

Dr.  Tracy,  chairman  of  the  subcommittee  ap- 
pointed to  consider  the  resolution  from  the  Hartford 
County  Medical  Association  concerning  membership 
of  the  Professional  Policy  Committee  of  Connecti- 
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cut  Medical  Service,  reported  that  the  committee 
w ished  to  propose  to  the  Council  that  the  Boaid  of 
Directors  of  Connecticut  Medical  Service  be  asked 
to  amend  the  By-kaws  of  Connecticut  Adedical 
Service  to  provide  for  increase  in  membership  of 
the  Professional  Policy  Committee  from  the  present 
nine  to  tw’elve.  This  committee  to  consist  of  four 
physicians  selected  from  the  Board  of  Directors  of 
Connecticut  Medical  Service  by  the  Board  and  eight 
additional  physician  members  to  be  nominated  by 
the  Council  of  the  State  Medical  Society.  The  pur- 
pose of  this  increase  in  membership  is  to  provide 
opportunity  for  additional  members  from  the  field 
of  general  medicine.  (AMB  2/ 11/54  “D”) 

MEDICAL  SCHOOL  SCHOLARSHIPS 

It  was  voted  to  recommend  to  the  House  of 
Deleates  that  five  medical  school  scholarships  of 
$500  each  be  aw'arded  during  the  school  year 
1954-1955  to  Connecticut  students  in  approved 
medical  schools  in  the  United  States  or  Canada  in 
the  same  manner  as  the  scholarships  were  awarded 
for  the  school  year  1953-1954.  The  nursing  school 
scholarships,  as  awarded  in  1953,  are  to  be  discon- 
tinued. 

ASSOCIATE  MEMBER  NOMINATION 

It  w as  voted  that  the  name  of  Adr.  Hiram  Sibley 
be  proposed  to  the  House  of  Delegates  on  April  27 
for  election  as  an  associate  member  of  the  Society 
as  provided  in  Article  V,  Section  4,  paragraph  i of 
the  By-Laws.  (AAIB  3/1 1/54  “C”) 

AM  A AND  OSTEOPATHY 

The  following  action  adopted  by  the  House  of 
Delegates  of  the  American  Aledical  Association  at  its 
Annual  Adeeting  in  New  York,  June  1953,  in  regard 
to  the  status  of  osteopathy  w'as  discussed. 

“Because  of  the  length  of  the  Committee  report 
and  the  controversial  nature  of  the  subject,  the  Board 
of  Trustees  of  the  AM  A feels  that  the  House  of 
Delegates  should  have  adequate  time  for  its  study  and 
that  the  State  Associations  should  have  opportunity 
to  express  their  opinions. 

“Therefore,  it  is  recommended  that  the  Committee 
for  the  Study  of  Relations  betw  een  Osteopathy  and 
Aledicine  be  continued,  but  that  action  on  the  report 
be  deferred  until  the  June  1954  session  in  San  Fran- 
cisco. It  is  suggested  that  at  that  time  the  House  of 
Delegates  of  the  AAdA  be  prepared  to  answer  the 
following  questions: 


“i.  Should  modern  osteopathy  be  classified  as 
‘cultist’  healing? 

“2.  Since  the  objectives  of  the  American  Aledical 
Association  include  the  improvement  in  undergradu- 
ate and  postgraduate  education,  should  doctors  of 
medicine  teach  in  osteopathic  schools? 

“3.  Should  the  relationship  of  doctors  of  medicine 
to  doctors  of  osteopathy  be  a matter  for  determina- 
tion by  the  several  state  associations?” 

It  was  agreed  that  delegates  from  this  Society  to 
the  American  Aledical  Association  be  not  ‘instructed’ 
on  this  matter  for  their  action  at  the  House  of  Dele- 
gates meeting  in  San  Francisco  in  June  1954  and  that 
the  Speaker  of  the  House  of  Delegates  of  this  Society 
be  directed  to  bring  the  subject  to  the  attention  of 
the  members  of  the  Flouse  at  its  meeting  on  April 
27  and  invite  any  members  of  the  House  w’ho  wdsh 
to  express  their  opinion  to  confer  with  any  one  of 
the  three  delegates  to  the  American  Aledical  Asso- 
ciation. (AAIB  3/1 1/54  “D”) 

NATIONAL  LEGISLATION  REPORT 

D.  Olan  Aleeker,  chairman  of  the  Committee  on 
National  Legislation,  present  by  invitation,  presented 
a verbal  report  of  the  activities  of  that  committee. 
He  outlined  the  necessity  for  prompt  action  in  re- 
gard to  many  national  legislative  matters  through 
contact  with  Connecticut  representatives  in  the 
Congress  and  the  practical  impossibility  of  obtaining 
opinion  from  all  of  the  members  of  the  Society  or 
even  from  the  Council.  He  asked  the  Council  to 
make  suggestions  how  the  committee  might  operate 
more  satisfactorily  and  efficiently  and  no  sugges- 
tions were  made.  It  w^as  finally  voted  that  the  Coun- 
cil give  its  approval  to  the  program  and  activities  of 
the  Committee  on  National  Legislation  as  outlined 
by  Dr.  Aleeker  and  thanked  him  for  presenting  the 
report. 

BA'-LAW  REVISION 

Dr.  Danaher  reported  for  the  subcommittee  that 
had  been  appointed  to  make  nominations  for  a com- 
mittee to  review  certain  sections  of  the  By-Law-s  and 
asked  that  before  he  proceeded  to  make  nominations 
for  this  committee  that  its  purpose  and  objectives  be 
clearly  defined.  It  w-as  agreed  that  the  committee 
would  be  appointed  for  the  purpose  of  suggesting 
amendments  to  the  By-Law's  and  Charter  of  the 
Society  to  clarify  membership  on  the  Council  par- 
ticularly relating  to  alternate  councilors.  Speaker 
and  Vice-Speaker  of  the  House. 


secretary’s  office 
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EDITORIAL  BOARD  OF  THE  JOURNAL 

A report  from  the  Subcommittee  on  the  Operation 
of  the  Journal  was  presented  in  manuscript  form  in 
the  absence  of  the  Chairman  of  the  Committee,  Dr. 
Marvin.  The  report  made  nominations  to  the  Edi- 
torial Board  of  the  Journal  as  it  would  be  if  the 
proposed  amendments  to  the  By-Laws  are  adopted 
by  the  House  of  Delegates  on  April  27,  1954. 

The  committee  made  no  nominations  for  the  office 
of  Literary  Editor  and  Chairman  of  the  Board  as 
provided  in  the  By-Laws.  It  was  voted  to  approve 
the  nominations  made  by  the  committee  and  to 
request  that  it  present  an  additional  report  to  the 
next  meeting  of  the  Council  making  a nomination 
for  Literary  Editor  and  Chairman  of  the  Board. 

DUES  EXEMPTION 

A communication  from  the  secretary  of  the  Hart- 
ford County  Medical  Association  in  regard  to  con- 
fusion and  possible  unfairness  arising  in  connection 
Y'ith  the  exemption  from  the  payment  of  dues  for 
certain  members  of  the  Society  was  reviewed  (AMB 
3/11/54  “L”)  and  referred  to  the  treasurer  and 
executive  secretary  to  develop  a plan  so  that  in- 
equities of  this  kind  will  not  arise  in  the  future. 

conference  of  presidents 

It  was  voted  that  the  Society  continue  its  mem- 
bership in  the  Conference  of  Presidents  and  other 
officers  of  state  medical  associations  and  that  the  dues 
for  1954  in  the  amount  of  $75  be  paid. 

CMS  REPORT 

Dr.  Danaher  submitted  his  report  as  chairman  of 
the  Professional  Policy  Committee  and  member  of 
the  Board  of  Directors  of  Connecticut  Medical 
Service  that  he  would  present  to  the  House  of  Dele- 
gates on  April  27.  The  report  w^as  discussed  and  no 
action  was  necessary  or  taken.  (AMB  3/1 1/54  “G”) 

RESOLUTIONS  ON  CMS 

Three  resolutions  concerning  Connecticut  Medical 
Service  submitted  by  Dr.  Samuel  Spinner  of  New 
Haven  for  action  at  the  House  of  Delegates  meeting 
on  April  27  were  presented  and  discussed.  No  action 
was  taken.  (AMB  3/1 1/54  “H”) 

A resolution  concerning  Connecticut  Medical 
Service  submitted  by  the  Board  of  Governors  of 
Hartford  County  Medical  Association  for  action 
by  the  House  of  Delegates  on  April  27  was  pre- 
sented and  discussed.  No  action  was  taken.  (AMB 
3/1 -A#  “I”) 


STUDENT  MEMBERS  ELECTED 

Richard  J.  Cobb,  West  Hartford 
New  York  Medical— Class  of  1957 
Pre-Med:  Providence  College 
Parent:  Charles  W.  Cobb 

Lewis  Arthur  Dalburg,  Jr.,  New  Britain 
New  York  Medical— Class  of  1958 
Pre-Med:  University  of  Alaryland 
Parent:  Lewis  Arthur  Dalburg,  Sr. 

Michael  Leonard  Daly,  Jr.,  Hartford 
New  York  Medical— Class  of  1957 
Pre-Med:  Trinity  College 
Parent:  Michael  L.  Daly,  Sr. 

Kevin  V.  Dowling,  West  Hartford 
New  York  Medical— Class  of  1957 
Pre-Med:  Georgetown  University 
Parent:  Victor  H.  Dowling 

Robert  Anthony  Michalski,  New  Britain 
Cornell  Adedical— Class  of  1957 
Pre-Med:  Cornell  University 
Parent:  Anthony  L.  Adichalski 

Allen  Wesley  Adorrisey,  Stratford 
New  Wrk  Adedical— Class  of  1957 
Pre-Aded:  University  of  Connecticut 
Parent:  Richard  E.  Morrisey 

iVIanuel  Joseph  Soares,  West  Hartford 
New  York  Adedical— Class  of  1957 
Pre-Aded:  Trinity  College 
Parent:  Manuel  Soares 

Adark  Anthony  Lolatte,  Jr.,  Stratford 
New  York  Medical— Class  of  1957 
Pre-Aded:  Laiiffield  University 
Parent:  Mark  A.  Lolatte,  Sr. 

Charles  John  Zmijeski,  Jr.,  New  Britain 
New  York  Medical— Class  of  1957 
Pre-Aded:  Lordham  University 
Parent:  Charles  Zmijeski 

Donald  Lowler  Bradley,  Jr.,  Cheshire 
New  York  Adedical— Class  of  1957 
Pre-Aded:  Yale 
Parent:  Donald  L.  Bradley 

Albert  Coleman  Hurwit,  West  Hartford 
New  York  Adedical— Class  of  1957 
Pre-Aded : H arva rd 
Parent:  Benjamin  J.  Hurwit 

Sidney  Harold  Widrow,  Versailles,  Conn, 
Harvard  Adedical— Class  of  1957 
Pre-Med:  Dartmouth 
Parent:  Adoses  Widrow 
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Meetings  Held  During  March 

iMarch  4-Woman’s  Auxiliaiy-New  Haven 
County 

March  5— Connecticut  Health  League 
March  5— Program  Committee,  Connecticut  Clini- 
cal Congress 

iMarch  9-10-Connecticut  Medical  Examining  Board 
iMarch  11— Council  Meeting 
March  1 1— Committee  on  Public  Health 
March  16— Cancer  Coordinating  Committee 
March  18— Committee  on  Public  Relations 
March  23— Committee  on  State  Blood  Bank 
March  2 3-Connecticut  Medical  Examining  Board 
March  24— Committee  on  Maternal  Mortality  and 
Morbidity 

March  24— Conference  Committee  with  State  Bar 
Association  and  State  Dental  Association 
March  25— Committee  on  School  Health 
iVIarch  31— Committee  to  Study  Noenatal  Mortality 


Blue  Cross  Meets  National  Enrollment 
Record 

Connecticut  Blue  Cross  membership— 1,200,000 
strono— has  reached  a national  record  for  health  care 
plans.  With  the  addition  of  more  than  90,000  new 
members  since  the  first  of  the  year,  the  non  profit 
hospital  plan  now  lists  sixty  per  cent  of  all  men, 
women  and  children  in  the  State  on  its  membership 
rolls.  Although  states  with  metropolitan  centers  like 
New  York,  Philadelphia  and  Boston  can  claim  a 
higher  grand  total,  only  Rhode  Island  matches  Con- 
necticut for  covering  so  large  a percentage  of  its 
citizens. 

Enrollment  of  United  Aircraft  Corporation,  Con- 
necticut’s largest  employer,  boosted  Blue  Cross  to 
the  record  making  figure.  Plan  benefits  began  March 
I for  workers  and  family  members  who  signed  up 
for  Blue  Cross  Comprehensive  coverage  through  the 
Pratt  & Whitney  plants  at  East  Hartford,  Southing- 
ton, Meriden  and  North  Haven  when  the  aircraft 
company  recently  installed  a new  group  insurance 
program.  The  Hamilton  Standard  Division  at  Wind- 
sor Locks  will  complete  its  enrollment  later  this 
month. 

The  New  Haven  area,  birthplace  of  Connecticut 
Blue  Cross  17  years  ago,  leads  the  State  in  local 
membership,  with  an  estimated  78  per  cent  of  its 
residents  Blue  Cross  enrolled.  Wide  acceptance  by 


industrial  workers  in  New  Haven  and  Waterbury 
when  the  plan  was  started  gives  that  area  a slight 
edge  over  Haitford  county,  where  approximately 
7 1 per  cent  of  the  population  now  budgets  hospital 
expense  through  Blue  Cross. 

In  the  Eairfield  county  region,  membership  cen- 
ters largely  around  Bridgeport,  Norwalk  and  Dan- 
bury with  similar  heavy  enrollment  in  Torrington 
and  Winsted.  Blue  Cross  coverage  in  these  areas  is 
estimated  at  about  51  per  cent  of  the  population 
total.  Several  other  Connecticut  cities  with  heavy 
industrial  employment  have  also  passed  the  50  per 
cent  mark.  These  include  Bristol,  Meriden,  Middle- 
town  and  Adanchester. 

Bringing  hospital  plan  benefits  to  the  rural  sections 
of  northern  and  eastern  Connecticut  presented  a real 
problem  in  the  early  days  of  Blue  Cross.  In  recent 
years,  however,  cooperation  from  the  State  Grange 
and  Earm  Bureau  groups  has  put  Blue  Cross  on  the 
rural  routes  too.  Periodic  direct  enrollment  drives 
have  also  helped  to  spread  membership  among  fam- 
ilies outside  the  reach  of  business  and  industrial 
groups. 
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Foreign  Trained  Doctors  Creating  Problem 

Licensure  and  medical  care  problems  created  by 
the  heavy  influx  of  foreign  trained  doctors  com- 
manded a great  deal  of  attention  at  the  50th  annual 
Congress  on  Medical  Education  and  Licensure  in 
Chicago,  February  7-9. 

The  three  day  meeting  attracted  an  unexpectedly 
heavy  attendance  of  more  than  600  medical  educa- 
tors  and  licensing  and  specialty  board  officials.  The 
congress  was  sponsored  by  the  American  Medical 
Association’s  Council  on  Medical  Education  and 
Hospitals,  the  Federation  of  State  Medical  Boards  of 
the  United  States,  and  the  Advisory  Board  for 
Medical  Specialties. 

“The  infiltration  of  the  medical  profession  of  the 
United  States  by  large  numbers  of  doctors  who  have 
not  been  able  to  obtain  a proper  basic  professional 
education  is  almost  certain  to  lower  the  general  level 
of  practice  in  this  country,”  Dr.  Willard  C.  Rapp- 
leye,  New  York,  dean  of  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  told  the  meeting. 

“The  numbers  coming  in  are  so  large  that  they 
cannot  readily  be  absorbed  without  that  effect.” 

Dr.  Rappleye  pointed  out  that  the  United  States 
government,  in  fostering  international  good  will,  is 
admitting  large  numbers  of  displaced  persons,  in- 
cluding physicians  about  whose  professional  ability 
no  questions  are  asked.  Alore  will  be  admitted  by 
recent  legislation  which  permits  the  entrance  of 
several  hundred  thousands  of  immigrants  above 
previous  quotas,  he  said. 

He  added  that  unless  this  situation  is  met  “with 
courage  and  the  conviction  that  we  shall  not  sur- 
render the  results  of  40  years  of  effort  in  raising  the 
standards  of  medical  licensure,  practice  and  educa- 
tion,” we  may  revert  to  conditions  resembling  those 
of  50  years  ago. 

Dr.  Stiles  D.  Ezell,  Albany,  secretary  of  the  New 
York  Board  of  Medical  Examiners,  also  called  atten- 
tion to  the  inadequacy  of  the  medical  training  of 
most  of  the  foreign  doctors  seeking  to  practice  in 
the  United  States. 

Dr.  Ezell  said  that,  except  for  Great  Britain  and 
the  Scandinavian  countries,  the  last  war  brought 
destruction  and  degeneration  to  European  medical 
education. 

“Even  before  the  elimination  of  the  last  of  the 
unapproved  medical  schools  in  this  country,  there 
had  begun  a migration  of  physicians  to  this  country 
which  has  now  reached  a total  of  more  than  20,000,” 


he  stated.  “The  challenge  in  this  fact  is  that  the  pro- 
fession has  not  been  been  prepared  to  understand 
what  is  involved  in  such  a massive  movement,  nor 
has  it  realized  the  numerous  deficiencies  involved 
in  the  collective  educational  background  of  this 
group.” 

He  pointed  out  that  large  numbers  of  foreign 
graduates  have  completed  specialized  training  with- 
out any  consideration  of  the  deficiencies  in  their 
basic  medical  training  or  their  eligibility  for  licen- 
sure. 

Dr.  Edward  L.  Turner,  Chicago,  secretary  of 
the  Council  on  Medical  Education  and  Hospitals, 
recomended  the  adoption  of  a uniform  plan  for 
screening  the  professional  competence  of  foreign 
trained  doctors. 

Such  a uniform  procedure.  Dr.  Turner  said,  would 
be  of  greater  assistance  to  state  medical  licensing 
boards  than  the  present  attempts  to  evaluate  and  list 
foreign  medical  schools.  He  pointed  out  that  there 
are  problems  and  difficulties  in  evaluating  foreign 
medical  schools  which  are  “almost  insurmountable.” 

Dr.  Turner  reported  that  the  Council  on  Medical 
Education  and  Hospitals  and  the  executive  council 
of  the  Association  of  American  Medical  Colleges 
have  compiled  a list  of  39  foreign  schools  which 
provide  basic  medical  education  on  a par  with  that 
of  approved  schools  in  the  United  States,  but  said 
there  are  more  than  550  medical  schools  in  the  world. 

He  said  that  while  the  council  has  endeavored  to 
indicate  that  the  absence  of  a school  from  this  cur- 
rent listing  does  not  indicate  either  approval  or 
disapproval,  but  means  primarily  lack  of  adequate 
information,  the  absence  of  listing  frequently  serves 
to  deny  a graduate  the  right  to  examination  before 
a state  board. 

“It  seems  advisable  that  there  should  be  a careful 
analysis  of  state  medical  practice  acts  with  serious 
consideration  being  given  to  the  cooperative  devel- 
opment of  some  commonly  acceptable  yardstick  or 
screening  mechanism  to  evaluate  competence  of  the 
foreign  graduate,”  Dr.  Turned  stated. 

He  suggested  that  the  National  Board  of  Medical 
Examiners  could  become  a highly  effective  aid  to 
state  boards  in  determining  whether  foreign  trained 
physicians  were  eligible  for  further  state  board  con- 
sideration for  licensure.  The  National  Board,  at  the 
request  of  the  state  board,  could  conduct  the  exam- 
ination for  professional  competency,  and  the  state 
board  could  then  determine  if  the  candidate  met 
other  requirements  for  licensure,  he  added. 
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Special  Article 


VETERANS  MEDICAL  CARE 

Physicians  Attitudes  and  Responsibilities 

Russell  B.  Roth,  m.d.,  Pittsburgh 


VY/E  DE  the  medical  profession  have  a clearly 
defined  sphere  of  responsibility,  magnificently 
phrased  by  Sir  Thomas  Watson,  and  incorporated 
in  our  Principles  of  Medical  Ethics.  May  I repeat  it 
for  you?  “The  profession  of  medicine,  having  for 
its  end  the  common  good  of  mankind,  knows  nothing 
of  national  enmities,  of  political  strife,  of  sectarian 
dissensions.  Disease  and  pain  the  sole  conditions  of 
its  ministry,  it  is  disquieted  by  no  misgivings  con- 
cerning the  justice  and  honesty  of  its  clients’  cause, 
but  dispenses  its  peculiar  benefits,  without  stint  or 
scruple,  to  men  of  every  country,  and  party,  and 
rank,  and  religion,  and  to  men  of  no  religion  at  all.” 
There  is  little  need  to  elaborate  upon  that.  We  are 
committed  to  strive  for  the  provision  of  proper 
medical  care  to  all  who  have  need  of  it— in  all  the 
cities,  towns,  and  hamlets  that  comprise  our  States 
and  our  Nation.  We  are  pledged  to  resist  all  efforts 
to  create  barriers  of  discrimination,  not  only  in 
terms  of  race  and  creed,  but  in  terms  of  any  artificial 
distinction.  It  is  our  collective  responsibility  to  work 
for  equal  opportunities  for  the  health  of  all  Ameri- 
cans. 

This,  of  course,  is  not  an  attitude  singular  to  the 
medical  profession.  It  is  an  expression  of  intent  basic 
to  most  of  the  worthwhile  professions  and  institu- 
tions of  our  nation.  Our  new  Chief  Justice,  on  the 
occasion  of  his  recent  appointment  said,  “If  through 
the  years  our  work  is  well  done,  the  home  of  every 
American  will  always  be  his  castle,  every  human 
life  will  have  its  dignity,  and  there  will  forever  be 
one  law  for  all.” 

It  would  seem  to  be  an  overwhelming  trend  in  this 
country  to  direct  our  steps  away  from  castes  and 
classes.  Only  in  isolated  instances,  dictated  by  fears 
concerning  political  expediency,  have  our  lawmakers 


The  Author.  Me?i}ber,  Board  of  Trustees  and  Coun- 
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SUMMARY 

The  medical  profession  is  the  champion  of  the  cause 
of  all  who  are  sick  and  afflicted,  regardless  of  caste  or 
class.  Certain  veteran  nonservice  cases  are  established 
by  law.  Determination  of  the  expected  cost  of  any  ill- 
ness is  a difficult  matter.  Except  for  NP  and  TB  cases, 
veterans  who  are  able  should  pay  for  their  care  when 
suffering  from  nonservice  disabilities.  Most  of  the  real 
criticism  of  the  VA  program  comes  from  physicians 
engaged  in  VA  medical  work.  The  attitude  of  the  part 
time  VA  physician  and  of  the  medical  school  faculty 
group  is  considered.  The  AM  A program  opposing  VA 
care  of  veterans  with  nonservice  connected  disabilities 
is  not  a fight  against  the  veteran  or  against  any  veter- 
ans’ organization  but  against  the  inequities  of  the  pres- 
ent costly  system  and  for  a system  which  is  in  the  best 
interests  of  all  the  people. 


shown  any  inclination  to  indulge  in  the  creation  of 
new  strata  of  privilege. 

We  need  to  stress  this  point  that  we  are  the  cham- 
pions of  the  cause  of  all  who  are  sick  and  afflicted, 
because  we  are  going  to  be  accused  of  being  against 
the  veteran  who  is  sick,  broke,  and  has  no  place  to 
go.  We  are  going  to  be  accused  of  being  antiveteran, 
in  spite  of  the  fact  that  those  of  us  who  are  most 
active  in  this  matter  are,  almost  to  a man,  veterans 
ourselves.  It  is  my  belief  that  no  profession  or  organi- 
zation in  America  today  exceeds  us  in  acute  aware- 
ness of  the  magnitude  of  the  contribution  made  by 
the  members  of  our  Armed  Forces  in  preserving  the 
identity  of  the  United  States  and  the  free  nations  of 
the  w'orld.  If  this  contribution  may  be  measured  in 
terms  of  suffering  and  death,  who  is  better  qualified 
to  assess  it  than  those  who  shared  the  perils  and 
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labored  so  effectively  to  allay  that  suffering  and 
avert  that  death?  We  of  the  medical  profession, 
veterans  ourselves  in  overwhelming  majority,  are 
among  the  least  likely  to  countenance  forgetfulness 
or  condone  ingratitude.  It  is  my  belief  that  we  can 
win  recognition  from  all  fair  minded  men  that  we 
are  for  the  fellows  who  are  sick,  broke,  and  have 
no  place  to  go,  veterans  included. 

There  are  certain  real  problems  that  arise  in  the 
effort  to  avoid  injustices.  First,  there  is  the  difficulty 
of  determining  what  is  and  what  is  not  service  con- 
nected. No  set  arbitrary  rules  will  ever  solve  this. 
Congress  has  said  that  anything  whatsoever  wdaich 
happens  to  a veteran  of  the  Spanish-American  War 
is  to  be  treated  as  though  service  connected,  and  that 
is  that.  Not  very  scientific  perhaps,  but  clear  cut. 
Congress  has  likewise  established  by  legislative  fiat 
that  in  the  case  of  certain  diseases  becoming  appar- 
ent within  a fixed  time  after  discharge  service  con- 
nection may  be  presumed.  Again  obviously  right  in 
many  cases,  wrong  in  some  cases— but  at  least 
definite.  Beyond  these  legally  defined  instances,  the 
decision  as  to  service  connection  must  be  made  by 
medically  educated  individuals  of  a disposition  to  be 
as  fair  as  possible,  alw  ays  with  the  inclination  to  give 
the  benefit  of  the  doubt  to  the  sick  man.  Such  boards 
are  bound  to  make  some  mistakes— in  each  direction, 
because  all  too  often  the  underlying  causes  of  illness 
are  still  obscure. 

Next,  there  is  the  matter  of  determining  what  a 
given  illness  wall  cost.  Regardless  of  what  one  may 
think  of  the  ethics  and  morality  of  a means  test  for 
veterans,  it  does  not  make  good  sense  to  ask  a man 
whether  or  not  he  can  afford  the  costs  of  civilian  care 
for  his  illness  when  he  has  not  the  vaguest  idea  of 
what  that  cost  may  turn  out  to  be.  There  is,  of 
course,  a predictable  cost  range  for  the  care  of  many 
illnesses,  but  it  is  manifest  nonsense  when  dealing 
with  people  suffering  from  as  yet  an  undiagnosed 
disease.  Complications  are  usually  unforeseen.  Hos- 
pital charges  vary,  doctors’  fees  vary,  and  length  of 
hospitalization  may  vary  in  inverse  ratio  to  the 
determination  of  the  patient  to  get  well  and  get  back 
to  work.  The  most  difficult  area  for  determination 
of  the  cost  of  illness  lies  in  the  matter  of  predicting 
the  range  of  necessary  follow-up  care,  brief  in  many 
instances,  life-long  in  others.  It  is  for  these  reasons 
that  the  AMA  feels  forced  to  adopt  the  attitude 
that  a pauper’s  oath  or  means  test  should  be  no  part 
of  the  consideration.  Either  a veteran  is  entitled  to 
free  care  on  the  moral  grounds  that  his  disability 


was  incurred  in  or  aggravated  by  service,  or  he  is  not 
entitled  to  such  free  care.  As  distinctly  as  possible  it 
should  be  made  a matter  of  black  or  white,  with  the 
intermediate  gray  areas  being  composed  of  only 
those  cases  in  which  the  service  connection  is  not 
clear.  Financial  status  should  have  no  part  in  the 
matter.  It  is  a temporary  abrogation  of  this  principle 
to  make  certain  exceptions— fundamentally  undesir- 
able, but  dictated  by  the  practical  fact  that  in 
civilian  life  there  are  as  yet  inadequate  facilities  for 
the  care  of  all  wdio  have  tuberculosis  or  N-P  dis- 
orders, but  in  the  VA  there  are  facilities  far  beyond 
those  required  for  the  care  of  service  connected 
cases.  In  consequence,  it  makes  practical  sense  to 
endorse  the  use  of  these  facilities  by  those  who  can- 
not purchase  private  care,  since  these  cases  are 
known  to  be  long-term  disabilities. 

The  AMA  must  then  go  on  to  advance  the  view 
that  the  veterans’  organizations  are  not  broad  enough 
in  their  ow'ii  viewpoints.  Veterans’  organizations  are 
strong  for  Americanism.  They  should  not  say  that 
only  veterans  are  entitled  to  adequate  medical  care 
under  any  and  all  circumstances.  They  should  cham- 
pion the  cause  of  all  wdao  are  sick  and  afflicted.  They 
should  work,  along  with  the  medical  profession,  for 
that  Utopian  situation  in  which  adequate  medical 
facilities  will  be  available  to  all  who  need  them, 
under  circumstances  in  wdiich  those  wffio  can  afford 
to  pay  for  them  may  appropriately  do  so,  and  those 
wffio  cannot  meet  the  bills  will  have  them  paid  at 
taxpayers’  expense.  The  veterans’  organizations 
would  do  better  to  lend  their  efforts  to  ever  grreater 
protection  against  the  costs  of  illness  through  volun- 
tary insurance,  even  as  the  unions  have  done,  than 
to  clamor  for  tax-paid,  free  handouts  on  a discrim- 
inatory basis. 

Next,  we  must  get  the  economics  of  this  situation 
straight.  It  is  widely  assumed,  even  by  many  who 
side  wdth  us,  that  our  major  concern  is  for  our  owm 
pocket  books.  Emphasis  has  been  placed  on  the  fact 
that  there  are  some  veterans  receiving  free  medical 
care  who  by  every  reasonable  yardstick  ought  to 
be  purchasing  that  medical  care  from  civilian  doc- 
tors in  civilian  institutions.  It  is  my  feeling  that  if  w’e 
enlist  the  support  of  the  medical  profession  wdth 
that  as  the  principal  motivation  w^e  are  likely  to  be 
guilty  of  misrepresentation.  Adherence  to  the  AMA 
policy,  actually,  is  likely  to  represent  an  economic 
loss  to  the  profession.  We  are  asking  the  government 
to  stop  paying  doctors— and  w^e  are  the  doctors— 
for  taking  care  of  a major  share  of  the  H5  per  cent 
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nonservice  connected  admissions  to  the  VA  hospi- 
tals. VVe  expect  to  collect  from  those  who  really 
can  pay  for  their  care,  in  spite  of  the  fact  that  they 
swore  they  could  not  on  admission— but  even  the 
American  I.egion  says  this  will  not  amount  to  more 
than  lo  per  cent  of  the  cases  in  question.  Some  of 
the  remaining  75  per  cent,  if  they  are  N-P  or  TB 
cases,  we  wish  to  leave  in  VA  hands  until  adequate 
civilian  facilities  are  available,  but  the  rest  we  ask 
the  opportunity  to  care  for  in  civilian  institutions— 
largely  without  recompense— at  least  in  terms  of 
dollars  and  cents.  I am  asking  that  the  government 
quit  paying  me  a nice  consultant’s  fee  for  two  visits 
a week  to  the  VA  hospital  to  care  for  patients  that 
are  almost  without  exception  nonservice  connected. 
I am  asking  that  those  few  who  can  pay  for  their 
services  do  so— not  necessarily  to  me,  but  to  any 
civilian  urologist  to  whom  they  may  be  referred.  I 
am  asking  that  the  rest  of  these  patients  be  cared  for 
on  a part  pay  basis  in  our  civilian  institutions.  I am 
asking  to  forego  a substantial  sum  each  year  that  the 
VA  has  been  paying  me,  and  I am  joined  by  most 
other  consultants  and  attending  VA  physicians.  By 
the  same  token,  if  there  is  to  be  well  over  50  per 
cent  reduction  in  the  volume  of  patients  in  the  VA 
system,  there  will  be  many  less  full-time  VA  physi- 
cians required.  Some  of  our  fellow  physicians  in  the 
VA  may  be  expected  to  oppose  our  stand  for  no 
other  reason  than  a fear  of  the  loss  of  their  jobs.  We 
have  little  to  say  to  these  doctors  that  will  sound 
persuasive,  except  to  assure  them  that  any  doctor 
worth  his  salt  can  make  a decent  living  in  this  day 
and  age.  There  are  many  other  institutional  jobs 
available  if  it  is  institutional  medicine  they  feel  they 
must  pursue.  There  are  many  communities  that  need 
and  want  and  will  support  a physician  if  he  will 
forsake  his  duty  hours  and  his  institutional  security 
and  undertake  the  rigors  of  civilian  free  enterprise 
practice.  Actually,  it  would  appear  that  resistance 
to  the  AMA  policy  is  not  destined  to  be  large.  Much 
of  the  most  sincere  and  searching  criticism  of  the 
VA  program  comes  from  the  men  doing  the  VA 
medical  work.  It  is  at  once  obvious  that  they  not 
only  know  the  problems  most  intimately,  but  by 
the  very  nature  of  their  positions  they  find  it  im- 
practical to  make  their  sentiment  known  loudly. 

It  is  worth  a moment  of  our  time  to  digress  a bit 
on  this  subject.  The  will  to  get  well  is  a very  im- 
portant factor  in  the  battle  against  disease  and 
disability.  A dogged  determination  to  be  rehabili- 
tated is  often  the  sine  qua  non  of  rehabilitation.  In 


psychiatric  practice  it  is  almost  axiomatic  that  in- 
sight and  a compulsion  to  recover  are  necessities  in 
treatment  which  go  hand  in  hand.  Many  a VA  physi- 
cian has  felt  that  his  task  has  been  made  immeasur- 
ably harder  when  he  has  to  deal  with  patients  who 
are  content  to  accept  their  lots,  taking  comfort  that 
they  are  not  being  a burden  to  anyone,  that  free 
care  is  theirs  for  as  long  as  necessary,  and  that  the 
stresses  and  realities  of  outside  life  do  not  need  to 
be  faced.  Those  who  have  supervised  free  service 
in  hospitals  of  any  kind  know  only  too  well  that 
there  are  many  patients  who  set  great  store  by  warm 
quarters,  a good  bed,  three  square  meals  a day,  and 
an  attentive  staft'.  They  are  more  anxious  to  prolong 
their  stay  in  such  surroundings,  even  if  they  have 
to  invent  new  complaints  to  justify  it.  The  doctor 
who  forces  the  discharge  of  such  a patient  is  made 
to  feel  that  he  is  being  heartless  indeed. 

The  attitude  of  those  working  as  part-time  VA 
consultants  or  attending  physicians  seems  to  be 
reasonably  clear.  The  bulk  of  the  men  working  for 
needed  reforms  in  the  system  are  those  who  have 
seen  it  from  this  vantage  point.  The  inequities  are 
perhaps  more  apparent  to  them  than  to  anyone  else. 
They  see  the  contrast  between  the  length  of  hospital 
stay  for  a patient  in  the  VA  hospital,  and  the  patient 
with  the  same  condition  in  a civilian  hospital.  They 
see  the  fully  insured  chap  with  a good  job  who  has 
blandly  signed  the  paupers’  oath.  They  are  the  ones 
best  qualified  to  appraise  the  inroads  made  by  the 
VA  on  the  local  supplies  of  nurses,  technicians,  and 
other  ancillary  medical  personnel  to  the  detriment 
of  the  civilian  hospitals.  They  are  most  acutely 
aware  of  the  threefold  greater  value  of  the  medical 
care  dollar  in  civilian  hands  than  in  Federal  hands. 

The  vast  majority  of  doctors,  of  course,  have  no 
direct  contact  with  the  VA.  Those  in  areas  remote 
from  VA  facilities  are  likely  to  have  had  no  sense 
of  impingement  on  their  practices.  They  may  have 
looked  on  the  VA  hospitals  as  a convenient  place 
to  ship  a few  of  their  more  troublesome  cases. 
Among  them  there  is  likely  to  be  apathy  and  indif- 
ference which  we  must  attempt  to  dispel.  Those 
doctors  working  in  areas  served  by  VA  hospitals  are 
likely  to  be  more  alert  to  the  problem,  even  if  it  be 
only  on  the  level  of  the  economic  competition  in- 
volved. One  of  our  local  doctors  who  does  general 
surgery  vented  a little  indignation  on  this  score  in 
an  income  tax  discussion  recently.  He  said,  “You 
know.  I’m  about  as  big  a sucker  as  ever  comes  along. 
I pay  a nice  round  sum  to  the  government  to  help 
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them  build  and  operate  a hospital  up  here  and  pay  a 
salary  to  a surgeon  to  take  my  business  away  from 
me.  I’m  hnancing  my  own  competition.”  This,  of 
course,  is  grist  for  the  mills  of  those  who  would 
accuse  us  of  being  mercenary,  but  it  is  a nonetheless 
defensible  attitude. 

Perhaps  the  most  unpredictable  group  among 
physicians  is  the  medical  school  faculty  group. 
Some,  resenting  the  siphoning  off  of  clinical  material 
from  their  own  teaching  services,  stress  the  detri- 
mental effect  of  the  VA  on  medical  education. 
Others,  concentrating  attention  on  the  residency 
training  programs  instituted  in  some  of  the  VA  hos- 
pitals, and  considering  the  lightened  burden  on  their 
civilian  institutional  budgets,  stress  the  good.  The 
basic  decision  to  make,  however,  is  whether  or  not 
medical  education  is  a proper  function  of  the  VA. 
Most  of  us  feel  that  it  distinctly  is  not. 

W e do  not  believe  that  too  much  should  be  made 
of  the  point  raised  by  some  critics  of  the  VA  that 
veterans  are  now  becoming  the  guinea  pigs  of  medi- 
cal education.  Well  ordered  residency  training  pro- 
grams do  not  make  guinea  pigs  of  anyone,  but  to 
remain  well  ordered  programs  we  must  stress  that 
they  should  be  retained  in  the  teaching  hospitals  of 
the  nation  under  the  control  of  civilian  physicians, 
and  for  the  most  part  closely  allied  with  our  medi- 
cal schools.  We  should  take  no  chances  that  veterans 
might  be  subjected  to  less  conscientious  and  con- 
servative care  than  has  traditionally  been  accorded 
to  the  patients  of  our  teaching  hospitals.  We  must 
wholeheartedly  reject  the  inverse  sort  of  reasoning 
which  says  we  cannot  decrease  the  VA  hospital 
load  because  we  would  lose  the  clinical  material 
essential  to  our  growing  residency  training  program. 
When  a VA  hospital  loses  sight  of  its  prime  objective 
of  giving  the  finest  possible  care  to  those  who  so 
completely  deserve  it,  the  whole  program  will  have 
strayed  far  from  its  purpose.  Service  connected  ill- 
ness and  disability  should  be  diagnosed  and  treated 
by  fully  qualified  experts— not  by  trainees— else  we 
are  not  doing  all  that  a grateful  nation  should  do  in 
behalf  of  those  who  deserve  the  best. 

I have  already  stressed  that  this  program  of  ours 
is  not  a fight  against  the  veteran,  or  against  any 
veterans’  organization.  It  is  also  most  assuredly  not 
a fight  against  the  VA.  The  present  achievements 
of  the  VA  are  good  and  great  only  because  of  the 
wholehearted  cooperation  of  the  medical  profession. 
We  are  not  selling  short  the  calibre  of  VA  care.  It 


has  been  excellent  in  recent  years.  We  do  observe 
that  it  is  inefficient  and  inordinately  expensive,  but 
it  is  good.  It  is  monstrous  to  think  of  an  expansion 
of  the  VA  system  to  provide  all  medical  care  to  all 
people  and  that,  after  all,  is  our  primary  concern. 
That  which  the  government  and  the  VA  and  the 
medical  profession  have  done  is  good,  but  there  are 
better  things  to  do.  Our  energies  and  our  resources 
should  be  dedicated  to  a system  that  has  some 
ultimate  chance  of  being  in  the  best  interests  of  all 
the  people.  Whatever  may  happen  to  the  VA  hos- 
pital system,  there  will  be  an  unresolved  need  for 
local  medical  facilities.  It  is  not  within  our  concept 
of  that  which  is  practical  or  desirable  to  create  two 
huge  overlapping  systems  of  medical  care— one  for 
veterans,  and  one  for  those  \\dao  are  not  veterans 
because  they  were  too  young,  too  old,  or  the  wrong 
sex,  or  physically  unacceptable,  or  in  essential 
civilian  work.  The  American  medical  profession  has 
made  its  choice  which  is  to  promote  a program  for 
adequate  medical  care  for  all,  veterans  and  non 
veterans  alike. 

This  is  not  a policy  dictated  by  self  interest,  nor 
even  primarily  in  the  interests  of  national  economy. 
That  civilian  medical  care  program  will  cost  money- 
huge  sums  of  money.  Hospitals  need  to  be  con- 
structed—to  serve  all  the  people.  Those  who  cannot 
afford  care  must  be  cared  for— at  taxpayers’  expense. 
We  are  advocating  more  medical  care  than  the  VA 
is  proposing,  because  we  aim  to  serve  more  people 
and  to  do  it  within  a system  characterized  by  effi- 
ciency, economy,  and  equality. 


Governor  Lodge  Appoints  Four  Physicians 

Four  doctors  were  named  by  Governor  Lodge  to 
represent  him  at  a Chicago  conference  March  i8  to 
2 0 on  the  care  and  treatment  of  the  chronically  ill 
sponsored  by  the  National  Commission  on  Chronic 
Illness. 

Appointed  by  the  Governor  to  attend  the  three 
day  session  were:  Drs.  Sidney  Shindell,  medical 
director  of  the  Commission  on  the  Chronically  111, 
Aged  and  Infitm;  James  Raglan  Miller  of  West  Hart- 
ford, a commission  member;  Harold  S.  Tutles,  chief 
of  the  section  on  medical  services  in  the  State  Health 
Department  and  Harold  S.  Barrett,  deputy  state 
health  commissioner. 
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CONNECTICUT  AMEF  CAMPAIGN- 1954 


The  1954  Connecticut  campaign  to  help  meet  the  needs  of  our  medical  schools  will 
soon  be  underway. 

A series  of  direct  mailings  will  comprise  the  main  effort  of  the  campaign  and  all  physi- 
cians are  urged  to  support  this  important  cause. 

Besides  graduating  6,500  new  physicians  annually,  our  medical  schools: 

*Teach  27,000  undergraduate  medical  students. 

^Conduct  refresher  courses  for  17,000  practicing  physicians. 

*Train  11,000  graduate  physicians,  residents,  and  interns. 

*Teach  8,000  non  medical  students  taking  medical  courses. 

•^Instruct  16,000  dental,  pharmacy,  nursing  and  technical  students. 

*Direct  research  projects  costing  $32,000,000. 

^Function  as  centers  for  the  advancement  of  medical  science  and  development  of  new  techniques. 

Administrative  costs  of  the  campaign  are  underwritten  by  the  State  Medical  Society 
and  the  American  Medical  Association.  Every  dollar  contributed  goes  to  medical  schools. 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 

U'illiam  G.  H.  Dobbs,  Torrington  James  C.  Canniflf,  Torrington  John  O’L.  Nolan,  Elartford 

Chairman  Morris  A.  Hankin,  New  Haven  James  H.  Root,  Jr.,  Waterbury 

Harold  J.  Bergendahl,  Norwich  Harry  C.  Knight,  Middletown  Alfred  J.  Sette,  Stamford 


Connecticut  AMEF  Report  Given  National 
Distribution 

Copies  of  a report  on  the  organization  of  the  1953 
Connecticut  Campaign  for  the  American  Medical 
Education  Foundation  are  to  be  mailed  to  all  state 
AMEF  chairmen  by  the  Foundation’s  Chicago  office. 

The  plan  was  recently  announced  by  Fliram  W. 
Jones,  the  Foundation’s  executive  secretary,  as  part 
of  a program  to  inform  AMEF  committees  concern- 
ing campaign  organization  and  operation. 

The  campaign  was  based  on  personal  contact  by 
teams  of  physicians  in  their  own  communities.  The 
plan  called  for  three  phases  of  operation,  with  ap- 
propriate letters  of  procedure,  information  kits  and 
organizational  aids,  as  follows: 

FIRST  PHASE— FOR  COUNTY  PUBLIC  RELATIONS 
CHAIRMEN 

Required  organization  of  each  county  into  cam- 
paign districts  and  appointment  of  volunteer  leaders 
for  each  district.  Direct  contact  with  district  leaders 
was  established  by  the  state  committee  as  soon  as 
notification  of  appointments  was  received. 

SECOND  PHASE— FOR  DISTRICT  LEADERS 

Required  appointment  of  team  members  to  con- 
duct the  campaign  in  each  district,  based  on  average 
of  ten  to  fifteen  physicians  to  be  contacted  by  each 
team  member. 

THIRD  PHASE— FOR  TEAM  MEMBERS 

Required  personal  contact  of  physicians  listed  on 
contribution  cards  supplied  by  district  leaders.  A 
campaign  kit  prepared  for  this  phase  furnished  team 
members  with  factual  information  useful  in  answer- 
ing questions  that  might  arise. 

In  addition  to  the  three  operational  phases,  the 
campaign  was  promoted  in  the  following  ways: 

I.  A direct  mailing  to  physicians  early  in  Decem- 
ber to  encourage  those  who  had  not  already  done 
so  to  contribute  before  the  end  of  the  year. 


2.  Full  page  appeals  in  seven  issues  of  the  Con- 
necticut State  AIedical  Journal. 

3.  Presentations  at  annual  and  semi-annual  meet- 
ings of  county  medical  associations. 

4.  Field  meetings  in  several  counties  to  assist  in 
completing  the  campaign. 

5.  Distribution  of  AMEF  Flandbook  on  Medical 
Education. 

More  than  150  members  of  the  Society,  ranging 
from  members  of  the  Public  Relations  Committee 
to  district  leaders  and  team  members  helped  to  con- 
duct the  1953  campaign.  The  total  contributions 
amounted  to  $8,498  from  425  physicians,  with  an 
additional  amount  to  be  credited  for  checks  mailed 
directly  to  medical  schools  and  not  yet  tabulated. 

Hartford  County  Service  for  New  Residents 

New  residents  in  the  Hartford-New  Britain  area 
are  informed  concerning  the  availability  of  medical 
care  in  emergencies  in  a personal  letter  from  the 
president  of  the  Hartford  County  AIedical  Asso- 
ciation. 

A blotter  imprinted  with  the  call  number  of  the 
emergency  plan  is  enclosed  for  ready  reference.  A 
considerable  number  of  new  families  continue  to 
arrive  in  the  area  and  approximately  150  letters  are 
mailed  from  the  Association’s  office  each  month. 

In  addition  to  informing  residents  of  the  emer- 
gency service,  the  letter  urges  early  selection  of  a 
family  physician  as  the  best  safeguard.  Residents  are 
invited  to  call  the  office  of  the  Association  at  any 
time  questions  may  arise. 

Medical  Society  Course  for  Office  Personnel 

A course  for  medical  office  personnel  sponsored 
by  the  Spokane  (Washington)  County  AIedical 
Society  is  now  in  its  third  year  of  successful  opera- 
tion. It  provides  a pattern  for  associations  interested 
in  conducting  similar  training  programs. 
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Aleetings  are  held  one  evening  each  month  on 
such  topics  as  use  of  the  telephone,  credits  and  col- 
lections, personal  appearance,  industrial  insurance 
and  office  procedure. 

Attendance  is  voluntary  and  those  who  attend 


eight  of  the  conferences  receive  certificates  of  com- 
pletion. The  course  is  v'ell  publicized  and  enrollees 
also  include  members  of  the  Visiting  Nurse  Asso- 
elation  of  the  City  Health  Department  and  students 
pursuing  medical  secretarial  training. 


MILITARY  AFFAIRS 

COAIMITTEE  ON  AlILITARY  AFFAIRS 

Cole  B.  Gibson,  Meriden  Stanley  B.  Weld,  Hartford  Harold  Speight,  Adiddletown 
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All  Obligated  Physicians  Due  for  Active 
Service  by  July  1,  1955 

During  the  next  fiscal  year,  starting  July  i,  the 
Defense  Department  expects  that  all  hospital  interns 
and  residents  obligated  for  military  service  will  have 
to  be  called  to  active  duty.  However,  according  to 
Assistant  Secretary  Berry,  the  demand  may  not  be 
as  heavy  during  the  first  half  of  the  period,  due  to  a 
backlog  of  1953  medical  school  graduates  and  a small 
number  left  over  from  Priority  I.  For  the  men  facing 
almost  inevitable  calls.  Dr.  Berry  urges  hospitals  to 
make  short-term  arrangements  so  they  “will  have  a 
means  of  livelihood  and  also  the  opportunity  to  con- 
tinue their  education,  as  well  as  to  contribute  to  the 
needs  of  the  hospitals,”  while  awaiting  orders  the 
last  six  months  of  this  year  and  the  first  six  months 
of  next. 

National  Advisory  Committee  to  Selective  Service 
advises  that  after  July  i,  1955,  all  physicians  with 
military  obligations  should  obtain  commissions  dur- 
ing their  internships.  This  will  remove  them  from 
the  jurisdiction  of  their  draft  boards,  and  allow 
Defense  Department  to  request  delay  in  call  for 
men  the  Department  recommends  for  additional 
training. 

This  information  is  contained  in  a statement  from 
Dr.  Berry,  in  charge  of  medical  and  health  matters 
for  the  Department  of  Defense.  Dr.  Berry  also  pre- 
sented the  results  of  a poll  of  medical  school  deans, 
who  were  requested  to  ask  fourth  year  students  the 
followdng  questions:  i.  If  given  free  choice,  which 
service  would  you  prefer.^  2.  Do  you  prefer  to  serve 


your  time  immediately  following  internship?  3.  Or 
following  internship  and  one  year  of  hospital  train- 
ing? 4.  Or  following  full  residency  training?  The 
results  showed  27  per  cent  of  the  students  preferred 
the  Army,  37  per  cent  the  Navy  and  36  per  cent  the 
Air  Force.  Thirty-nine  per  cent  preferred  service 
immediately  following  internship,  15  per  cent  pre- 
ferred it  after  two  years  of  hospital  training  and  46 
per  cent  preferred  military  duty  after  full  residency 
training. 

Enlisted  Status  Proposed  for  Some 
Physicians 

To  make  it  possible  to  use  suspected  subversive 
physicians  and  dentists  in  noncommissioned  rather 
than  commissioned  status.  Defense  Department  is 
asking  for  new  legislation.  The  bill,  an  amendment 
to  the  Doctor  Draft  act,  would  authorize  the  serv- 
ices “to  utilize  in  his  professional  capacity  in  an 
enlisted  grade  or  rank  . . .”  any  person  drafted 

or  called  to  duty  “who  fails  to  qualify  for  or  accept 
a commission,  or  whose  commission  is  terminated.” 
The  bill  is  awaiting  Budget  Bureau  approval.  A 
recent  Court  of  Appeals  decision  ordered  the  Army 
to  commission  or  discharge  Dr.  Herbert  L.  Nelson,  a 
dentist,  who  refused  to  fill  out  his  loyalty  question- 
naire. The  now  celebrated  case  of  Dr.  Irvine  Peress, 
another  dentist,  is  similar,  except  that  in  this  instance 
the  Army  kept  him  on  duty  as  a commissioned  officer 
after  learning  that  he  had  not  filled  out  the  loyalty 
questionnaire.  (Defense  Department  has  announced 
it  will  need  about  4,500  physicians  for  the  fiscal  year 
starting  next  July  i.) 
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Administration’s  Reinsurance  Plan 
Introduced  in  Congress 

Bills  to  cany  out  the  Eisenhower  administration’s 
plan  for  reinsuring  prepaid  health  insurance  plans 
were  introduced  in  House  (HR8356)  and  Senate 
(S3 1 14)  on  March  1 1.  In  explaining  the  program,  the 
Department  of  Health,  Education,  and  Welfare  said: 

“The  program  uould  not  reinsure  ...  a 
particular  policyholder  nor  ...  a carrier  as 
such.  It  would  protect  the  carrier  against  had  expe- 
rience in  the  aggregate  under  a particular  reinsur- 
ance plan.  Only  abnormal  losses  and  those  in  excess 
of  anticipations  would  be  reinsured.  . . . The 

carrier  would  share  in  paying  these  abnormal  losses 
(Lb  S.  share  limited  to  75  per  cent)  . . . The 

program  is  designed  to  encourage  carriers  to  experi- 
ment more  broadly  and  rapidly.  . . . Success 

would  depend  entirely  on  voluntary  action  by 
(carriers).” 

The  program  would  be  started  with  a federal 
appropriation  of  $25  million.  The  objective  is  to 
make  the  fund  self  sustaining  within  five  years  by 
scaling  premiums  to  match  expenses,  with  the  U.  S. 
advance  to  be  repaid.  The  federal  obligation  would 
not  extend  beyond  the  money  in  the  reinsurance 
fund,  or  in  separate  funds  if  they  are  established. 

Responsibility  for  administration  would  rest  with 
the  secretary  of  HEW,  who  would  also  fix  rates 
of  reinsurance  and  could  cancel  contracts  for  cause. 
State  insurance  authorities  would  be  used  to  the 
maximum  extent,  including  enforcement  of  compli- 
ance with  regulations. 

PLANS  ELIGIBLE 

Private  insurance  companies,  voluntary  nonprofit 
associations  such  as  Blue  Cross  and  Blue  Shield,  and 
other  voluntary  groups  could  participate  if  approved 
by  the  secretary  and  if  they  complied  with  condi- 
tions and  standards,  including  those  noted  below. 

REQUIRED  OF  PLANS 

The  secretary  would  establish  terms,  conditions 
and  requirements  for  types  of  plans,  taking  into  con- 
sideration these  objectives:  extension  of  coverage  to 
persons  not  now  protected,  extension  to  new  geo- 


graphic areas  and  provision  of  benefits  and  services 
not  now  readily  available.  Plans  would  not  be  ap- 
proved unless  (a)  financially  sound,  (b)  operating 
according  to  state  law,  and  (c)  worthy  of  public 
confidence.  The  secretary  would  specify  minimum 
benefits  and  waiting  periods,  and  set  up  safeguards 
against  undue  exclusions  based  on  such  things  as  pre- 
existing conditions  and  specific  illnesses.  Plans  of  a 
given  kind  or  type  could  be  reinsured  only  if  rein- 
surance, on  comparable  terms  and  conditions,  were 
not  available  from  private  sources. 

FEDERAL  COUNCIL  AND  TECHNICAL  SERVICE 

A National  Advisory  Council  on  Health  Service 
would  be  established,  consisting  of  12  members  four 
of  whom  would  have  to  be  experienced  in  the  admin- 
istration of  health  plans.  Appointments  would  be  by 
the  secretary.  The  Council  would  advise,  consult 
with  and  make  recommendations  to  the  secretary. 
The  Department  of  HEW  also  would  maintain  a 
technical  advisory  and  informational  service  to  assist 
health  plans  without  cost.  The  information  service 
would  conduct  studies  and  collect  and  distribute 
information  on  the  organizational,  actuarial,  and 
other  problems  of  health  insurance. 

Manion  Commission  Starts  Survey  of  Grants 
in  Five  States 

On  contract  from  the  Commission  on  Intergov- 
ernmental Relations,  private  research  organizations 
have  started  a study  of  five  states  “widely  representa- 
tive of  the  national  picture”  to  determine  the  impact 
of  federal  aid  programs  on  state  and  local  govern- 
ments. The  states  are  Kansas,  Wyoming,  Michigan, 
Mississippi,  and  Washington.  Twenty-two  federal 
grant  programs  representing  87  per  cent  of  the  near- 
ly $3  billion  spent  annually  for  all  federal  aid  will 
be  investigated.  Included  will  be  hospital  construc- 
tion, general  public  health,  venereal  disease,  tuber- 
culosis, mental  health,  cancer,  heart  disease,  and 
housing  and  slum  clearance.  The  commission  ex- 
plains: “The  surveys  are  expected  to  enable  the 
commission  to  recommend  what  functions,  if  anv, 
should  be  reallocated  as  between  the  federal,  state, 
and  local  governments,  and  what  modifications  of 
existing  procedures  in  the  federal  aid  programs  are 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


380 

necessary  to  eliminate  overlapping,  unnecessary  con- 
trols and  excessive  costs.” 

In  the  health  field,  the  principal  grant-in-aid 
programs  are  carried  on  by  the  Public  Health  Sei*v- 
ice  and  the  Children’s  Bureau.  Grants  from  the 
Public  Health  Service  are  provided  for  tul)erculosis, 
mental  health,  general  health,  heart  disease,  and  can- 
cer control,  among  others,  while  the  Children’s 
Bureau  allocates  funds  for  services  for  crippled  chil- 
dren and  maternal  and  child  health.  Vocational  re- 
habilitation and,  of  course,  the  Hill-Burton  hospital 
program  also  are  conducted  on  the  same  basis. 

Some  of  the  basic  questions  which  must  be 
answered  concerning  medical  grant-in-aid  programs 
are: 

1.  Should  federal  funds  be  reduced  or  eliminated 
for  all  or  any  one  of  them? 

2.  Should  federal  funds  be  maintained  at  the  pres- 
ent level  or  increased  for  all  or  any  one  of  them? 

If  federal  funds  are  reduced  or  eliminated,  can 
the  services  rendered  be  supported  by  state  and  local 
tax  revenues? 

4.  If  you  believe  federal  funds  should  be  elimin- 
ated, should  the  process  be  gradual  to  permit  local 
governmental  jurisdictions  to  assume  the  responsibil- 
ity? 

5.  If  federal  grants-in-aid  should  be  continued  in 
any  or  all  of  the  existing  programs,  should  the  grant- 
in-aid  formula  be  changed? 

6.  Should  the  federal-state  administrative  relation- 
ship presently  established  by  federal  regulation  be 
altered  in  any  way? 

7.  Which,  if  any,  of  the  grant-in-aid  programs 
should  be  considered  a proper  federal  responsibility? 

The  Manion  Commission  has  been  granted  an- 
other year  (until  March  i,  1955)  in  which  to  com- 
plete its  work. 

If  Doctors  Pool  Fees,  They’re  (Tax) 
Partners 

Ruling  by  Internal  Revenue  Service  holds  that  if 
members  of  a hospital  staff  pool  fees  received  from 
patients,  for  subsequent  distribution  among  them- 
selves, they  comprise  a partnership  and  the  group 
must  file  a partnership  tax  return  (Form  1065).  IRS 
ruling  resulted  from  inquiry  that  was  made  by  staff 
members  of  an  unnamed  hospital.  Their  fee  collec- 
tions came  from  part-pay  ward  patients.  Each 
“partner,”  under  IRS  ruling,  is  required  to  report 


as  taxable  income  “his  distributive  share  of  the  net 
income  of  the  organization  for  the  taxable  year  end- 
ing with  or  within  his  taxable  year,  whether  or  not 
distributed,  even  though  it  may  reflect  certain 
amounts  retained  by  the  organization  as  a reserve 
for  expenses.” 

Another  recent  tax  ruling:  One  may  not  deduct, 
under  heading  of  medical  expenses,  sums  expended 
for  building  a swimming  pool  or  installing  an  eleva- 
tor on  taxpayer’s  property,  even  though  these 
features  were  recommended  by  a physician  for  pur- 
pose of  conserving  or  protecting  health. 

Federal  Employee  Health  Insurance 
Proposed 

President  Eisenhower  has  announced  that  later  in 
the  session  Congress  will  be  asked  to  set  up  a pro- 
gram of  contributory  medical  care  and  hospitaliza- 
tion insurance  open  to  all  federal  employees,  and 
supported  in  part  by  an  annual  contribution  of  about 
%o  million  from  the  U.  S.  government.  Payroll 
deductions,  presently  forbidden  under  federal  law, 
would  be  authorized.  The  plan  is  reported  to  include 
these  other  points:  i.  The  government  and  the 
employee  to  share  equally  premium  costs  up  to  $25 
per  year  per  employee,  with  the  latter  paying  all 
costs  above  that  figure.  The  employee  would  have 
his  choice  of  hospitalization,  surgical  care  and  medi- 
cal care,  or  all  three,  for  himself  and  his  family,  but 
the  U.  S.  contribution  would  not  exceed  $12.50. 
2.  Private  insurance  groups— Blue  Cross  and  Blue 
Shield,  White  Cross,  and  cooperative  group  health 
plans— would  handle  the  insurance.  There  would  be 
no  set  formula,  but  details  would  vary  among  de- 
partments and  geographic  areas.  The  administration 
also  is  proposing  that  Congress  authorize  federal 
contributions  toward  life  insurance  policies  for  U.  S. 
employees. 

Congress  Receives  Results  of  Bolton  Poll  on 
Nurse  Shortage 

The  nurse  shortage  in  the  U.  S.  is  acute  and  reme- 
dial action  is  urgently  needed,  Rep.  Erances  Bolton 
(R— Ohio)  has  informed  Congress.  Her  findings  WTre 
reported  to  the  House  as  a result  of  a poll  sent  to 
10,000  nurses,  physicians,  hospital  administrators, 
state  and  federal  officials  and  other  interested  lay- 
men. Mrs.  Bolton  reported  she  had  received  returns 
from  38.5  per  cent  of  those  sent  questionnaires.  Mrs. 
Bolton  introduced  a bill  early  in  the  last  session  for 
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a federal  program  of  grants  for  graduate  nurse 
training  and  practical  nurse  training.  The  American 
Medical  Association,  in  testimony  to  the  House 
Commerce  Committee,  reiterated  support  of  one- 
time construction  or  renov^ation  grants  to  nursing 
schools  on  a matching  basis  and  grants  to  states  for 
advanced  nursing  scholarships. 

Mrs.  Bolton  listed  these  findings,  among  others,  in 
her  report  to  the  House:  ( i ) Nurse  shortage  is  most 
critical  in  general  and  private  duty  nursing,  follow  ed 
by  teaching,  supervision  and  administration  cate- 
gories, (2)  low  pay  and  long  and  irregular  hours  are 
major  factors  in  the  shortage,  (3)  more  funds  to 
nursing  schools  should  remedy  the  shortage,  and  (4) 
a program  of  state  administered,  federal-state  match- 
ing funds  is  the  preferred  approach  to  the  problem. 

New  Hill-Burton  Expansion  Bill  is 
Reported  to  House 

The  House  Interstate  and  Foreign  Commerce 
Committee  on  March  3 favorably  reported  a new' 
bill  (HR8149)  for  expanding  the  Hill-Burton  hos- 
pital construction  program  to  include  diagnostic  or 
treatment  centers,  hospitals  for  the  chronically  ill, 
rehabilitation  centers  and  nursing  homes.  It  super- 
sedes HR7341.  The  same  appropriations  are  asked: 
$182  million  over  three  years,  with  $2  million  for 
planning  and  surveys,  $20  million  annually  for  diag- 
nostic or  treatment  centers,  a like  amount  for  hos- 
pitals for  the  chronically  ill,  $10  million  for  rehabili- 
tation facilities  and  a like  amount  for  nursing  homes. 
Administration  (by  states,  under  regulations  drawn 
up  by  the  U.  S.  Surgeon  General)  would  remain 
generally  the  same  as  in  HR7341.  The  changes 
include: 

U.  S.  Share.  Under  the  earlier  bill,  states  would 
have  been  required  to  match  federal  money  dollar 
for  dollar.  The  new  bill  adopts  the  regular  Hill- 
Burton  procedure  for  matching,  except  that  a state 
may  decide  on  a 50-50  matching  program.  “.  . . 

For  All  the  People.”  The  new  bill  restates  the  pur- 
pose of  the  original  Hill-Burton  law  to  help  states 
to  provide  facilities  “for  furnishing  to  all  their 
people  adequate  services.”  It  is  understood  that  this 
would  rule  out  facilities  sponsored  by  a labor  or 
fraternal  organization  or  a prepaid  health  plan  unless 
the  general  public  w ere  allow  ed  full  and  unrestricted 
use  of  the  facilities.  “Nonprofit”  and  “Public”  Re- 
quirements. The  first  bill  limited  grants  to  “non- 
profit” centers  or  hospitals.  The  second  changes  this 


to  read  “public  and  other  nonprofit”  centers  or  hos- 
pitals. The  earlier  bill  required  that  centers  and 
nursing  homes  be  “under  the  professional  supervision 
of  persons  licensed  to  practice  medicine  in  the  state.” 
The  second  broadens  this  by  also  making  eligible 
centers  and  nursing  homes  that  are  “operated  in  con- 
nection with  a hospital.”  Restriction  on  Diagnostic- 
Treatment  Centers.  A new'  restriction  is  w’ritten  into 
the  bill  concerning  diagnostic  or  treatment  centers. 
If  they  are  not  public,  they  would  have  to  be  oper- 
ated by  or  be  a part  of  “a  corporation  or  association 
which  ow  ns  and  operates  a nonprofit  hospital.”  1 his 
w ould  bar  U.  S.  grants  to  a group  of  physicians  who 
w'ant  to  set  up  a center,  unless  they  also  operate  a 
nonprofit  hospital.  Bi-State  Facilities.  Under  the  new 
bill  it  would  be  possible  for  a state  to  have  a portion 
of  its  allocation  transferred  to  another  state  to  help 
in  the  construction  of  a facility  for  use  of  both  states. 
Restriction  on  Disposition.  The  first  bill  w'ould  have 
authorized  the  federal  government  to  recover  its 
proportionate  share  of  a facility  converted  to  private 
profit  use  within  20  years  after  construction.  The 
new  bill  would  allow'  the  U.  S.  to  recover  if  the 
facility  w ere  sold  or  transferred  at  any  time. 

New  Senate  Legislation 

S2759 — Amends  Vocational  Rehabilitation 

Act.  (Smith,  R —New  Jersey,  January  19.)  An 
Administration  bill  based  on  the  President’s  health 
message  to  Congress.  The  bill  would  substitute  for 
the  existing  Vocational  Rehabilitation  Act  a ne;w 
act  authorizing  appropriations  to  assist  in  the  re- 
habilitation of  handicapped  persons  in  three  ways: 
(i)  Grants  to  states  to  meet  the  cost  of  rehabilita- 
tion services,  ( 2 ) Six  year  grants  to  states  to  extend 
and  improve  rehabilitation  services,  and  ( 3 ) Grants 
to  states  and  to  public  and  other  nonprofit  organiza- 
tions and  agencies  to  meet  the  cost  of  unique 
projects  directed  toward  the  solution  of  regional  or 
national  rehabilitation  problems.  During  the  fiscal 
years  1955  and  1956  special  project  grants  wmuld  be 
available  for  helping  the  states  to  plan  and  initiate  a 
substantial  expansion  of  their  vocational  rehabilita- 
tion programs. 

The  bill  is  not  intended  to  provide  grants  for 
major  new  construction. 

Each  state  w'ould  have  a minimum  allotment  for 
general  grants  of  $50,000  with  the  federal  share  varv- 
ing  from  33)^  per  cent  to  66^  per  cent. 
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Extension  and  improvement  grants  would  carry 
a minimum  allotment  of  $5,000  per  state  with  the 
federal  share  up  to  75  per  cent  of  the  cost  for  the 
first  two  years,  50  per  cent  for  the  next  two,  and  25 
per  cent  for  the  last  two  years. 

Payments  under  the  unit|ue  project  grants  would 
be  determined  by  the  Secretary  of  Health,  Educa- 
tion, and  Welfare.  To  receive  federal  approval  of 
a plan,  a state  would  designate  a single  administering 
agency  and  provide  for  personnel  and  administration 
standards  to  be  approved  by  the  Secretary  of  HEW. 
The  state  agency  would  agree  to  cooperate  with 
the  Bureau  of  Old  Age  and  Survivors  Insurance, 
the  state  agency  administering  the  state’s  public 
assistance  program,  and  other  bureaus  providing 
vocational  rehabilitation  services. 

Because  of  the  new  allotment  and  matching 
formulas,  there  would  be  a limit  of  10  per  cent  for 
any  decrease  in  allotments  to  a state  in  any  one 
year. 

These  amendments  would  become  elTective  July 
I,  1954.  To  Labor  and  Public  Welfare  Committee. 

S2778 — Amends  Public  Health  Service  Act. 
(Smith,  R— New  Jersey,  January  20.)  The  Adminis- 
tration bill,  promised  in  President  Eisenhower’s 
health  message,  to  extend  and  improve  public  health 
services  by  a better  use  of  federal  funds. 

The  bill  would  replace  the  present  separate 
authorizations  for  grants  to  control  individual 
diseases  with  an  authorization  for  the  following  three 
types  of  grants:  (i)  Grants  to  assist  states  generally 
in  meeting  the  cost  of  their  public  health  services, 
( 2 ) Six  year  grants  to  assist  states  to  extend  and  im- 
prove their  public  health  services,  and  (3)  Grants 
to  states  and  to  public  and  other  nonprofit  organi- 
zations and  agencies  to  meet  the  cost  of  unique 
projects  directed  toward  the  solution  of  regional  or 
national  public  health  problems. 

The  type  of  grants  are  similar  to  those  in  the 
Administration’s  vocational  rehabilitation  bill 
(S2759). 

In  the  general  or  type  (i)  grant  the  financial 
aid  formula  would  be  based  on  a state’s  relative 
population  and  fiscal  resources  as  measured  by  the 
state’s  per  capita  income  (this  is  the  formula  used 
in  the  Hill-Burton  Hospital  Construction  Act). 
Each  state  would  have  a minimum  allotment  of 
$50,000  with  the  total  federal  share  varying  from 
33p3  pet  cent  to  66^  per  cent.  Payments  from 


allotments  would  depend  upon  submission  by  the 
state  health  authority  of  a plan  meeting  federal 
re(|uirements. 

The  extension  and  improvement  or  type  ( 2 ) grant 
would  carry  a minimum  state  allotment  of  $25,000 
with  the  federal  share  up  to  75  per  cent  for  the  first 
two  years,  50  per  cent  for  the  next  two,  and  25  per 
cent  for  the  last  two. 

The  unique  project  or  type  (3)  grant  would  be 
made  by  the  Surgeon  General  from  money  avail- 
able for  any  fiscal  year.  Payments  would  be  made 
in  advance  or  by  reimbursement  for  services  and 
purchases  determined  by  the  Surgeon  General  as 
necessary  to  carry  out  the  unique  project. 

To  permit  states  to  adjust  their  finances  to  the 
new  allotment  formulas,  there  would  be  a limit  of 
10  per  cent  for  any  decrease  in  allotments  which  a 
state  would  receive  in  any  one  year. 

The  act  is  to  take  effect  July  i,  1955.  This  bill  is 
identical  with  HR7397  introduced  the  same  day  in 
the  House.  To  Labor  and  Public  Welfare  Com- 
mittee. 

S2929 — Social  Security  Increases.  (Long,  D— 
Louisiana,  February  10.)  Amends  Social  Security 
Act  to  increase  federal  money  in  state  programs 
(because  of  higher  living  costs)  for  old  age  assist- 
ance, aid  to  dependent  children,  the  blind,  and  the 
permanently  disabled.  Provides  for  a $10  monthly 
increase  from  present  maximum  of  $55  for  the  aged, 
blind,  and  permanently  disabled.  Also  raises  federal 
contribution  from  present  % of  first  $25  and  14  of 
balance  to  % of  first  $25  and  % of  balance  up  to 
the  new  $65  maximum. 

Federal  aid  to  dependent  children  would  be  in- 
creased $6  monthly  from  present  maximum  of  $30 
and  from  present  % of  first  $15  and  14  of  balance  to 
ji  of  first  $18  and  % of  balance  up  to  $36. 

The  last  federal  increases,  made  in  1952,  are  to 
end  September  30.  This  bill  has  no  automatic  term- 
ination clause.  To  Finance  Committee. 

New  House  Legislation 

HR7700 — Mortgage  Insurance  for  Medical 
Facilities.  (Wolverton,  R— New  Jersey,  February 
3.)  Provides  federal  mortgage  insurance  of  private 
loans  for  the  construction  of  medical  facilities  sup- 
plying voluntary,  prepayment,  group  practice 
medical  care.  Medical  facilities  include  hospitals. 
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diagnostic  or  treatment  centers,  personal  health  serv- 
ice centers,  rehabilitation  facilities,  and  offices  for 
physicians  and  dentists. 

The  bill  supersedes  HR6951.  Opposed  by  AlVIA. 
Mr.  Wolverton  feels  such  federal  aid  would  result 
in  better  distribution  of  health  facilities,  stimulate 
private  loans,  extend  voluntary  prepayment  health 
plans,  and  increase  group  practice. 

A Medical  Facilities  Mortgage  Insurance  Fund 
would  be  created  under  the  Surgeon  General  of  the 
Public  Health  Service  with  $2,500,000  allocated 
immediately  and  additional  annual  appropriations  as 
necessary.  The  Surgeon  General  could  borrow  up 
to  $5,000,000  from  the  U.  S.  Treasury  to  carry  out 
the  program. 

The  aggregate  amount  of  all  outstanding  mort- 
gages could  not  exceed  $1,000,000,000  except,  with 
the  approval  of  the  President,  it  could  be  increased 
another  $2  50,000,000. 

To  obtain  insurance,  a mortgage  could  not:  exceed 
$5,000,000;  have  a maturity  over  40  years;  bear 
interest  in  excess  of  6 per  cent  (6/2  per  cent  in  cer- 
tain mortgage  markets);  and  reserve  less  than  60 
per  cent  of  the  insured  medical  facility  for  serving 
members  of  group  practice,  prepayment  health  plans. 

The  Surgeon  General  would  set  premiums  not  to 
exceed  1 14  per  cent  a year  of  the  amount  of  the 
mortgage.  To  Interstate  and  Foreign  Commerce 
Committee. 

HR7817  — Oral  Narcotic  Prescriptions. 
(Martin,  R— Iowa,  February  9.)  Would  permit  the 
sale  of  narcotic  drugs  that  possess  little  or  no  addic- 
tion in  comparison  with  morphine,  codeine,  or 
cocaine  on  an  oral  prescription  of  a registered  physi- 
cian, dentist,  veterinary  surgeon,  or  other  authorized 
practitioner. 

The  oral  prescription  must  be  put  in  writing 
promptly  and  filed  with  the  druggist  or  dealer.  In 
issuing  an  oral  prescription,  the  same  information  as 
is  now  required  on  written  prescriptions  would  be 
necessary. 

The  determination  of  what  narcotic  drugs  could 
be  prescribed  orally  is  left  to  the  discretion  of  the 
Secretary  of  the  Treasury.  He  is  to  consider  the 
views  of  the  Public  Health  Service,  the  Food  and 
Drug  Administration,  and  the  secretaries  of  national 
associations  representing  physicians,  pharmacists,  and 
narcotic  drug  manufacturers.  The  bill  is  supported 
by  the  National  Association  of  Retail  Druggists.  To 
Ways  and  Means  Committee.  Supported  by  AM  A. 


HR8079 — Voluntary  Social  Security  Ex- 
tension. (Golden,  R— Kentucky,  February  25.) 
Would  extend  social  security  coverage  on  a volun- 
tary basis  to  professional  persons.  Included  in  this 
category  are  physicians,  dentists,  osteopaths,  veter- 
inarians, chiropractors,  naturopaths,  lawyers,  op- 
tometrists, Christian  Science  practitioners,  and 
others.  To  Ways  and  Means  Committee. 

Legislative  Notes 

The  House  Labor  Committee  has  ordered  an  in- 
vestigation of  racketeering  in  the  administration  of 
labor  union  welfare  funds.  President  Eisenhower 
recommended  such  an  investigation  in  his  special 
labor  message  to  Congress,  saying  that  it  was  neces- 
sary to  “protect  and  conserve”  union  trust  funds  set 
aside  for  such  things  as  pensions  and  medical  care. 
The  House  Ways  and  Means  Committee  has  ap- 
proved a proposal  to  exempt  the  first  $1,200  of 
annual  pension  payments  from  personal  income 
taxes.  Under  present  law,  a worker  generally  is  not 
taxed  on  annuities  purchased  by  himself  in  his  work- 
ing years,  but  must  pay  tax  on  other  types  of  pen- 
sions. To  date  the  committee  has  taken  no  action  on 
the  Jenkins-Keogh  proposal,  indorsed  by  the  AMA, 
which  would  permit  the  self  employed  to  defer 
income  tax  payments  on  that  portion  of  their  earn- 
ings placed  in  restricted  pension  plans. 

AEG  Reports  Progress  in  Atomic 
Medicine  Research 

Semiannual  report  of  Atomic  Energy  Commission 
traces  progress  of  past  six  months  in  research  achieve- 
ments, postgraduate  training  and  protection  of 
workers’  health.  In  1953,  10,676  shipments  of  radio- 
isotopes went  from  Oak  Ridge  to  hospitals,  medical 
schools  and  other  institutions,  greatest  total  since 
inception  of  program  in  1946.  To  date,  these  con- 
signments total  42,749.  The  “big  two,”  which  com- 
prise nearly  70  percent  of  the  shipments,  are  iodine 
131  and  phosphorus  32. 

Other  highlights  from  AEC  report:  Oak  Ridge 
Institute  of  Nuclear  Studies  will  install  this  spring  a 
teletherapy  unit  capable  of  housing  radiation  source 
of  several  thousand  curies  . . . tracer  studies 

in  physiology  at  Brookhaven  National  Laboratory 
have  immediate  practical  implications  in  control  of 
hypertension  and  renal  complications  . . . sig- 

nificant findings  in  immunology  are  resulting  from 
University  of  Chicago  investigations  of  tagged 
amino  acids. 
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Griffin  Hospital  Appointments 

Oenildine  R.  Huss,  m.d.  hits  been  appointed  full 
time  director  of  the  Laboratory  and  pathologist  at 
Griffin  Hospital  and  will  assume  her  duties  on  July 
I,  1954.  Dt.  Huss  received  her  Doctor  of  Medicine 
degree  at  Temple  University  in  1949  and  since 
then  received  training  in  pathology  at  Harrisburg 
Cieneral  Hospital;  Grasslands  Hospital,  Valhalla, 
New  ^'ork;  Greenwich  Hospital  and  Grace-New 
Haven  Hospital,  the  latter  extending  until  June  30, 
1954.  She  is  Board  eligible  in  anatomical  and  clinical 
pathology.  Dr.  Huss  will  receive  an  appointment  to 
the  faculty  of  the  Yale  School  of  iVIedicine  on 
July  I,  1954. 

Charles  D’Alessio,  m.d.  has  been  appointed  full 
time  radiologist  at  the  Griffin  Hospital,  Derby,  after 
having  been  in  private  practice  of  radiology  in  Derby 
since  1952.  Dr.  D’Alessio  completed  the  three  year 
residency  in  radiology  at  the  Hospital  of  St.  Raphael, 
New’  Haven  and  is  eligible  for  Board  examinations. 

Griffin  Hospital  announces  the  following  staff 
appointments  for  1954:  Ralph  H.  Edson,  M.i).  presi- 
dent of  the  medical  staff;  Maxon  Ad.  Senfield,  iSLi). 
vice-president;  John  J.  Narowski,  iM.d.  secretary- 
treasurer;  John  C.  Adendillo,  m.d.  chief  of  staff  and 
chief  of  surgery;  Arthur  G.  Wilkinson,  m.d.  assist- 
ant chief  of  staff  and  chief  of  obstetrics  and  gyne- 
cology; Theodore  S.  Evans,  m.d.  chief  of  medicine; 
William  R.  Wilson,  m.d.  chief  of  pediatrics;  Clement 

C.  Clarke,  m.d.  chief  of  ophthalamology;  Charles 
Petrillo,  M.D.  chief  of  otolaryngology  and  rhinology; 
Charles  D’Alessio,  m.d.  radiologist;  Bernard  Shield, 

D. D.s.  chief  of  dentistry;  Edw^ard  Blumenthal,  m.d. 
acting  chairman,  Department  of  Anesthesia. 

Connecticut  Hospital  Association  Names 
Executive  Director 

The  appointment  of  Stuart  W.  Knox  as  executive 
director  of  The  Connecticut  Hospital  Association, 
to  take  effect  April  i,  was  recently  announced  by 
C.  P.  Goss,  of  Waterbury,  president  of  The  Con- 
necticut Hospital  Association.  This  action  was  taken 
at  the  March  meeting  of  the  board  of  trustees  and 
was  necessitated  by  the  resignation  of  Hiram  Sibley 
to  accept  the  position  as  director  of  program  devel- 
opment of  the  AAle-New^  Haven  Adedical  Center. 

Stuart  W.  Knox  has  served  as  secretary  of  the 
council  on  administrative  practice  of  the  Adassachu- 
setts  Hospital  Association  and  has  been  its  account- 


ing specialist  since  1950.  Adr.  Knox,  a former  hos- 
pital administrator  and  controller,  held  a commission 
in  the  U.  S.  Army  Aledical  Department  during 
World  War  II.  In  addition  to  membership  in  the 
American  Hospital  Association  since  1943,  Air.  Knox 
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also  holds  membership  in  the  Adassachusetts  Hospital 
Association,  National  Association  of  Cost  Account- 
ants, American  Association  of  Hospital  Accountants, 
and  the  Accountants  52  Club. 

The  Connecticut  Hospital  Association  includes 
in  its  membership  the  34  general  hospitals  of  Con- 
necticut, six  hospitals  w hich  specialize  in  specific 
categories  of  patients,  and  one  dispensary  which 
cares  for  patients  on  an  ambulatory  basis.  During  the 
past  six  years  the  Association  has  pioneered  in 
establishing  a program  of  uniform  accounting  and 
reporting,  and  in  establishing  sound  administrative 
practice  among  the  Connecticut  hospitals.  Recog- 
nizing the  need  for  trained  personnel  to  provide  the 
best  possible  care  for  hospital  patients,  the  Associa- 
tion has  conducted  a program  of  educational  insti- 
tutes for  such  key  hospital  personnel  as  nurses, 
accountants,  purchasing  agents,  pharmacist^,  dieti- 
cians, medical  record  librarians,  housekeepers  and 
laundry  managers. 

The  Connecticut  Hospital  Association  offices  are 
located  in  the  building  owned  by  the  Connecticut 
State  Adedical  Society  in  New  Haven. 


APRIL,  NINETEEN  HUNDRED 


Samuel  A.  Schuyler,  M.D. 


Dr.  Samuel  A.  Schuyler,  formerly  chief  medical 
officer  of  the  Hartford  Regional  Office  of  the  Vet- 
erans Administration,  has  been  awarded  a United 
States  Public  Health  Service  Fellowship  at  the 
Institute  of  Physical  Medicine  and  Rehabilitation, 
New  York  University  Medical  Center. 

Dr.  Schuyler  has  been  assistant  chief  of  physical 
medicine  and  rehabilitation  at  the  Hospital  for 
Chronic  Illness  at  Rocky  Hill  since  March,  1953. 
He  served  as  chief  medical  officer  and  chief  of 
physical  medicine  at  the  regional  VA  office  from 
January,  1947  until  his  resignation  to  accept  the 
position  at  the  Rocky  Hill  institution. 

As  a Fellow  in  Hospital  Administration  at  the 
University  of  Chicago,  Dr.  Schuyler  received  an 
M.B.A.  degree  there  in  1944.  He  served  as  executive 
physician  at  Sea  View  Hospital,  Staten  Island,  and 
as  deputy  medical  superintendent  at  Triboro  and 
Queens  Hospital,  Jamaica,  L.  I.,  following  comple- 
tion of  medical  studies  at  Charing  Cross  Hospital 
Afedical  School,  University  of  London,  in  1939. 

He  plans  to  complete  his  training  in  physical 
medicine  at  the  Institute  of  Physical  Medicine, 
National  Foundation  for  Infantile  Paralysis,  Warm 
Springs,  Georgia 


385 

Associates  Honor  Francis  B.  Woodford, 

M.D. 

For  27  years  a general  practitioner  of  medicine 
in  Ridgefield,  Dr.  Francis  B.  Woodford  was  honored 
at  a testimonial  dinner  at  The  Elms  Inn  on  February 
14,  at  which  doctors,  dentists  and  druggists  in  the 
community  paid  tribute  to  “The  Country  Doctor.” 
The  affair  was  arranged  by  Dr.  Charles  P.  Izzo, 
dentist. 

A fisherman  by  hobby,  the  doctor  received  an 
imported  French-type  spinner  and  reel,  with  a glass 
rod  and  lures.  Mrs.  Woodford  received  an  orchid 
corsage. 

At  the  table  where  the  guest  of  honor  and  his  wife 
were  seated,  the  centerpiece  was  a miniature  glass 
horse  and  buggy,  inscribed  to  “The  Country  Doc- 
tor.” 

Two  of  Dr.  Woodford’s  associates  at  Roosevelt 
Hospital  in  Neu’  York  City,  where  he  was  an  intern, 
were  present.  Dr.  Nelson  Sackett  and  Dr.  White. 

Many  telegrams  of  congratulations  were  received. 

Student  Nurse  Enrollment 

Schools  of  professional  nursing  in  the  United 
States  admitted  43,327  new  student  nurses  in  1953, 
an  increase  of  1.8  per  cent  over  1952.  Included  in  this 
group  are  students  from  3 year  diploma  programs 
and  the  4 and  5 year  collegiate  programs.  Together 
these  total  1,148  state  approved  schools  of  profes- 
sional nursing,  the  majority  of  which  are  also  ap- 
proved for  full  or  temporary  accreditation  by  the 
National  League  for  Nursing. 

Almost  one-fourth  of  nursing  students  admitted 
in  1953  are  attending  schools  in  the  three  iMiddle 
Atlantic  states— New  York,  New  Jersey,  and  Penn- 
sylvania; approximately  the  same  proportion  of  the 
students  are  enrolled  in  schools  west  of  the  Missis- 
sippi River.  Although  at  first  glance  this  seems  to 
reflect  an  unusual  concentration  of  schools  in  the 
eastern  half  of  the  United  States,  it  is  not  too  differ- 
ent from  the  distribution  of  the  national  population. 
Approximately  20  per  cent  of  the  population  live  in 
the  Middle  Atlantic  area  and  30  per  cent  w est  of 
the  Mississippi.  State  by  state  analysis  of  admission 
of  professional  student  nurses  shows  an  increase  of 
785  students  over  the  previous  year  with  increases 
in  27  states  and  the  District  of  Columbia,  one  state. 


AND  FIFTY-EOUR 


386 


CONNECTICUT  STATE  MEDICAL  JOURNAL  ■ 


Montana  remaining  the  same,  and  decreases  in  20 
states  and  the  territories  of  Hawaii  and  Puerto  Rico. 

Throughout  1953,  as  a public  service  program  of 
the  Advertising  Council,  nursing  has  been  empha- 
sized as  a career  opportunity  that  knocks  twice— for 
botli  professional  and  practical  nursing.  A recent 
survey  of  215  schools  for  practical  nursing  made  by 
the  National  League  for  Nursing  shows  that  8,543 
students  w'ere  admitted  to  schools  of  practical  nurs- 
ing during  the  1952-1953  school  year.  These  schools 
are  either  state  approved  or  approved  by  the  National 
Association  for  Practical  Nurse  Education. 

Estimates  indicate  that  between  50,000  and  60,000 
professional  nurses  and  at  least  60,000  practical 
nurses  are  needed  now  to  meet  the  expanding  health 
needs  of  the  country. 

During  1952  Connecticut  had  922  students  ad- 
mitted to  the  2 1 state  approved  schools  of  nursing 
and  during  1953,  959  to  the  same  21  schools. 

New  Ambulance  Group 

The  Connecticut  Ambulance  Association,  Inc.,  a 
non  profit  corporation,  was  established  in  February 
of  1950  by  a group  of  progressive  ambulance  opera- 
tors in  Connecticut  for  the  purpose  of  raising  the 
standards  of  ambulance  service  throughout  the  State 
in  order  to  insure  better  service  to  the  public. 

Its  sixteen  members,  operating  private  ambulance 
services  in  Bridgeport,  Bristol,  East  Hartford,  Hart- 
ford, Meriden,  Milford,  New  Britain,  New  Haven, 
New  London,  Stamford,  Stratford  and  Waterbury, 
conduct  a training  program  for  all  new  employees, 
use  qualified  drivers  and  attendants  at  all  times,  have 
adopted  an  insignia,  and  publish  an  annual  directory 
of  Connecticut’s  private  ambulance  services  and  all 
hospitals. 

The  officers  of  the  Association  are:  Thomas  J. 
Nelson  of  Bridgeport,  president;  Joseph  J.  Talarski 
of  Hartford,  vice-president;  Joseph  J.  Clark  of  New 
Haven,  secretary;  and  John  F.  Somers  of  Milford, 
treasurer.  Directors  are:  Thomas  J.  Flanagan  of  New 
Haven,  Edmund  M.  Campion  of  M/aterbury,  Cliff 
Bright  of  Bridgeport,  Earl  O’Brien  of  Stratford,  and 
William  J.  Curtin  of  New  London. 

The  Association  maintains  an  office  in  New 
Haven.  Mail  should  be  addressed  to  Joseph  J.  Clark, 
secretary,  P.  O.  Box  803,  New  Haven. 


Insurance  Plans  | 

( Fro'/n  the  AM  A Fublic  Relations  Department) 

Because  medical  fees  are  the  basis  for  much  criti- 
cism of  the  medical  profession,  voluntary  health  ■ 
insurance  plans  that  assist  the  patient  in  paying  his  ; 
medical  and  hospital  expenses  greatly  improve  the  I 
doctor-patient  relationship.  Physicians  can  help  the  • 
profession  and  the  patient  by  promoting  such  insur-  ; 
ance  plans.  It  is  an  especially  good  idea  ro  lecom-  ; 
mend  these  plans  to  patients  who  seem  to  have  difti-  ; 
culty  in  meeting  their  medical  expenses.  The  success  i 
of  voluntary  health  insurance  plans  is  the  best  proof  ; 
that  the  private  system  of  providing  medical  benefits  : 
is  better  than  government  control.  ! 

The  physician  can  also  aid  patients  in  using  their 
policies.  Before  a surgical  procedure,  for  example, 
the  doctor  can  discuss  insurance  coverage  when  talk- 
ing about  the  fee  for  the  operation.  Then  the  patient 
is  prepared  for  just  how  much  of  the  cost  he  will 
have  to  bear.  Because  many  persons  do  not  under- 
stand insurance  and  also  do  not  bother  to  read  the 
“fine  print,”  the  physician  may  have  to  explain  the 
policy  to  a patient.  This  often  requires  great  tact, 
especially  when  a patient  learns  he  has  a policy  that 
takes  away  in  fine  print  the  benefits  outlined  in  large 
print.  The  physician  and  his  office  should  help 
process  insurance  claims  quickly  and  correctly.  The  I 
patient  identifies  the  insurance  company  with  the 
doctor  and  the  hospital,  and,  if  his  rightful  claims 
are  not  settled  to  his  satisfaction,  he  may  be  bitter 
toward  all  three. 

In  a few  instances  physicians  have  been  guilty 
of  increasing  their  fees  so  that  patients  could  get 
larger  amounts  from  insurance  companies  or  of  list- 
ing a major  operation  when  a minor  operation  was 
actually  performed.  Such  fraud  cheats  the  doctor 
himself  in  the  long  run,  for  it  boosts  insurance 
premiums,  makes  it  necessary  to  reduce  policy 
benefits,  and  eventually  dries  up  the  source  of  the 
physician’s  fees.  Appropriate  action  should  be  taken 
by  mediation  committees  of  medical  societies  when 
such  frauds  are  discovered.  Though  there  are  in-  : 
equities  in  insurance  payments,  the  doctor  should 
work  through  his  medical  society  to  correct  them.  ; 
He  should  promote  voluntary  health  insurance  plans 
and  cooperate  with  the  patient  and  the  insurance 
company  to  the  best  of  his  ability. 

[' 
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Franklin  calls  our  attention  to  the  almost  unreal- 
ized fact  that  cancer  is  a leading  cause  of  death 
among  children  in  the  United  States  (“Analysis  of 
Cancer  in  Infancy  and  Childhood,”  N.  Y.  State  Med. 
Jour.,  53:14).  Cancer  is  the  fourth  in  the  age  group 
of  one  to  four  years  and  is  second  only  to  accidents 
in  the  age  group  of  five  to  fourteen  as  a cause  of 
death  among  the  children  of  the  United  States.  Sur- 
gery and  x-ray  seem  to  be  about  our  only  method 
of  treatment.  It  is  for  that  reason  that  it  is  important 
to  educate  mothers  and  nurses  in  the  importance  of 
looking  for  swelling  of  any  type  and  reporting  these 
to  their  physician.  It  is  only  in  this  way  that  cancer 
in  children  can  be  discovered  early  enough  for 
effective  treatment.  If  treated  early,  many  cases  of 
cancer  in  children  are  not  hopeless. 

* # ^ # 

The  following  is  a brief  extract  from  an  address 
given  by  Dickinson  on  the  occasion  of  his  assuming 
the  presidency  of  the  Arkansas  Medical  Society 
( Jour.  Ark.  Aled.  Soc.,  L:  i ). 

“I  have  spent  my  life  in  the  practice  of  medicine. 
My  father  spent  his  life  in  the  practice  of  medicine, 
and  my  boys  are  doing  the  same  . . . 

“I  have  become  increasingly  aware  that  the  prac- 
tice of  medicine  is  not  a static  thing.  It  is  forever 
changing.  I am  not  referring  to  scientific  changes, 
I am  speaking  of  the  philosophical,  ethical,  social  and 
economic  aspects  of  medicine.  I feel  that  some  of 
these  changes  have  not  been  to  the  advantage  of  the 
doctor,  the  patient,  or  to  the  general  public. 

“For  example,  I can  remember  when  the  doctor 
was  universally  loved.  My  father  was  loved  and 
respected  much  more  than  I am. 

“I  can  remember  when  medicine  was  practiced  to 
such  satisfaction  to  the  general  public  that  they  were 
stimulated  to  transcribe  the  following  to  us:  ‘There 
are  men  and  classes  of  men  that  stand  above  the 
common  herd;  the  soldier;  the  sailor;  and  the  shep- 
herd not  infrequently;  the  artist  rarely;  rarer  still  the 
clergyman;  the  physician  almost  as  a rule.  He  is  the 
flower  of  our  civilization.’ 

“It  is  an  admitted  fact,  to  us  and  to  the  general 
public,  that  we  have  far  outstripped  our  predecessors 
in  the  scientific  practice  of  medicine.  We  are  much 
more  successful  in  the  curing  of  disease,  shortening 
of  illness  and  saving  lives,  but  they  do  not  love  us 
and  respect  us  as  they  once  did. 
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“.  . . Perhaps  ‘we  would  do  well  to  go  back 

and  pick  up.  This  would  require  a critical  analysis 
of  ourselves  and  a reorientation’.” 

Obviously  there  are  some  things  of  value  in  medi- 
cine that  can  neither  be  bought  nor  imposed  upon 
the  doctor  or  the  general  public.  We  might  at  this 
point  echo  Dr.  Dickinson’s  words  that  “it  is  not 
enough  to  receive  this  honor  with  humility,  it  should 
be  received  with  a sense  of  obligation.” 

^ * 

Eliot,  in  her  discussion  of  “Health  Services  and 
Juvenile  Delinquency”  (P'ub.  Health  Rep.,  68:6), 
calls  attention  to  the  fact  that  “we  must  take  every 
precaution  we  can  to  prevent  these  young  people 
from  becoming  delinquent,  but  at  the  same  time  we 
must  realistically  face  the  probability  that  some  of 
them  will  get  into  trouble  and  will  need  proper 
treatment.”  The  encouragement  of  communities  to 
do  everything  in  their  power  to  prevent  further 
delinquency  and  to  attend  to  the  wants  of  those 
youngsters  who  have  already  become  delinquent  is 
a primary  need.  There  should  be  continuing  sup- 
port of  probation  services  at  the  local  level  (only 
half  of  the  counties  in  the  United  States  offer  such 
a service).  Dr.  Eliot  thinks  that  public  and  voluntary 
health  services  can  make  a great  contribution. 
Mental  health  clinic,  child  guidance  clinic,  etc.,  can 
all  make  an  effective  contribution  to  the  problem. 

Dr.  Eliot  ends  on  a sour  note  to  the  effect  that 
“these  groups  of  ‘problem  families’  in  our  com- 
munities offer  a focal  point  for  work  not  only  of  the 
health  agencies  but  also  of  all  our  social  welfare, 
educational,  and  law-enforcing  agencies.  Why  these 
families  have  such  knotty  problems  and  why  they 
continue  to  have  them  after  great  amounts  of  money 
and  energy  have  been  expended  in  their  behalf  are 
questions  that  have  baffled  students  of  our  social 
and  economic  life.” 

^ ^ ^ 

“Which  Patients  May  Fly”  is  a modern  problem; 
and  one  which  confronts  most  physicians  at  one  time 
or  another.  Kreinin  ( G.  P.,  VIII:  2)  is  of  the  opinion 
that  flying  is  not  harmful  to  the  vast  majority  of 
sick  people.  Flying  is  probably  always  contraindi- 
cated in  patients  suffering  from  severe  anemia,  cases 
of  serious  pulmonary  disease,  and  patients  who  have 
developed  a pneumothorax,  cardiac  decompensation, 
and  coronary  insufficiency.  Stricture  of  the  eusta- 
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chian  tube  predisposes  to  the  development  of  ear 
trouble  during  flight  and  upper  respiratory  infec- 
tions may  lead  to  otitis  media  or  purulent  sinusitis. 

Patients  w ith  mental  diseases  are  more  subject  to 
air  sickness  than  normal  patients.  It  should  be  added 
that  they  should  not  fly  if  they  have  a disorder  which 
might  make  them  dangerous  to  themselves  or  to 
other  passengers. 

Infants  tolerate  air  travel  w'ell  and  appear  to  be 
less  susceptible  to  the  early  stages  of  oxygen  lack. 
Infants  are  less  susceptible  to  air  sickness  than  the 
adult.  However,  once  anoxia  appears  in  an  infant, 
the  subsequent  decline  is  rapid,  and  counter  measures 
must  be  instituted  immediately. 

There  is  no  reason  why  a pregnant  woman  should 
not  fly  up  to  the  last  month  of  her  pregnancy. 

* ^ ^ 

The  treatment  of  chronic  constipation  in  child- 
hood has  bothered  most  of  us  at  some  time  or  an- 
other. Commonly  correction  of  minor  physical 
defects,  attention  to  the  liquid  intake,  care  of  the 
dietary  habits  and,  above  all  else,  the  insistence  on 
regularity  have  been  sufficient  treatment  for  the 
correction  of  chronic  constipation  in  children.  How- 
ever, there  are  a few  children  in  which  such  a regime 
ends  in  failure  and  additional  help  is  needed.  Laxa- 
tives are  indicated  only  after  other  and  simpler 
methods  have  proved  themselves  to  be  insufficient 
and  should  be  continued  only  long  enough  to  aid 
the  child  in  establishing  satisfactory  bow^el  function. 

For  many  years  prunes  as  a bulk  laxative  have 
produced  favorable  results.  Burke  { Miss.  Med., 
50:5)  has  been  experimenting  with  diphenylisatin, 
which  is  the  active  laxative  principle  of  prunes. 
Isatin  stimulates  peristalsis,  is  eflPective  in  small  doses 
and  is  not  absorbed.  Prulose  Complex  Liquid  was  the 
preparation  used  in  all  the  cases  treated  for  constipa- 
tion. Dr.  Burke  reports  a favorable  response  in  every 
instance  and  that  no  undesirable  side  elTects  were 
observed.  The  laxative  w^as  effective  in  a number 
of  cases  in  wdiich  response  to  other  laxatives  had 
been  poor.  Perhaps  it  should  be  added  that  the  cor- 
rection of  faulty  habits  and  of  dietary  indiscretions 
still  remain  a first  objective  in  treating  chronic  con- 
stipation in  children. 

* * * * 

Pulmonary  “coin”  lesion  is  for  many  of  us  an 
unfamiliar,  descriptive  term.  Trimble  defines  the 
term  as  a lesion  located  in  the  lung  substance.  These 
lesions  are  round,  oval  or  lobulated,  with  their  edges 
sharply  demarcated  and  wdth  smooth  contours,  wdth- 
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out  cavitation  and  usually  w ithout  calcification  (Dis. 
of  Chest,  XXLLL:6).  This  group  of  lesions  does  not 
include  masses  with  adjacent  inflammatory  reaction 
associated  wdth  atelectasis  or  those  obviously  arising 
from  the  chest  wall  or  mediastinum. 

In  the  opinion  of  Dr.  Trimble  the  diagnosis  of 
these  lesions  usually  requires  surgical  exploration, 
for  the  removal  of  the  nodule  and  pathological  study. 

The  important  fact  about  pulmonary  “coin” 
lesions  is  that  from  15  to  30  per  cent  of  these  lesions 
are  malignant,  and  in  some  specially  selected  older 
age  groups  as  high  as  70  per  cent  of  them  are  malig- 
nant. According  to  the  author,  pulmonary  “coin” 
lesions  should  not  just  be  w'atched  until  a clinical  , 
diagnosis  can  be  made  because  by  that  time  meta- 
stases  are  likely  to  be  present  and  the  chance  for 
successful  surgery  has  been  greatly  reduced. 

Many  clinicians  will  be  inclined  to  doubt  the  j 
authors  assertion  that  exploratory  thoracotomy  “is  a I 
benign  procedure  comparable  in  risk  to  appendec- 
tomy and  should  be  thought  of  in  the  same  way  as 
most  physicians  and  even  the  general  public  have 
been  educated  to  think  about  biopsy  of  a lump  in 
the  breast.”  Probably  we  all  need  a little  more 
education. 

* * * * 

On  the  word  of  Behrend  there  is  still  much 
hysteria  among  surgeons  concerning  the  treatment 
of  acute  cholecystitis  ( Jour,  of  hiternat.  Coll.  Surg., 
XIX: 5).  From  his  own  experience  he  makes  the  fol- 
lowing observations: 

1.  Patients  with  acute  cholecystitis  should  be  | 
treated  conservatively. 

2.  The  surgeon  should  not  become  panicky  and 
subject  the  patient  to  an  emergency  operation,  unless  J 
it  is  impossible  to  make  an  exact  diagnosis. 

3.  Starvation  treatment,  not  mentioned  by  most  | 

authors,  is  the  best  method  of  preparation.  ! 

4.  Parenteral  feeding  with  5 per  cent  dextrose,  j 

amigens  and  antibiotics  will  produce  subsidence  of  ! 
symptoms  in  tw  elve  to  twenty-four  hours.  ; 

5.  Acute  perforation  is  a rare  occurrence.  Many  | 
chronic  perforations  are  observed  at  operation,  but  | 
these  are  not  under  discussion. 

6.  Cholecystotomy,  except  in  persons  past  the  j 
seventh  decade  of  life,  is  not  a necessary  operation. 
The  author  has  not  performed  one  in  many  years. 

7.  For  the  occasional  and  inexperienced  surgeon,  , 

cholecystostomy  should  be  the  chosen  procedure.  ^ 
He  should  also  remove  the  gallbladder  from  above  I 
downward.  ! 
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Gilbert  R.  Hubert,  M.D. 
1907  - 1953 


He  tao  huata  e taea  te  karo; 

He  tao  im  aitiia,  ekore.  ( Maori) 

^'The  thrust  of  a spear-haft  may 
be  parried;  that  of  death  nevef 

On  October  28,  1953  Dr.  Gilbert  R.  Hubert  suc- 
cumbed to  a rapidly  progressive  pathological 
process,  the  first  symptom  of  which  had  appeared 
Yothin  the  preceding  month.  Dr.  Hubert  is  survived 
by  his  father,  Gilbert  Hubert;  his  wife,  the  former 
Beatrice  I.  Dibble  of  Elnora,  New  York;  and  two 
children,  a son,  Coe,  age  12,  and  a daughter,  Harriet, 
age  7. 

Gilbert  Hubert  was  born  in  Winsted,  Connecticut, 
January  13,  1907.  His  early  education  was  obtained 
at  St.  Anthony’s  Parochial  School  in  Winsted  and 
Mark  Hopkins  School  in  North  Adams,  Massachu- 
setts. He  was  graduated  from  the  Massachusetts 
School  of  Optometry  in  1926  and  received  the  degree 
of  Bachelor  of  Arts  from  St.  Bonaventure’s  College 
in  1930.  Following  his  graduation  from  Yale  Medi- 
cal School  in  1935,  he  served  an  internship  in  Long 


Island  Hospital.  Having  determined  to  pursue  the 
specialty  of  pediatrics,  he  applied  and  obtained  a 
three  year  residency  in  the  Albany  General  Hos- 
pital. His  training  was  thorough  and  he  applied  him- 
self with  zeal  and  enthusiasm.  During  this  period  his 
contributions  to  scientific  literature  were  prolific. 
His  particular  interest  lay  in  the  field  of  endocrin- 
ology, as  is  shown  by  this  random  selection  of  titles 
of  articles  of  which  he  was  coauthor:  “Effect  of 
Synthetic  Male  Hormone  Substance  on  Descent  of 
the  Testicle  in  Cryptorchid  Boys,”  “Photographic 
Nature  of  Tanning  of  the  Human  Skin  as  Shown  by 
Studies  of  Male  Hormone  Therapy,”  “Mental  and 
Behavioral  Changes  Eollowing  Male  Elormone 
Treatment  of  Adult,  Castration,  Hypogonadism  and 
Psychic  Impotence,”  and  “Differential  Diagnosis  of 
Pseudocryptorchidism  and  True  Cryptorchidism. 

In  1940  Dr.  Hubert  returned  to  his  home  in  Tor- 
rington,  Connecticut  and  entered  the  private  practice 
of  pediatrics.  He  immediately  identified  himself  with 
the  department  of  pediatrics  in  Yale  Medical  School 
and  served  as  clinical  instructor  for  two  years. 
World  War  II  brought  a sudden  interruption.  Eol- 
lowing his  own  sense  of  duty  and  loyalty,  he  accept- 
ed a commission  in  the  United  States  Navy  in  Sep- 
tember 1943.  After  serving  overseas  in  the  European 
theater  for  a period  of  two  years,  he  was  finally 
separated  from  the  service  as  a lieutenant  command- 
er in  March  1946.  Throughout  his  professional 
career  here  he  was  a member  of  the  medical  staff  of 
the  Charlotte  Hungerford  Hospital.  During  the  in- 
terval from  1941  forward  he  served  as  chief  health 
officer  for  the  Torrington  schools.  He  was  a member 
of  the  Litchfield  County  Medical  Association,  and 
at  the  time  of  his  death  was  president  of  the  Tor- 
rington Yledical  Society. 

Attempt  to  eulogize  the  attributes  of  Gilbert 
Hubert  would  be  presumptuous.  By  words  one  can- 
not add  or  detract  from  his  exemplary  pattern  of 
behavior.  His  life  and  actions  were  motivated  by 
deep,  sincere  and  unwavering  religious  conviction. 
Especially  in  an  age  of  rampant  materialism,  such 
profound  faith  and  devotion  as  he  possessed  is  rare 
and  beautiful.  It  was  natural  to  find  in  him  a highly 
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developed  sense  of  justice  and  charity.  The  prin- 
ciples he  possessed  were  based  upon  fundamental 
Christian  ethics  and  were  obviously  not  subject  to 
compromise  or  expediency.  Idealism  and  unselfish 
devotion  were  manifest  in  his  love  and  loyalty  to- 
A\ard  family  and  home.  He  jealously  conserved  and 
guarded  every  second  of  rime  not  occupied  by  pro- 
fessional pursuits  in  order  to  share  these  moments 
\\ith  his  wife  and  children.  In  younger  years  he  had 
developed  a high  degree  of  skill  in  golf.  Despite  his 
keen  interest  and  desire  to  continue  participation  in 
this  sport,  he  played  only  a few  times  after  the  war 
because  he  felt  that  he  “wanted  to  be  with  his 
family.”  In  retrospect  it  would  almost  seem  that  he 
had  been  given  prescience  or  precognition  of  the 
brevity  of  the  life  span  remaining  for  him  to  enjoy. 
A total  selfless  attitude  of  kindliness  and  service 
characterized  his  relation  with  his  patients. 

His  hobbies  were  limited.  He  found  much  satis- 
faction in  the  study  of  religion  and  religious  phil- 
osophy and  filled  his  library  with  a number  of  books 
pertaining  to  these  subjects.  He  enjoyed  membership 
in  the  Serra  Club,  the  Holy  Family  Retreat  League, 
and  was  adult  advisor  to  the  C.Y.O.  The  diversion  of 
greatest  joy,  however,  was  his  camp  on  a lake  near 
Edinburgh,  New  York  in  the  foothills  of  the  Adiron- 
dack Mountains.  Here,  with  his  family,  he  felt  closest 
to  his  Creator  and  found  equanimity.  What  a lasting 
satisfaction  to  his  wife  and  children  to  have  had 
almost  two  whole  months  together  there  just  a few 
months  before  his  death! 

Francis  A.  Sutherland,  m.d. 


Committee  on  Foods,  Drugs,  Cosmetics 
and  Devices 

Represented  at  the  meeting  of  this  committee 
held  in  New  Haven  December  3,  1953  were  the  fol- 
lowing member  societies  and  institutions:  Connecti- 
cut Agricultural  Experiment  Station,  Dr.  Harry  J. 
Fisher;  Connecticut  Pharmaceutical  Association, 
Prof.  Nicholas  W.  Fenney;  Connecticut  State  Dental 
Association,  Dr.  William  H.  Kirschner;  Connecticut 
State  Medical  Society,  Dr.  Hugh  Dwyer;  Connecti- 
cut Veterinary  Medical  Association,  Dr.  Joseph 
DeVita;  University  of  Connecticut,  Dr.  Stanley  E. 
Wedberg;  Yale  University  School  of  Medicine,  Dr. 
Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Mr.  Felix  Blanc, 
representing  the  Pharmacy  Commission;  Dr.  Barnett 
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Greenhouse,  chairman  of  the  Joint  Committee  of 
the  State  Medical  Society  and  the  Pharmaceutical 
Association;  Dr.  James  C.  Hart,  representing  the 
State  Department  of  Health;  Mr.  Herbert  Plank,  I 
representing  the  Food  and  Drug  Commission;  Dr. 
Edward  T.  Wakeman,  pediatrician,  by  invitation  as 
consultant. 

BORIC  ACID  DUSTING  POWDERS 

The  safety  of  boric  acid  dusting  powders  was  ' 
discussed  and  it  was  voted  that  the  Committee  exon- 
erate dusting  powders  containing  5 to  10  per  cent  of 
boric  acid  until  further  evidence  was  brought  for- 
ward by  the  U.  S.  Food  and  Drug  Administration. 

(The  following  press  release,  dated  January  30,  . 
was  received  by  Dr.  Fisher  on  February  2: 

“The  Food  and  Drug  Administration,  Department  1 
of  Health,  Education,  and  Welfare,  has  investigated  | 
the  use  of  talcum  powders  prepared  with  5 per  cent  |j 
boric  acid  powder  and  finds  there  is  no  hazard  in  || 
the  use  of  these  products,  according  to  a statement  ; 
released  today.  | 

“Borated  talcum  powders  with  5 per  cent  boric  1; 
acid  have  been  in  use  for  many  years  as  dusting  pow-  || 
ders  for  babies.  !' 

“Clinical,  animal,  and  chemical  research  investiga-  i 
tions  as  well  as  consultation  with  leading  medical  : 
authorities  who  have  conducted  research  in  the  field  j 
of  baby  talcs  confirm  their  safety,  according  to  the  i 
Food  and  Drug  Administration.”)  | 

ANTI  ENZYMES  IN  DENTRIFICES  1 

ii 

Several  sample  advertisements  were  displayed  and  j 

lay  magazine  articles  on  the  use  of  anti  enzymes  in  ! 
tooth  pastes  were  discussed  by  the  committee.  The  ' 
committee  went  on  record  as  branding  claims  for  ! 
the  prevention  of  tooth  decay  by  these  anti  enzyme  I 
preparations  as  misleading  if  not  false.  A conserva-  ' 

tive  attitude  has  been  urged  by  the  Council  on  Den-  | 
tal  Therapeutics  and  the  Council  on  Dental  Research 
of  the  American  Dental  Association. 

A NEW  INSULIN  S 

Dr.  Greenhouse  remarked  that  a new  type  of  j 
insulin  (Insulin  Lente  Type  70/30)  had  recently 
been  offered  for  clinical  investigation.  This  insulin, 
containing  0.02  mgm.  of  zinc  per  100  units,  con-  ■ 
tained  an  acetate  bulTer  and  was  slowly  soluble  at 
the  pH  of  the  blood;  no  foreign  protein  was  present. 
Preliminary  clinical  results  indicated  that  it  was  an 
intermediate-acting  insulin— it  had  a slightly  longer  | 
action  in  some  patients.  | 


LETTERS 
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LETTERS  TO  THE  EDITOR 

Reporting  of  Prodromic  Dreams  Requested 

To  the  Editor: 

I am  making  a special  study  of  what  were  termed, 
more  than  a century  ago,  prodromic  dreams.  These 
are  recurring  dreams  in  which  the  dreamer  is 
troubled  by  dream  images  pointing,  directly  or 
symbolically,  to  ill  health  in  some  region  or  organ 
of  the  body. 

Such  dreams  may,  if  the  hint  is  heeded,  lead  to 
x-ray  or  other  medical  examination  revealing  disease 
curable  by  prompt  treatment,  perhaps  incurable  if 
prompt  treatment  is  not  given. 

A typical  prodromic  dream  is  one  in  which  the 
recurring  dream  image  is  of  mice  gnawing  at  some 
part  of  the  body,  later  found  to  be  the  seat  of  a 
malignant  or  non  malignant  growth.  Adost  laymen 
are  unaware  of  the  possible  diagnostic  value  of  such 
dreams.  As  I feel  the  publication  of  the  results  of  my 
study  might  be  helpful  to  many,  I now  wish  to 
include  examples  from  the  experience  of  practising 
physicians  and  surgeons. 

Hence  I would  greatly  appreciate  receiving  from 
readers  of  this  letter  reports  of  prodromic  dreams 
encountered  in  the  course  of  their  clinical  practice. 
My  address  is  35  Vernon  Street,  Hartford  6,  Con- 
necticut. 

H.  Addington  Bruce, 
Fellow,  American  Academy  of 
Arts  and  Sciences 

What  is  Specialization? 

February  24,  1954 

To  the  Editor: 

The  President’s  Page  in  the  February  Connecti- 
cut State  A4edical  Journal  was  of  interest  to  me, 
and  I should  like  to  comment  on  it. 

Ady  thoughts  on  the  subject,  I am  sure,  are  quite 
similar  to  yours,  but  I wonder  exactly  what  the 
word  “Specialization”  means  to  even  the  doctors— 
much  less  the  public. 

It  seems  to  me  that  what  we  fail  to  bring  out 
many  times  in  our  discussions  of  specialization  in 
contrast  to  general  practice  is  the  fact  that  there 
are  several  different  categories  of  specializations. 

What  is  usually  meant  by  specialist  is  the  term  as 
applied  to  the  specialist  who  deals  with  one  area 
of  the  body  or  one  system  of  the  body. 


However,  there  is  another  type  of  specialization 
which  is  perhaps  more  general  in  nature.  It  is  an  Age 
Group  Specialization  and  includes  the  fields  of 
pediatrics  and  internal  medicine.  Where  these  types 
of  specialization  fit  into  your  article  I am  not  quite 
clear. 

There  is,  in  my  opinion,  a lot  more  to  medicine 
than  diagnosing  and  treating  illness— namely,  pre- 
venting organic  and  functional  illness.  It  has  not 
been  proven  to  me  as  yet  that  General  Practitioners 
do  as  good  a job  in  this  field  of  prophylactic  medi- 
cine as  the  pediatrician  or  internist.  Adaybe  he  hasn’t 
the  training;  maybe  he  hasn’t  the  time;  some  of  them 
don’t  have  the  interest  as  far  as  children  are  con- 
cerned anyway. 

Therefore,  I wonder  if  it  is  wise  to  imply  that 
pediatricians  are  needed  to  give  adequate  medical 
care  to  only  fifteen  per  cent  of  the  children. 

What  is  adequate  pediatric  care— or  adequate 
medical  care  in  general  for  that  matter?  Some  of  my 
medical  friends  tell  me  that  more  rheumatic  fever 
is  being  seen  in  the  twenty-thirty  age  group  and  less 
in  the  childhood  years.  Does  this  mean  perhaps  that 
more  people  are  being  cared  for  by  pediatricians 
(who  have  the  reputation  of  using  antibiotics  more 
freely  than  those  who  treat  adults)  and  then  stop 
their  regular  check-ups  after  they  get  out  of  that 
age  group? 

It  is  the  feeling  of  some  of  us  that  adequate  pedi- 
atric care  should  include: 

1.  Emergency  care  of  acute  illness  or  accidents. 
In  my  opinion  the  well  trained  general  practitioner 
will  do  an  adequate  job  with  this. 

2.  Care  of  unusual  acute  or  chronic  diseases  of 
children.  Here  even  the  most  rabid  antispecialists 
are  glad  to  have  a pediatrician  available  occasionally. 

3.  Routine  check-ups  at  the  doctors  office. 

4.  The  maintainence  of  adequate  immunizations 
including  tetanus  toxoid. 

5.  Adequate  prophylactic  and  therapeutic  care  of 
the  many  functional  problems  that  constantly  come 
to  the  attention  of  the  pediatrician.  Just  think  of  the 
time  the  pediatrician  spends  on  this  one. 

I won’t  argue  at  all  with  the  idea  that  the  general 
practitioner  is  the  backbone  of  American  medicine, 
but  I certainly  feel  that  more  than  fifteen  per  cent 
of  the  children  should  have  the  advantage  of  care  by 
pediatricians,  at  least  until  general  practice  fulfills 
adequate  pediatric  care  as  outlined  above,  in  v hich 
event  the  consummation  devotedly  to  be  desired 
will  have  been  gloriously  achieved. 

Sincerely, 

James  H.  Root,  Jr.,  m.d.,  e.a.a.p. 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  Dewey  Katz,  Hartford  Recording  Secretary,  Mrs.  Walter  Nelson,  Cromwell 

Fresident-Fdect,  Airs.  Newell  W.  Giles,  Darien  Correspmiding  Secretary,  Mrs.  Stevens  J.  Adartin,  Hartford 

Second  Vice-President,  Airs.  Winfield  Kelly,  Norwich  Treasurer,  Adrs.  Norman  J.  Barker,  Collinsville 


Annual  Meeting 

Dr.  John  Blasko,  the  new  State  mental  health  com- 
niisioner,  M’ill  speak  at  the  Annual  Meeting  of  the 
State  Auxiliary  on  April  28.  This  will  be  his  first 
speaking  engagement  in  the  State.  We  feel  this  is 
fitting  in  view  of  the  fact  that  it  was  a Connecticut 
State  Medical  Society  legislative  measure  that 
brougiit  about  the  creation  of  his  post,  and  that  the 
Auxiliary  played  an  important  role  in  putting  this 
legislation  through  the  last  Connecticut  Assembly. 

The  luncheon  will  be  held  at  Trinity  College  in 
Hamlin  Dining  Hall  following  a business  meeting- 
in  the  Library  Conference  Room.  Reservations  at 
$1.80  must  be  sent  to  Mrs.  Asher  Baker,  48  Bartlett 
Street,  Portland  by  April  24.  Dr.  Albert  C.  Jacobs, 
president  of  the  College,  will  address  the  members 
at  the  opening  of  the  meeting  and  welcome  them 
to  Trinity  College  campus. 

Connecticut  Nutrition  Council 

We  have  some  interesting  figures  on  the  Connecti- 
cut Nutrition  Council  meeting  in  February.  Repre- 
sentation of  teachers  was  as  follows:  26  per  cent 
elementary  school  personnel;  14  per  cent  home- 
making teachers;  12  per  cent  home  economists  from 
college  and  university  extension  classes.  Those  con- 
cerned with  School  Child  Health  were  represented 
by  26  per  cent  elementary  school  personnel;  13  per 
cent  school  lunch  personnel;  14  per  cent  home 
making  teachers;  12  per  cent  school  nurses  and  town 
health  personnel. 

The  meeting  aroused  interest  in  school  nutrition 
instruction.  It  gave  positive  help  for  classroom  expe- 
riences. It  made  available  pertinent  materials;  gave 
new  facts;  revised  basic  facts  and  showed  many  use- 
ful, promising  practises. 

Mr.  James  Burch  set  up  the  Today's  Health  ex- 
hibit for  the  Auxiliary  and  was  present  throughout 
the  meeting.  The  Auxiliary  was  represented  by 


iMesdames  Morton  Arnold,  Creighton  Barker,  Wil- 
liam Horton,  Dewey  Katz,  Arthur  D.  March,  Wil- 
liam S.  Maurer  and  F.  Erwin  Tracy. 

Art-Musicale 

On  Sunday,  March  28  the  Physicians’  Art-Musi- 
cale was  held  at  the  Avery  Memorial  with  a 
fascinating  Picasso  exhibit  as  background.  A lavish 
buffet  supper  following  the  cocktail  hour  was  served 
in  Tapestry  Hall.  The  musical  program  was  pre- 
sented by  Marynka  Crosby,  pianist;  Dr.  Jack  Segal, 
violinist  accompanied  by  Mrs.  Crosby;  Mrs.  Louis 
Spektor,  soprano;  Mrs.  Sidney  Sewall,  pianist;  Dr. 
R.  R.  Berneike,  clarinetist  accompanied  by  his  wife; 
Drs.  A.  Deming,  James  Johnson,  F.  W.  McCarthy, 
Jr.,  and  John  Wells,  quartet. 

Recommended  Reading 

A tribute  to  the  doctor’s  skill  is  the  essence  of 
Fortune's  article  in  the  February  issue  entitled  “The 
M.D.’s  Are  Off  Their  Pedestal.” 

Fairfield  County 

The  need  for  registered  medical  record  libarians 
has  been  brought  to  the  attention  of  the  Auxiliary. 
As  there  have  been  so  few  applicants  for  nursing 
school  scholarships,  this  money  will  be  made  avail- 
able to  any  girl  in  the  County  who  desires  to  enter 
the  library  field. 

A $350  contribution  \vas  given  the  AMEF. 

Gifts  to  Laurel  Heights  during  the  Auxiliary 
working  year  include  12  card  tables,  30  bed  boards 
for  writing,  etc.,  book  and  magazine  subscriptions, 
articles  for  Bingo  prizes,  Chinese  checkers  and 
marbles,  gifts  to  patients  who  remained  in  the  hos- 
pital over  the  Christmas  holidays. 

A nonprofit  membership  tea  will  be  held  this 
spring  to  welcome  new  members. 


woman’s  auxiliary 
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Auxiliary  at  Nutrition  Council  Exhibit 


Litchfield  County 

The  annual  meeting  was  held  on  March  19  at  the 
home  of  Mrs.  Gerald  Mitchell  in  Goshen.  Mrs. 
Jeannette  W.  Shinn,  district  secretary  of  the  Chil- 
dren’s Services  of  Connecticut,  spoke.  Members  were 
asked  to  bring  articles  of  clothing,  toys  and  knick- 
knacks  for  the  Thrift  Shop  in  Torrington  which  is 
operated  as  part  of  the  work  of  the  Children’s 
Services. 

A dance  to  raise  funds  for  the  AMEF  will  be 
held  at  Torrington  Country  Club  on  April  24. 

Middlesex  County 

The  annual  meeting  will  be  held  on  April  15  at 
Oakdale  Tavern,  Wallingford.  Professor  Wilbur 
Snow,  former  State  Governor  and  retired  head  of 


Wesleyan  University’s  English  Department,  will  read 
selections  from  his  own  poems. 

New  London 

During  February  the  Auxiliary  ran  two  successful 
social  events.  Fifty  couples  attended  the  eiinner 
dance  at  Lighthouse  Inn  on  February  10.  On  the 
23rd  there  was  a membership  tea  at  the  home  of 
Mrs.  Joseph  Woodward  in  New  London.  Mrs. 
Winfield  Kelly  and  Mrs.  Julian  Ely  presented  a 
musical  performance.  In  addition  there  was  an  ex- 
hibit of  paintings,  painted  trays  and  furniture  done 
by  members. 

The  annual  meeting  took  place  at  Lighthouse  Inn 
on  April  6.  Dr.  James  V.  MacGregor  of  Uncas-on- 
Thames,  formerly  of  London,  spoke  on  “Socialized 
Medicine  in  Britain  Today.” 
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SPECIAL  NOTICES 

i 

I 


CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

April  I 

Some  Newer  Aspects  of  Alaie  Endocrinology 
ALu'vin  Grody,  m.d. 

April  8 

Bronchial  Asthma 

George  Hnrwitz,  m.d. 

April  15 

The  Discussion  of  Bilateral  Osteo-ectomy 
A^ictor  H.  Rubino,  d.d.s. 

April  22 

Clinicopathological  Conference 
Paul  A'l.  Sherwood,  m.d. 

April  29 

Facets  of  Liver  Function  Tests 
Chester  AV.  Fairlie,  m.d. 

Aleetings  are  held  at  8:30  a.  m.  at  the  Veterans  Adminis- 
tration Regional  Office,  95  Pearl  Street,  Hartford,  Connecti- 
cut (Alain  Conference  Room). 


HARTFORD  HOSPITAL 
Saturday  Morning,  11  o’clock,  Guest  Speakers 
April  3 to  June  5,  1954 

April  3 

John  A'lcK.  A'litchell,  m.d.,  dean.  University  of  Penn- 
sylvania, School  of  Medicine 

Aledical  Education  at  the  Alid-Century 

April  10 

Carl  Javert,  m.d.,  associate  professor  of  obstetrics  and 
gynecology,  Cornell  University  College  of  Medicine 

10  A.  M.  Pathology  of  Endometriosis 

11  A.  M.  Treatment  of  Threatened  Abortion 


April  17 

Joseph  E.  Sokal,  m.d.,  assistant  professor  of  medicine, 
Alarkle  Scholar,  Yale  University  School  of  Medicine 
How  Dangerous  Are  Thyroid  Nodules? 

April  24 

John  R.  Paine,  m.d.,  professor  of  surgery.  University  of 
Buffalo  School  of  Aledicine 

The  Overlooked  Common  Duct  Stone 

Alay  I 

S.  J.  Thannhauser,  m.d.,  emeritus  professor  of  medicine. 
Tufts  College  Aledical  School 
Case  presentations 


Alay  4,  Tuesday,  12  noon 

Charles  F.  Code,  m.d.,  Mayo  Clinic,  Rochester,  Alinne- 
sota 

Gastrointestinal  Alotility  Studies  in  Human  Beings 

May  8 

Lcland  S.  AlcKittrick,  m.d.,  clinical  professor  of  sur- 
gery, Harvard  Medical  School 
The  Treacherous  Colon 


Alay  15 

John  R.  Paul,  m.d.,  professor  of  preventive  medicine, 
A'ale  University  School  of  Aledicine 

Immunization  Against  Poliomyelitis;  Dwight  Gris-  t 
wold  Memorial  Lecture 


May  22 

Joseph  Hayman,  m.d.,  dean.  Tufts  College  Aledical 
School 

Physiology  of  Chronic  Kidney  Disease 

Alay  29 

Alario  Stefanini,  m.d..  Department  of  Hematology,  New 
England  Center  Hospital 

Dynamic  Aspects  of  the  Hemostatic  Alechanisms  and 
Their  Impact  on  the  Diagnosis  and  Treatment  of 
Hemorrhagic  Syndromes 

June  5 

Philip  D.  Wilson,  m.d.,  surgeon-in-chief.  Hospital  for 
Special  Surgery,  New  York  City;  clinical  professor  of 
orthopedic  surgery,  Cornell  University  College  of  Aledi- 
cine 

Stress  Reactions  Following  Operations  on  Bones  and 
Joints 


ASSOCIATION  OF  CONNECTICUT  TUMOR 
CLINICS 

The  spring  meeting  of  the  Association  of  Connecticut  1 
Tumor  Clinics  will  be  held  at  the  New  Britain  General  i 
Hospital  on  Thursday,  April  15,  1954  at  4 p.  m.  j 

The  guest  speakers  will  be  Dr.  Harold  W.  Jacox,  professor  j 
of  radiology.  College  of  Physicians  and  Surgeons,  Columbia  j 
University;  chief.  Radiation  Therapy  Division  Radiologic  j 
Service,  Presbyterian  Hospital,  New  York  City;  and  Dr. 
Jerome  Urban,  attending  surgeon.  Breast  Service,  Alemorial 
Hospital  and  assistant  clinical  professor  of  surgery.  New  ; 
York  Hospital. 


Dr.  Jacox  will  talk  on  “General  Aspects  of  Radiation 
Therapy”  and  Dr.  Urban  will  discuss  several  aspects  of  the 
treatment  of  breast  cancer. 


This  will  be  an  outstanding  program  and  should  be  of  , 
interest  to  a large  section  of  the  medical  profession.  ! 


APRIL,  NINETEEN  HUNDRED  AND  EIETY-FOUR 
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Through  its  probable  action  on  the  labyrinth, 
dependable  control  of  vertigo  and  nausea  has  made 
Draniamine  the  most  widely-prescribed  product  in  its  field. 


Vertigo:  The  Labyrinthine 
Structure  and  Dramamine® 


Dramamine’s  remarkable  therapeutic  effi- 
ciency is  believed  to  be  the  result  of  sup- 
pression of  the  over-stimulated  labyrinth. 
Thus  it  prevents  the  resulting  symptom  com- 
plex of  vertigo,  nausea  and,  finally,  vomiting. 

First  known  for  its  value  in  motion  sick- 
ness, Dramamine  is  widely  prescribed  for 
nausea  and  vomiting  of  pregnancy,  electro- 
shock therapy,  certain  drugs  and  narcotiza- 
tion. It  relieves  vertigo  of  Meniere’s  syn- 
drome, fenestration  procedures,  labyrin- 
thitis, hypertensive  disease  and  that  accom- 
panying radiation  and  antibiotic  therapy. 


A most  impressive  number  of  clinical 
studies  shows  that  Dramamine  has  a high 
therapeutic  index  and  minimal  side  actions. 
Drowsiness  is  possible  in  some  patients  but 
in  many  instances  this  side  action  is  not 
undesirable. 

Dramamine  (brand  of  dimenhydrinate)  is 
available  in  tablets  of  50  mg.  each;  liquid 
containing  12.5  mg.  per  4 cc.  Dramamine 
is  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Asso- 
ciation. G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 
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MIDDLESEX  MEMORIAL  HOSPITAL 

I'hc  iMiddlesex  Memorial  Hospital  at  iVliddletown  has  had, 
for  the  last  few  years,  an  association  with  the  Yale  Medical 
School,  whereby  the  training  program  for  interns  is  under 
the  direction  of  the  medical  school.  At  present  Dr.  Robert 
Gordon  is  in  direct  cliarge  of  the  program  and  from  time 
to  time  he  arranges  for  faculty  members  of  the  medical 
school  to  conduct  rounds  and  give  lectures.  The  following 
is  the  detailed  schedule  for  the  current  educational  program: 

Monday 

10  A.  M.  Ward  Rounds 

Noon— Clinical  Pathological  Conference  alternating  with 
Medical  Chest  Conference 
3 p.  M.  X-ray  Conference 

Tuesday 

9 A.  M.  Middleheld  School  Health  Program,  intern  on 
pediatrics 

9 A.  M.  Ward  Rounds  on  tuberculosis,  Connecticut  State 
Hospital 

9 A.  M.  Cardiac  Clinic,  second  and  fourth  week  of  month 
Noon — Electrocardiography 
2 p.  M.  Urology  Conference 

9 p.  M.  Journal  Club,  first  and  third  week  of  month 
Wednesday 

9:30  A.  M.  Tumor  clinic,  first  week  of  month 
9:30  A.  M.  Psychosomatic  Rounds,  last  two  weeks  of  month 

11  A.  M.  Ward  Rounds 

Noon— Medical  Motion  Pictures,  first  and  second  week  of 
month 

Noon — Lectures  in  Clinical  Neurology 

1:30  p.  M.  Prenatal  clinic,  first  and  third  week  of  month 

Friday 

10  A.  M.  Ward  Rounds 
Noon — Grand  Rounds 

In  addition  to  the  daily  ward  rounds  conducted  by  the 
senior  man  on  service  in  each  branch,  there  are  frequent 
seminars  on  problems  in  surgical  diagnosis  and  management 
and  in  clinical  gynecology  and  gynecologic  pathology. 


LECTURES  ON  AGING  PROBLEMS 

Martin  Gumpert,  m.d.,  of  New  York  City,  an  internation- 
ally known  specialist  in  problems  of  older  persons,  will 
deliver  a series  of  lectures  on  “Problems  of  Aging”  at  the 
Kessler  Institute.  The  lectures  will  be  given  on  six  con- 
secutive Thursdays  beginning  on  Thursday,  April  15,  from 
7:30  p.  M.  to  9:00  P.  M. 

The  lectures  are  open  to  the  public  and  are  designed  pri- 
marily for  a lay  audience,  although  professional  workers 
will  also  find  much  to  interest  them  in  the  series.  Admission 
to  the  six  lectures  is  five  dollars;  single  lectures  may  be 
attended  at  a cost  of  one  dollar  per  lecture.  Persons  desiring 
to  enroll  should  communicate  with  Miss  Joyce  M.  Collins, 
registrar,  at  the  Kessler  Institute  for  Rehabilitation,  West 
Orange,  New  Jersey. 

During  the  opening  lecture  on  April  15,  Dr.  Gumpert 


will  discuss  “What  is  Aging?”  “Normal  Old  Age”  will  be  i'i 
the  topic  of  the  lecture  on  April  22,  and  on  April  29  the  j 
topic  to  be  discussed  will  be  “Social  Problems  of  Aging.” 
Two  lectures  on  “iMedical  Problems  of  Aging”  will  be  pre- 
sented on  May  6 and  May  13.  The  concluding  lecture  on 
“Old  Age  Has  a Future”  will  be  delivered  on  May  20. 

Among  the  topics  to  be  considered  at  the  various  lectures 
are  health  problems  of  the  older  person,  family  and  com-  i 
munity  relations,  social  facilities  for  the  older  person,  and  j. 
future  plans  of  and  for  the  older  person.  Dr.  Gumpert  will  ii 
cover  the  diseases  peculiar  to  old  age  in  the  two  lectures  on  |i 
“Medical  Problems  of  Aging.”  ; 

Dr.  Gumpert  is  the  author  of  numerous  books,  including  ■ 
You  Are  Younger  Than  You  Think,  published  in  1944.  He 
is  a member  of  the  American  Geriatrics  Society  and  the  > 
Gerontological  Society. 


MASSACHUSETTS  ASSOCIATION  OF  MEDICAL  j 
TECHNOLOGISTS  j 

The  Massachusetts  Association  of  Medical  Technologists 
will  hold  its  annual  meeting  April  24,  at  Hotel  Somerset, 
Boston.  In  addition  to  the  business  meeting  the  following 
scientific  program  is  planned.  Dr.  John  Conlin  of  the 
Massachusetts  Medical  Association  will  speak  on  the  “Future 
of  Adedical  Technology  in  Adassachusetts.”  Dr.  Wendell 
Caraway  of  the  Rhode  Island  Hospital  will  speak  on  “Protein 
Bound  Iodine,”  and  Dr.  Arnold  Lear  will  speak  on  “Current 
Concepts  Concerning  the  Anemias.”  All  workers  in  the  field 
are  welcome. 


CEREBRAL  PALSY  PROGRAM  AT 
NEWINGTON  HOME 

Dr.  A'leyer  Perlstein  of  Chicago,  nationally  known  author- 
ity in  cerebral  palsy  and  neurological  diseases  of  children, 
will  present  an  all  day  program  dealing  with  cerebral  palsy 
at  The  Newington  Home  and  Hospital  for  Crippled  Chil- 
dren, 9:00  A.  M.  to  5:00  p.  M.,  Tuesday,  April  27,  1954.  Dr.  il 
Perlstein  will  review  the  work  being  done  on  the  cerebral  | 
palsy  service  at  The  Newington  Home  and  Hospital, 
presenting  a series  of  case  demonstrations  and  short  clinical 
discussions.  The  program  is  under  the  joint  sponsorship  of 
The  Newington  Home  and  Hospital  for  Crippled  Children, 
The  Connecticut  Society  for  Crippled  Children  and  Adults, 
Connecticut  State  Department  of  Health,  Division  of 
Crippled  Children  and  the  University  of  Connecticut  School 
of  Physical  Therapy.  Members  of  the  medical  profession  are  | 
cordially  invited  to  attend  this  program.  ! 


SILLIMAN  LECTURES  1954 

Professor  Ragnar  Granit,  director  of  the  Medicinska 
Nobelinstitutet,  Neurofysiologiska  Avdelningen,  at  Stock-  | 
holm,  is  to  give  the  Silliman  Lectures  for  1954  at  Yale  1 
University,  at  4:30  p.  m.,  on  April  29  and  30  and  May  3,  4,  ! 

5,  6,  and  7,  under  the  general  title.  Receptors  and  Sensory  i 
Perception.  The  titles  of  individual  lectures  are  to  be  as  ; 
follows:  I 

I.  Historical  background.  The  electrophysiological  ap-  I 
proach  to  primary  processes.  | 
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Anyone  Can 


Make  An  Extra*Firm 


Mattress...  But 


ONLY 


makes  the 


For  truly  healthful  sleeping  comfort,  Sealy  has 
created  an  entirely  new  mattress,  designed  in  co- 
operation with  leading  Orthopedic  surgeons.  The 
patented  Posturepedic  coil,  "heart”  of  Sealy’s 
superior  support,  aids  true  spine-on-a-line  sleeping 
posture.  See  the  completely  different  Sealy  Posture- 
pedic today. 


Doctors  are  invited  to  inquire  about  the  professional 
discount  which  is  offered  on  the  purchase  of  a Sealy 
Posturepedic  for  the  doctor’s  personal  use  only. 


SEALY  MATTRESS  COMPANY 

79  Benedict  St.,  Waterbury  89,  Conn. 


^iiiiiiiiiiiiiiiiiiiHiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiimiiiimiiiiiiiiiiiiiiimiiiiiiiiniiiiiiiii§ 

I In  very  special  cases 

I A very 

I superior  Brandy 


i SPECIFY 


THE  WORLDS  PREFERRED  COGNAC  BRANDY  = 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 


CLASSIFIED  ADVERTISING 

I4.00  for  50  words  or  less 
5^-  each  additional 
2^4  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc,,  available  for  the  physician,  hospital  and  labora- 
tory. AVe  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  AVith  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  iAIeriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meriden,  Conn. 


FOR  SALE:  Castle  sterilizers  $30.00  up — New  blood  pres- 
sure hook  cuffs  $3.00 — New  14  x 17  x-ray  fluorescent  illum- 
inaters  $20.00 — Combination  padded  examining  and  physical 
therapy  table  $35.00 — Physical  therapy  tables  $35.00 — New 
chrome  gooseneck  examining  lamps  $15.00 — Castle  examining 
lamps  $45.00 — Eilly  automatic  biological  refrigerator  $85.00 — 
Instrument  cabinets  $40.00 — Examining  tables  $50,00  up — 
Microsccpes  $75.00  up — New  FCC  license  short  wave 
machine,  2 year  guarantee  $225.00 — Kiddie  dry  ice  sets 
$25.00 — AAAlch-Allen  illuminated  proctoscope  set  $25.00 — 
EENT  chairs  $35.00  up — Otiscopes  and  ophthalmoscope  sets 
$20.00  up — Eye  test  cabinet  $3000 — Complete  suction  and 
presssure  outfit,  cabinet  model  with  Tompkins  pump 
$125.00 — AVapple  heavy  duty  cautery  complete  $30.00 — 
Blood  pressures  $20.00 — Surgical  instruments — Shock  proof 
fluoroscope  and  x-ray  $300.00 — Panel  screens  $18.00 — Wood 
children’s  examining  table  $30.00 — Jones  & McKesson  basal 
metabolism  $175.00 — Infra-red  lamps,  1200  w’att,  $25,00  up — 
Hanovia  ultra-violet  lamp  $50.00 — Electric  x-ray  hand  timer 
$30.00 — Foam  rubber  table  cushions  $25.00 — New  Clay- 
Adams  electric  centrifuge  $25.00 — Hemometer  set  $10.00— 
Galvanic  and  sine  wave  machine,  new,  $45.00 — New  labeled 
sundry  jars,  set  of  five,  $8.50 — New  Buck  x-ray  film  dryer 
$50.00.  Hundreds  of  small  items  at  bargain  prices.  AA’e  have 
no  overhead,  no  salesman.  Our  warehouse  is  opened  only  by 
appointment,  including  Sundays.  Budget  terms.  Phone  Aleri- 
den  5-9675  or  write  Harry  Sacker,  P.  O.  Box  642,  /Aleiiden, 
Conn. 
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2.  Principles  of  organization  in  skin  organs  and  retina. 
Fibre  size.  Receptive  fields.  Receptors  re-represented  in  the 
brain. 

3.  Spontaneous  activity  in  sense  organs  and  its  functional 
significance. 

4.  Present  state  of  dominator-modulator  theory.  Photo- 
chemical correlations. 

5.  The  electroretinogram.  (This  chapter  will  not  be  in- 
cluded in  the  Lectures.) 

6.  iMuscle  receptors  and  their  refiex  action. 

7.  Sjtinal  and  supraspinal  control  of  posture  and  movement 
by  the  x-loop  to  muscle  receptors. 

8.  Sensory  discrimination  and  integration. 

The  Lectures  will  be  open  to  all  those  interested  in  neuro- 
physiology, psychology,  psychiatry,  and  related  fields.  T his 
Silliman  series  will  mark  the  fiftieth  anniversary  of  those  on 
the  integrative  action  of  the  nervous  system  given  in  the 
spring  of  1904  by  Sir  Charles  Sherrington. 


EASTERN  STATES  EIEALTH  EDUCATION 
CONFERENCE  1954 

The  1954  Eastern  States  Health  Education  Conference  of 
The  New  York  Academy  of  Medicine  will  be  held  at  The 
New  York  Academy  of  Medicine,  2 East  103  Street,  New 
York  City,  on  Thursday  and  Friday,  April  29  and  30,  1954. 
The  programme  will  include  four  sessions  and  an  evening 
dinner  meeting.  The  dinner  meeting  will  be  on  Thursday 
evening. 

The  subject  of  this  year’s  Conference  will  be  Communi- 
cation in  Health  Education. 

Health  education  involves  three  major  factors:  namely, 
(a)  Goals  or  objectives;  (b)  motivation;  (c)  communication; 
and  while  full  consideration  must  be  given  to  each  of 
these  components,  and  while  no  one  component  is  more 
important  than  the  other — “where  there  is  no  communication, 
there  is  less  than  nothing.” 

Communication  is  not  primarily  a psychological  problem. 
It  is  not  an  issue  of  semantics.  Although  excessive  complexity 
in  thought  or  language  can  and  may  impede  communication, 
it  is  not  the  major  impediment  to  communication.  Basic 
English  is  not  a sovereign  remedy  for  communication  diffi- 
culties. 

Communication  is  primarily  a matter  of  interpersonal 
relations,  best  achieved  when  the  communicant  appreciates 
the  reference  framework,  or  the  gestalt  in  which  the  other 
person  operates.  This  reference  framework  has  many  co- 
ordinates, such  as  ethnic,  economic,  social,  religious,  and 
cultural.  It  includes  distinctive  anxieties,  resentments,  ambi- 
tions, value  assessments,  beliefs,  aesthetic  tastes,  and  prestige 
personalities. 

Among  the  contributors  to  the  Eastern  States  Health  Edu- 
cation Conference  are  Professors  William  MePhee  and  Elihu 
Katz  of  Columbia  University’s  Bureau  of  Applied  Social 
Research,  Dean  Louis  Hacker  of  the  School  of  General 
Studies  at  Columbia  University,  Dr.  Leo  Lowenthal  of  the 
U.  S.  State  Department’s  Voice  of  America,  Dr.  Shirley  A. 


Star  of  the  National  Opinion  Research  Center  at  the  Univer-  1 
sity  of  Chicago,  and  Prof.  Earl  Lomon  Koos  of  the  School  ! 
of  Social  Welfare  at  Florida  State  University. 

A workshop  session  will  be  held  as  part  of  the  Eastern  I 
States  Health  Education  Conference,  and  the  concepts  of  j 
Communication  will  be  applied  to  and  tested  in  current  ‘ 
health  education  materials  and  procedures.  j 

Participation  in  the  Conference  is  limited.  Those  inter-  , 
ested  in  the  Conference  should  address  themselves  to  lago  . 
Gladston,  m,d..  The  New  York  Academy  of  Medicine,  2 . 
Fiast  103  Street,  New  York  29,  N.  Y.  i 


WATERBURY  HOSPITAL 
WATERBURY  HEART  ASSOCIATION 
Present  a Eleart  Symposium  at  the  Waterbury  Hospital  i 
Thursday,  May  6,  1954 — 11:30  A.  M.  to  1:30  P.  M.  i 

I —  “Some  New  Concepts  of  Hypertension” 

George  A.  Perara,  xi.d.,  assistant  professor  of  medi- 
cine, Department  of  Medicine,  College  of  Physicians  i 
and  Surgeons,  Columbia  University  ' 

II —  “Pathological  Aspects  of  Hypertension” 

Levin  L.  Waters,  m.d.,  associate  professor  of  pathol- 
ogy, Yale  University  School  of  Medicine 

III —  “The  Use  of  Hypo-Tensor  Drugs” 

Edward  D.  Freis,  M.n.,  Department  of  Medicine, 
Georgetown  University  Medical  School,  Washington, 
D.  C. 


CONNECTICUT  TRUDEAU  SOCIETY 

The  regular  Spring  Meeting  of  the  Connecticut  Trudeau  j 
Society  will  be  held  at  Cedarcrest,  Newington,  on  Wednes- 
day, May  26,  1954,  at  8:00  p.  m. 

Dr.  Maurice  B.  Strauss,  chief,  Medical  Service,  Veterans 
Administration  Hospital,  Boston,  Massachusetts,  will  discuss  j 
“Metabolism  and  Fluid  Balance  as  it  Effects  the  Thoracic  1 
Surgeon,  the  Cardiologist,  and  the  Internist.”  I 

Members  and  interested  physicians  are  cordially  invited  to 
attend. 


THIRD  INTERNATIONAL  POLIOMYELITIS 
CONFERENCE 

Rome,  Italy,  September  6-10,  1954  j 

The  Conference  will  include  five  scientific  sessions,  official 
delegate  reports,  scientific  exhibits,  scientific,  educational  and  | 
technical  exhibits,  demonstrations  of  approved  apparatus,  and  , 
film  demonstrations.  Headquarters  will  be  at  the  Ortho-  j 
pedic  Clinic  of  the  University  of  Rome. 

Correspondence  should  be  addressed  to  Secretariate  of  ' 
the  Third  International  Poliomyelitis  Conference,  Via  ! 
Lucullo  6,  Rome. 

John  R.  Paul  of  New  Haven  is  chairman  of  the  Scientific  i 
Program  Committee  and  will  address  the  last  session  of  the 
Conference  on  “Future  Prospects.”  j 


Which  filter-tip  cigarette  is  the  most  effective? 


In  continuing  and  repeated  impartial 
scientific  tests,  smoke  from  the  new 
KENT  consistently  proves  to  have  much 
less  nicotine  and  tar  than  smoke  from 
any  other  filter  cigarette — old  or  new. 

The  reason  is  Kent’s  exclusive  Mi- 
cronite  Filter. 

This  new  filter  is  made  of  a filtering 
material  so  efficient  it  has  been  used  to 
purify  the  air  in  atomic  energy  plants 
of  microscopic  impurities. 

Adapted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2/10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
KENT’S  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


Kent 


with  the  exclusive  Micronite  Filter 
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Hartford 


NEWS 


from  County  Associations 
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Fairfield 


At  the  Annual  Convention  of  the  American 
Academy  of  Orthopedic  Surgeons  held  in  Chicago 
in  January,  Ir^hilip  1^.  Staub  of  Bridgeport  was  elected 
a Fellow  in  the  American  Academy  of  Orthopedic 
Surgeons. 

Benjamin  Spector,  professor  of  anatomy  and  pro- 
fessor of  history  of  medicine  at  Tufts  College  Medi- 
cal School  and  consultant  to  the  New  England  Cen- 
ter Hospital,  was  the  speaker  at  the  March  2 meeting 
of  the  Bridgeport  Medical  Association  held  in  the 
Nurse’s  Auditorium  at  St.  Vincent’s  Hospital  in 
Bridgeport. 

Albert  Levenson,  secretary  of  the  Bridgeport 
Medical  Association,  spent  the  month  of  March  in 
Florida. 

The  Bridgeport  Chapter  of  the  Connecticut 
Academy  of  General  Practice  in  association  with 
the  Division  of  General  Practice  of  Bridgeport  Hos- 
pital is  sponsoring  a lecture  series  on  “Office 
Gynecology”  to  be  given  by  Dr.  C.  Donald  Kuntze, 
associate  professor  of  obstetrics  and  gynecology  at 
New  York  iMedical  College.  The  lectures  will  be 
given  at  Bridgeport  Hospital  on  the  second  and 
fourth  Fridays  at  8:30  p.  ai.  during  the  months  of 
April  and  May.  A similar  series  of  lectures  on  “In- 
dustrial Medicine”  is  planned  by  the  group  for  the 
fall  months. 

The  semi-annual  meeting  of  the  New  England 
Proctologic  Society  will  be  held  at  the  Elton  Hotel 
in  Waterbury  on  Saturday,  May  8.  Joseph  Burke 
will  be  the  host.  Harry  E.  Bacon,  professor  of 
proctology  at  Temple  University  Medical  School 
in  Philadelphia,  will  be  the  guest  speaker.  The  title 
of  Dr.  Bacon’s  paper  will  be,  “Adenomatosed  Polyps 
of  the  Colon  and  their  Surgical  Management.”  J. 
Grady  Booe,  proctologist  at  Bridgeport  Hospital, 
Bridgeport,  president  of  the  society,  will  preside. 

William  Kaufman  of  Bridgeport  is  the  author  of 
“Some  Psychosomatic  Aspects  of  Food  Allergy” 
published  in  Psychosomatic  Medicme,  issue  of  Janu- 
ary-February,  1954. 


Alfred  L.  Burgdorf,  City  of  Hartford  health 
director,  notified  HCMA  last  month  that  the  City  ■ 
of  Hartford  is  recommending  discontinuance  of 
Isolation  Hospital  facilities  at  McCook  Memorial 
to  pay  cases  in  Hartford  and  all  cases  from  sur- 
rounding towns  about  July  i,  1954. 

WKNB-TV  recently  programmed  an  HCAIA 
sponsored  TV  film  called,  “Your  Doctor.”  Made  1 
under  the  auspices  of  the  AMA,  it  depicts  the  i 
powerful  role  the  family  physician  plays.  You  saw  I 
it  if  you  attended  HCMA’s  1952  semi-annual  meet- 
ing in  Bristol. 

In  process  is  a card  reminding  you  to  designate  1 
number  of  refills  on  prescriptions.  The  Pharmaceu- 
tical Society,  which  is  collaborating  on  the  card, 
will  deliver  them  to  your  office  very  soon.  j 

Officers  for  1954  of  the  Manchester  Memorial  I 
Hospital  staff  are:  Dr.  Elmer  A.  Diskan,  president;  | 
Dr.  Jacob  A.  Segal,  vice-president;  and  Dr.  Joseph  1 
C.  Barry,  secretary.  j 

Dr.  Dewey  Katz’  article  on  “Salzman’s  Nodular 
Corneal  Dystrophy”  was  recently  published  in  Acta  I 
Opthalmologica  of  Copenhagen,  Denmark.  I 

New  staff  appointments  at  the  Hartford  Hospital 
are:  Visiting  Staff— Burdette  J.  Buck  in  medicine; 
Louis  F.  Middlebrook  in  obstetrics;  and  John  C.  1 
Allen  in  physical  medicine.  Associate  Staff— Drs.  j 
Ranold  J.  M.  Steven  in  anesthesiology,  W.  Holbrook  j 
Lowell  in  medicine,  and  Loftus  L.  Walton  in  ob-  | 
stetrics-gynecology.  Assistant  Staff— John  B.  Wells  1 
in  medicine,  Forrest  D.  Gibson,  Robert  W.  Shreve,  j 
James  M.  Bunce  in  obstetrics-gynecology,  Leon  W.  j 
Zimmerman  in  ophthalmology,  Roger  W.  Davis  in  i 
orthopedics,  Ludwig  J.  Pyrtek,  Donald  R.  Morrison,  j 
John  F.  Reed  and  Irving  Waltman  in  surgery.  j 

The  Hartford  Seminary  Foundation  has  an-  | 
nounced  the  appointment  of  Dr.  Charles  V.  Goff  as  i 
visiting  professor  of  physical  anthropology. 

Dr.  Louis  Spekter  has  been  named  director  of  the 
Bureau  of  Maternal  and  Child  Hygiene  for  the  State. 

During  1953  the  HCMA  Board  of  Directors  met 
8 times,  for  a total  of  3 2 14  hours.  Attendance  at 
these  meetings  averaged  20  physicians  per  meeting. 
Total  time  spent  at  these  meetings  by  all  attending 
was  645  hours. 

Celebrating  their  50th  anniversary  as  members  of 
HCMA  this  year  are  Drs.  Orin  R.  Witter  of  West 
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all  the  patients  who  represent 


the  44  uses  for  short-acting  N E M B U T Alf 


# As  a sedative  or  hypnotic  in  more  than  44  clinical 
conditions,  short-acting  Nembutal  has  established  a 24-year- 
old  record  for  acceptance  and  effectiveness.  Here’s  why: 

Short-acting  Nembutal  {Pentobarbital,  Abbott)  can 
produce  any  desired  degree  of  cerebral  depression — from 
mild  sedation  to  deep  hypnosis. 

2.  The  dosage  required  is  small — only  about  one-half  that 
of  many  other  barbiturates. 

3.  There's  less  drug  to  be  inactivated,  shorter  duration  of 
effect,  wide  margin  of  safety  and  little  tendency  toward 
morning-after  hangover. 

4.  In  equal  oral  doses,  no  other  barbiturate  combines 
quicker,  briefer,  more  profound  effect. 

Any  wonder,  then,  that  the  use  of  short-acting  Nembutal 
continues  to  grow  each  year.  How  many  of 
short-acting  Nembutal’s  44  uses  have  you  tried?  Clljljott 


For  Insomnia 
or  Sedative  Effec 
try  the  50-mg. 
(%-gr.j  NEMBL/rAt 
Sodium  capsule. 


For  Brief  and 
Profound  Hypnosis 
try  the  0.1-Gm. 
(V/2-gr.)  NEMBUTAL 
Sodium  capsule. 
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Hartford,  Harold  S.  Backus  and  William  H.  Van 
Strander  of  Hartford. 

jack  Gurwitz  is  the  author  of  “The  Location  of 
Lymphatic  Injury  By  the  Use  of  Sky-Blue  Dye 
published  in  New  England  Journal  of  Medicine, 
February  ii,  1954. 

Middlesex 

The  annual  meeting  of  the  Central  Medical  Asso- 
ciation was  held  at  the  Commodore  Macdonough 
Inn  on  Thursday,  February  ii.  The  following  men 
were  elected  to  office  for  the  coming  year:  Julius 
Grower,  president;  Aldo  Santiccioli,  vice-president; 
John  Korab,  secretary;  Sanford  Harvey,  treasurer. 

The  speaker  of  the  evening  was  Paul  Rosahn, 
pathologist  at  New  Britain  General  Hospital,  who 
told  of  his  year’s  stay  in  Thailand  as  part  of  a medical 
education  team.  The  talk  included  a description  of 
the  country  and  its  people,  their  economic  and 
political  problems.  It  was  interesting  and  thought 
provoking. 

New  London 

The  monthly  dinner  lecture  meeting  of  the  Law- 
rence and  Memorial  Associated  Hospitals  was  held 
Thursday,  February  18.  The  speaker  was  Burdick 
G.  Clarke,  instructor  in  urology.  Tufts  College 
Medical  School  and  associate  in  urology  at  the  New 
England  Center  Hospital.  His  subject  was  “Office 


Urology.”  These  meetings  have  been  well  attended.  ' j 
Malcolm  Ellison  has  lined  up  a fine  program  for 
the  coming  year. 

The  New  London  Chapter  of  the  Connecticut 
Heart  Association  had  its  monthly  cardiovascular 
lecture  on  Thursday,  Eebruary  25  at  the  Lawrence 
and  Memorial  Hospitals,  New  London.  Guest  speak- 
er was  Benedict  Massel  from  the  Good  Samaritan 
Hospital,  Boston.  His  subject  was  “Prophylaxis  : 
Treatment  of  Rheumatic  Eever.”  j 

The  regular  monthly  meeting  of  the  staff  of  the  ; 
William  Backus  Hospital  was  held  on  Thursday,  i 
Eebruary  ii.  Stephen  D.  Eleck,  associate  professor 
of  psychiatry,  Yale  Medical  School,  spoke  on  “Psy- 
chiatric Services  in  the  Community.”  The  meeting 
was  preceded  by  a dinner. 

William  A.  Kramm,  m.d.  announces  the  opening  j 
of  his  office  for  the  general  practice  of  medicine  and 
surgery  at  Hope  Street,  Niantic. 

The  Woman’s  Auxiliary  had  their  annual  dinner 
dance  at  the  Lighthouse  Inn  on  Eebruary  10.  It  was 
well  attended  and  the  reports  are  that  everyone 
seemed  to  enjoy  themselves. 

Regular  monthly  meeting  of  the  New  London 
County  Medical  Association  was  held  Thursday, 
March  4 at  the  Uncas-on-Thames  Sanatorium.  The 
speaker  was  Louis  Weinstein,  attending  physician  at 
the  Haynes  Memorial  Hospital  of  Infectious 
Diseases,  Boston.  His  topic  was  “Uses  and  Abuses  of 
Antibiotics.”  A dinner  at  Longo’s  Inn  preceded. 

The  regular  monthly  meeting  of  the  staff  of  the 
William  W.  Backus  Hospital  was  held  on  Thursday, 
Afarch  1 1.  The  speaker  was  Joacob  Lerman  and  the 
subject,  “Problems  in  Endocrinology.”  A dinner 
preceded  the  meeting. 


Notice  on  Hearing  on  Regional 
Medical  School 

Robert  H.  Alcorn,  Chairman  of  the  Legislative 
Commission  on  the  Regional  Medical  Dental  and 
Veterinary  School,  wishes  to  announce  that  the 
Commission  will  hold  a public  hearing  in  the  hall 
of  the  House  of  Representatives,  State  Capitol,  com- 
mencing at  10:30  in  the  morning  on  April  28,  1954. 
Physicians  interested  in  this  question  are  invited  to 
attend  and  present  their  views. 


APUIL-,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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|;DOCTOi^ — IT  TICKLES!  By  Henry  Gregor  Felsen.  New 
York:  Prentice-Hall,  Inc.  1953.  120  pp.  $2.95. 

Reviewed  by  Stanley  B.  Weld 

I A bit  corny  but  good  for  a few  laughs.  The  real  satire  is 
expressed  in  the  chapter,  “Magazine  Medicine  Makes  Doctors 
1 Obsolete.”  This  should  be  a multi  vitamin  for  public  con- 
I sumption. 

THE  YEAR  BOOK  OF  DRUG  THERAPY.  Edited  by 
Harry  Beekman,  m.d.  Chicago:  The  Y' ear  Book  Publishers, 

Inc.  1954.  |6. 

1 

Reviewed  by  Donald  S.  Hauss 

This  volume  contains  abstractions  of  what  the  author  con- 
siders to  be  the  most  important  journal  articles  gleaned  from 
the  world  literature  on  drugs  and  drug  therapy  in  the  period 
August,  1952  to  August,  1953.  The  articles  have  been  hand 
picked  and  evaluated  by  the  author  and  are  appended  with 
his  own  personal  editorial  comments.  Included  are  articles 
concerned  with  every  field  of  medicine  and  the  specialties. 
The  major  sections  deal  with  the  Antibiotics,  Cardiovascular 
Diseases,  and  Internal  Aledicine,  and  there  are  briefer  sec- 
tions on  Allergy,  Dermatology,  Hematology  and  Endo- 
crinology, as  well  as  Neuropsychiatry,  Obstetrics  and 
Gynecology,  Ophthalmology,  Otolaryngology,  Pediatrics  and 
Surgery. 


The  section  on  Antibiotics  not  only  deals  with  the  use  of 
the  newer  antibiotics  but  also  contains  many  articles  per- 
taining to  the  indiscriminate  use  of  these  drugs. 

The  Cardiovascular  literature  contains  summaries  covering 
the  therapy  of  arrhythmias,  the  treatment  of  refractory  con- 
gestive heart  failure  as  well  as  extensive  coverage  of  the 
newer  therapeutic  agents  used  in  the  medical  management 
of  hypertension. 

Included  in  the  Internal  Medicine  subdivision  are  numer- 
ous articles  on  the  therapy  of  tuberculosis,  the  newer  con- 
cepts of  therapy  in  parasitic  infestations  and  the  evolution  of 
several  chemotherapeutic  agents  used  in  the  therapy  of  neo- 
plastic disease.  There  are  many  intriguing  summaries  on  the 
drug  therapy  of  peptic  ulcer,  ulcerative  colitis  and  liver 
diseases.  There  are  also  extensive  summaries  dealing  with 
the  experimental  trials  of  ACTH  and  Cortisone  in  varying 
disease  entities,  which  should  prove  of  interest  to  all  readers. 

The  articles  chosen  in  all  sections  describe  the  newest 
drugs,  stating  how  they  are  best  used  and  stress  the  essential 
facts  to  be  kept  in  mind  concerning  pharmacology,  mode 
of  action,  dosages,  indications,  contraindications,  toxic  and 
side  effects.  The  book  is  very  well  indexed,  fairly  well 
organized  and  quite  objective  and  unbiased  as  far  as  the 
author’s  comments  are  concerned.  Each  of  the  summaries 
in  the  volume  is  referenced  by  footnotes,  so  that  the  original 
article  can  be  found  where  desired  quite  readily.  This  volume 
should  prove  of  value  to  any  physician,  general  practitioner 
or  specialist  who  wishes  to  keep  up  with  the  latest  in  drug 
therapy  with  a minimum  of  effort.  It  is  highly  recommended. 
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This  farmer  works  harder  at  his  regular  job  than 
most  of  us — and  puts  in  longer  hours.  Yet  he  gladly 
makes  time  to  handle  a second  job.  As  a civilian 
spotter  with  the  Ground  Observer  Corps,  he  puts  in 
four  hours  a week  at  his  local  Observation  Post. 
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combat  alert,  with  its  radar  backed  by  fighter-inter- 
ceptors and  anti-aircraft.  But  there  are  low-altitude 
loopholes  between  radar  scanners  where  enemy  air- 


craft can  get  through.  Only  Ground  Observers  can 
plug  these  loopholes  and  the  Air  Force  says  so.  It’s 
the  U.  S.  Air  Force  that  trains  these  GOC  spotters. 

The  farmer  in  this  story  can  tell  you  there’s  a thrill 
in  learning  the  different  types  of  planes  . . . de- 
tecting their  approach  by  eye  and  ear  . . . sort- 

ing out  the  ones  that  must  be  reported  instantly,  by 
special  Air  Force  circuit  ot  the  Air  Defense  Filter 
Center.  200,000  other  citizens  are  now  serving  proudly 
wearing  their  GOC  wings.  300,000  more  volunteers 
are  urgently  needed  on  the  Air  Defense  Team  NOW. 


JOIN  NOW!  Contact  your  nearest  Civil  Defense  Director 
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THE  PRESIDENT’S  PAGE 


A LETTER  TO  THE  MEMBERS 

jA.  few  days  ago  I was  formally  inducted  into  office  as  the  117th  President  of 
Connecticut  State  Medical  Society  in  162  years.  I am  content  to  remain  in  ignorance 
of  the  reasons  that  led  to  my  selection,  but  this  does  not  lessen  in  the  slightest  degree 
my  gratitude  for  one  of  the  great  honors  of  my  professional  life.  It  is  probably 
unnecessarv  to  tell  you  that  the  nomination  was  accepted  only  after  long  and  care- 
ful consideration,  and  even  then  with  grave  doubts  about  the  wisdom  of  this 
decision.  How  could  any  physician  not  hesitate  to  accept  an  office  that  has  such  a 
proud  record  of  self-sacrificing  service  on  the  part  of  scores  of  physicians  through 
many  decades?  How  y'ould  it  be  possible  in  one  short  year  as  President-elect  to 
learn  enough  of  the  traditions,  procedures,  activities,  and  requirements  of  the 
Society  to  fit  one  even  inadequately  to  perform  the  duties  of  the  presidential  office? 
These  and  other  doubts  made  me  pause,  but  the  realization  that  many  of  my  dis- 
tinguished predecessors  must  have  felt  similarly  gave  me  courage  to  accept. 

To  say  that  I am  grateful  and  proud  is  to  speak  with  notable  restraint.  A4y  grati- 
tude is  increased  by  the  recognition  that  this  is  not  an  empty  honor,  or  one  awarded 
for  past  achievement,  but  rather  one  that  combines  in  an  unusual  degree  the  high 
privilege  of  acting  as  the  representative  of  the  medical  profession  of  our  State,  an 
opportunity  for  service  to  physicians  and  the  non  medical  public,  and  a challenge 
to  help  in  making  the  Society  even  finer  than  it  is  now.  It  is  my  earnest  hope  that 
I may  measure  up  to  the  high  standards  of  unselfish  devotion  established  by  past 
presidents,  and  that  the  Society  may  grow  steadily  in  stature  and  usefulness  during 
the  coming  months.  If  that  hope  is  to  be  realized,  it  will  be  only  through  the  active 
help  and  cooperation  of  hundreds  of  members  throughout  the  State;  the  loyal 
support  of  the  other  officers  and  of  the  Council  is  assured. 

I cannot  but  wonder  how  many  members  are  familiar  with  the  stated  purposes 
of  the  Society.  Some  of  these,  as  stated  in  its  by-laws,  are:  “to  bring  into  one 
organization  the  medical  profession  of  the  State  of  Connecticut;  to  unite  with 
similar  societies  in  other  states  to  form  the  American  Medical  Association;  to  extend 
medical  knowledge  and  advance  medical  science;  to  elevate  the  standards  of 
medical  education  and  to  promote  friendly  intercourse  among  physicians;,  to 
enlighten  and  direct  public  opinion  so  that  the  profession  shall  become  increasingly 
useful  to  the  public  in  the  prevention  and  care  of  disease,  and  in  prolonging  and 
adding  comfort  to  life.”  Perhaps  many  members  may  be  unaware  of  this  splendid 
statement  (as  I was  until  a year  ago);  it  is  to  be  hoped  that  those  who  read  it  now 
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for  the  first  time  will  share  my  pride  and  gratification  in  the  principles  that  guide 
us  as  an  organization.  But  they  apply  not  only  to  an  organized  group;  surely  every 
physician  must  find  support  and  satisfaction  in  the  knowledge  that  he  belongs  to 
the  only  profession  that  is  dedicated  to  the  prevention  and  cure  of  disease  and  to 
makino-  life  more  comfortable  for  others. 

For  several  hundred  years  it  has  been  a great  privilege  to  be  a physician.  Think 
how  the  capacities  for  serving  humanity  have  increased  within  the  professional 
life  span  of  many  of  us!  Many  recent  developments  have  equipped  us  to  render 
service  beyond  the  wildest  dreams  of  our  predecessors:  the  discovery  of  anti- 
biotics, the  remarkable  improvements  in  anesthesia,  the  increase  in  our  knowledge 
of  body  chemistry  and  fluid  balance,  the  almost  miraculous  achievements  of 
psychiatry,  and  the  bold  advance  of  surgeons  into  areas  hitherto  regarded  as  forever 
beyond  their  approach.  How  thrilling  it  is  to  have  even  a small  and  indirect  part  of 
the  spectacular  accomplishments  that  have  extended  the  average  span  of  life  in  this 
nation  by  25  years  in  the  past  half  century!  And  what  lasting  reward  there  is  in 
“adding  comfort  to  life,”  in  recognizing  that  it  is  not  mere  length  of  days,  but  also 
their  fullness  and  richness  that  should  inspire  our  efforts. 

Tt  seems  altogether  probable  that  even  greater  advances  in  medical  science 
will  be  made  in  the  near  future.  The  medical  profession  must  be  deeply  concerned 
that  these  advances  shall  be  subjected  to  their  most  stringent  tests  and  their  most 
fruitful  application  by  physicians  in  practice  rather  than  by  those  in  laboratories. 
And  all  members  of  the  Society  should  be  interested  in  ensuring  that  its  progress 
keeps  pace  with  that  of  scientific  medicine.  The  Society  is  the  creation  of  Con- 
necticut physicans  and  is  so  organized  as  to  be  responsive  to  their  desires.  All 
physicians  and  all  groups  within  the  State  can  express  their  views  through  the 
officers  and  the  Council,  but  too  often  in  the  past  they  have  remained  inarticulate 
and  apparently  indifferent  to  situations  that  might  have  a profound  effect  upon 
many  aspects  of  medicine  and  medical  practice.  At  present  our  profession  is  largely 
free  from  the  controls  and  restrictions  that  exist  in  many  other  parts  of  the  world, 
but  there  is  no  assurance  that  this  liberty  will  continue  without  constant  vigilance 
and  preparedness  on  our  part.  The  Society  can  do  much  to  help  in  the  preservation 
of  this  freedom,  but  only  to  extent  that  its  members  desire.  I ask  with  all  earnestness 
that  those  who  have  taken  little  or  no  interest  in  the  Society  or  in  the  County 
Associations  plan  to  participate  actively  for  at  least  the  current  year,  in  full  con- 
fidence that  after  a year  the  interest  will  not  subside. 

My  year  as  your  representative  begins  with  a plea  for  your  support  and  with 
the  pledge  that  I shall  strive  earnestly  to  justify  by  my  actions  the  trust  that  you 
have  reposed  in  me. 


H.  Ad.  Marvin,  m.u. 
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A REGIONAL  PLAN  FOR  MEDICAL  EDUCATION  IN  NEW  ENGLAND 

James  M.  Faulkner,  ai.d.,  Boston 


purposes  of  a regional  plan  for  higher  educa- 
-*■  tion  are  to  make  provision  for  specialized  or 
expensive  forms  of  higher  education  within  a region 
and  by  distributing  the  costs  among  the  various 
states  comprising  the  region  to  make  available  to 
them  educational  facilities  which  would  otherwise 
be  beyond  their  reach.  Prominent  in  the  thinking  is 
the  provision  of  wider  opportunities  for  higher 
education  of  the  youth  of  the  region,  but  this  is  by 
no  means  the  sole  consideration.  In  the  field  of  pro- 
fessional education  for  the  healing  arts,  for  instance, 
the  local  needs  of  the  region  for  trained  personnel 
must  be  a controlling  factor  in  the  planning.  The 
general  welfare  of  a region  would  not  be  best 
served  by  educating  at  the  tax  payers’  expense  a 
much  larger  number  of  professional  personnel  than 
can  be  absorbed  into  the  economy  of  the  region, 
particularly  if  such  education  is  costly. 

To  restrict  my  remarks  now  to  the  field  of  medical 
education,  it  would  appear  to  be  the  major  objec- 
tives of  a New  England  regional  plan  to  insure  as 
good  opportunities  for  residents  from  all  parts  of 
this  area  to  acquire  a medical  education  as  exist  for 
residents  of  other  parts  of  the  United  States  and  at 
the  same  time  to  insure  a continuing  supply  of 
physicians  adequate  to  meet  the  needs  of  the  area. 

Let  us  consider  first  the  opportunities  for  medical 
education  for  residents  of  New  England.  Table  I 
gives  the  ratio  of  freshman  medical  students  (in  all 
medical  schools)  to  state  population  in  1952-53  in 
terms  of  students  per  100,000  population. 

Table  P 


Freshman  Medical 

Students 

Per  1 00,000  Population 

1952 

Connecticut  

....  4.4 

Rhode  Island  

..  4.4 

Maine  

....  2.5 

Vermont  

..  4.8 

Massachusetts  

....  4.1 

New  England  

..  3.9 

New  Hampshire  

....  3.2 

United  States  

...  4.7 

The  Aurhor.  Dean,  Boston  University  School  of 
Medicine 


SUMMARY 

Figures  are  presented  which  indicate  that  New 
England  has  become  dependent  on  the  rest  of  the 
country  for  the  medical  education  of  its  residents  to  a 
degree  which  is  cause  for  justifiable  concern. 

It  is  suggested  that  a regional  plan  for  medical 
education  in  New  England  might  afford  the  most 
practicable  means  for  each  of  the  New  England  States 
to  provide  suitable  opportunities  for  medical  education 
for  its  residents  and  at  the  same  time  to  ensure  a con- 
tinuing supply  of  medical  manpower  adequate  to  its 
needs. 


These  figures  indicate  that  all  of  the  New  England 
States  except  Vermont  had  a lower  ratio  of  residents 
entering'  medical  school  than  the  United  States  as  a 

O 

whole  and  that  the  ratio  for  New  England  as  a 
whole  was  well  below  the  national  average. 

If  New  England  had  the  same  ratio  of  freshman 
students  to  population  as  the  United  States  as  a 
whole,  we  would  have  had  470  freshman  in  medical 
school  that  year.  Actually,  we  had  412,  or  58  fewer 
entering  medical  school  in  1952  than  might  have  been 
expected  on  the  basis  of  population. 

This  is  due  partly  to  a relatively  smaller  number 
of  applicants  from  New  England  and  partly  to  a 
slightly  lower  ratio  of  acceptance  to  applications 
as  compared  to  the  country  as  a whole. 

These  figures  suggest:  ( i ) that  New  England  is 
falling  behind  the  rest  of  the  country  in  getting- 
medical  education  for  its  residents,  and  (2)  if  New 
England  had  the  same  ratio  of  medical  students  to 
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population  as  the  rest  of  the  country,  the  total  num- 
ber would  exceed  the  capacity  of  the  existing  New 
Eno'land  medical  schools.  A closer  examination  of 

O 

the  distrihution  of  New  England  residents  in  the 
freshman  classes  of  the  New  England  medical 
schools  in  1952  will  give  us  a clearer  picture  of  our 
resources. 


Table  II’ 

New  Ln(,i.ani)  Residents  Admitted  to  Medical  Schools 
IN  1952 


Connccricut  94  37  3 4 3 15  i ii 

Maine  21  16  2 i o 6 6 i 

Massachusetts  219  138  32  2 20  73  6 5 

New  Hampshire  ....  19  13  i 00543 

Rhode  Island  39  13  50070  i 

Vermont  20  17  o i i o 15  o 

Total  412  234  43  8 24  106  32  21 

Total  Yearly  Classes  460  73  24  118  115  51  79 


Table  II  gives  the  distribution  of  the  New  Eng- 
land residents  in  the  freshman  classes  of  the  New 
England  medical  schools  in  1952.  It  will  be  seen  that 
there  is  considerable  variation  in  the  proportion  of 
New  England  residents  in  the  individual  schools. 
Tufts,  which  virtually  restricts  its  admissions  to 
New  Englanders,  took  in  106  New  England  residents 
which  is  45  per  cent  of  the  total  number  of  New 
England  residents  admitted  to  New  England  schools; 
Elarvard,  which  deliberately  fosters  a policy  of 
nationwide  representation  in  its  student  body,  has 
the  smallest  proportion  of  New  Englanders;  and  the 
other  schools  lie  in  between. 

Now  to  turn  to  the  question  of  whether  the  out- 
put of  the  New  England  schools  is  sufficient  to 
meet  the  medical  needs  of  the  area.  One  of  the  fac- 
tors which  makes  this  a very  difficult  question  to 
answer  is  the  fact  that  we  do  not  operate  in  a closed 
economy.  Tufts  alone  of  the  New  England  schools 
restricts  its  students  to  residents  of  New  England. 

Of  the  412  New  England  residents  accepted  in 
1952,  234  or  57  per  cent  went  to  New  England 
schools.  The  total  freshman  enrollment  of  the  New 
England  schools  was  460,  of  whom  234— or  approxi- 
mately 50  per  cent— were  New  England  residents. 


Table  IIP 

Physicians  Licensed  to  Practice  in  New  England  in  1952 

CONN.  MAINE  MASS.  N.  H.  R.  I.  VT.  TOTAL 


B-U 7 3 32  4 3 o 49 

Harvard  10  2 56  3 2 i 74 

Tufts  15  4 57  3 II  I 91 

Vermont  8 i 6 i o 6 22 

Yale  20  o 8 7 i i 37 

N.  E.  Schools 60  10  . 159  18  17  9 273 

All  Schools 195  33  290  44  30  25  617 


I'able  III  shows  that  in  1952,  617  physicians  were 
licensed  to  practice  in  New  England.  Of  these,  only 
273— or  44  per  cent— were  graduates  of  New  Eng- 
land schools;  344— or  56  per  cent— were  graduates 
of  schools  outside  New  England;  668  graduates  of 
New  England  schools  were  licensed  to  practice  in 
the  United  States  that  year.  Only  273  of  them— or 
41  per  cent— chose  to  take  out  licenses  in  New  Eng- 
land. 

The  figures  confirm  observations  which  have  been 
made  before  that  the  location  of  the  medical  school 
where  a physician  gets  his  training  is  not  a potent 
influence  in  determining  where  he  settles  to  practice. 
Two  factors  are  of  importance  in  determining  the 
distribution  of  physicians.^  One  is  the  economic 
condition  of  the  area.  New  England  with  a rela- 
tively high  per  capita  income  is  in  a good  com- 
petitive position  in  this  regard.  The  second  is  the 
tendency  of  physicians  to  return  to  their  home 
towns  or  nearby  areas.  This  latter  factor  merits  our 
serious  attention.  The  figures  indicate  that  a smaller 
proportion  of  New  England  residents  are  receiving 
a medical  education  than  is  true  for  the  country  at 
large.  They  also  show  that  the  majority  of  physi- 
cians now  settling  in  New  England  have  received 
their  training  elsewhere.  We  must  ask  ourselves 
whether  this  situation  is  a sound  one,  and  whether 
in  the  long  run  it  might  not  work  to  the  disadvan- 
tage of  New  England.  Would  we  not  be  in  a safer 
position  if  we  at  least  had  the  capacity  to  educate  in 
New  England  as  many  physicians  as  are  needed  in 
this  area.  Considering  the  general  financial  instabil- 
ity of  the  privately  supported  medical  schools 
throughout  the  country  and  the  geographical  restric- 
tions which  are  imposed  by  most  of  the  state  schools, 
is  it  prudent  for  us  to  depend  so  heavily  on  the  rest 
of  the  country  for  our  medical  education? 

Two  final  questions  are  pertinent  to  this  discus- 
sion: namely,  ( i ) are  we  facing  a doctor  shortage 
in  New  England?  and  (2)  would  the  establishment 
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of  a regional  compact  serve  to  prevent  such  a short- 
age? 

I do  not  propose  to  venture  into  the  debatable 
oround  of  theoretically  desirable  doctor-to-patient 
ratios.  Such  overall  statistical  figures  have  little  real 
meaning  unless  thoroughly  analyzed.  It  is  recog- 
nized that  maldistribution  of  physicians  is  more  of 
a problem  than  the  total  number  in  this  area.  There 
is  a concentration  of  doctors  in  the  larger  cities  to 
the  detriment  of  some  rural  areas.  This  is  not  a 
problem  w hich  w ill  be  solved  merely  by  graduating 
more  doctors.  It  can  be— and  is  gradually  being— met 
by  the  development  of  improved  facilities  and  hos- 
pitals in  the  small  communities. 

Without  delving  any  further  into  the  intricacies 
of  the  medical  manpow  er  problem,  I would  like  to 
ask  you  to  allow'  me  to  make  some  assumptions 
which  seem  to  me  conservative  and  w'hich  will  bring 
us  directly  to  the  nub  of  our  discussions.  These  are; 

( 1 ) New  England  is  not  at  the  present  time  over- 
supplied wdth  physicians. 

(2)  It  is  desirable  for  the  general  welfare  of  New' 
England  that  the  number  of  residents  of  New'  Eng- 
land who  are  trained  for  the  practice  of  medicine  be 
not  curtailed. 

(3)  That  it  would  be  prudent  for  New  England 
to  insure  as  a minimum  that  present  facilities  for 
medical  education  within  its  borders  be  maintained. 

With  these  assumptions  in  mind  let  us  then  take  a 
look  at  the  existing  facilities  for  medical  education  in 
New  England  and  their  outlook  for  the  future.  Of 
the  six  medical  schools,  one— Dartmouth— is  a very 
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small  tw  o year  school  which  is  not  an  important 
factor  in  the  medical  manpower  problem.  Of  the 
remaining  five  schools,  only  one— Vermont— is  state- 
supported.  This  School,  which  has  a capacity  for 
training  more  than  twice  as  many  doctors  as  are 
needed  in  Vermont,  is  trying  to  work  out  agree- 
ments with  Adaine  and  New  Hampshire  for  pro- 
viding medical  education  for  residents  of  those 
States.  The  remaining  four  schools  are  privately 
supported.  They  are  all,  I believe,  running  large 
deficits  which  are  giving  grave  concern  to  their  par- 
ent universities.  They  have  made  a contribution  in 
medical  education  for  New  England  which  is  beyond 
price— and  at  no  expense  to  the  tax  payer.  But  for 
some  of  them  at  least  the  future  is  in  doubt  unless 
something  is  done  to  help  them  meet  the  heavy 
costs  of  medical  education. 

A regional  plan  wdaich  would  pay  the  costs  of 
medical  education  for  residents  of  New  England  in 
existing  schools  wmuld  go  a long  way  to  assure  the 
continued  operation  of  our  present  institutions  and 
w'ould  make  some  expansion  feasible  if  that  seemed 
desirable.  This  would  undoubtedly  be  a more  eco- 
nomical way  for  the  states  to  obtain  medical  educa- 
tion for  their  residents  than  for  each  or  any  of  them 
to  set  up  an  independent  medical  school  of  its  own. 
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BILIARY  CIRRHOSIS 


W.  Cj.  Leeds,  m.d.,  and  B. 


I)r.  Leeds.  Resident  in  Medicine,  Hartford 
Hospital 


SUMMARY 

The  authors  review  briefly  the  subject  of  biliary 
cirrhosis  as  it  is  encountered  in  a large,  community, 
general  hospital.  Exemplary  cases  illustrating  the  two 
main  clinical  types  of  the  disease  are  included  together 
with  a few  instances  of  hepatic  disease  which  for  a 
time  mimicked  biliary  cirrhosis.  The  importance  of 
needle  biopsy  of  the  liver  is  emphasized. 


PATIENTS  with  prolonged  jaundice,  pruritis,  mas- 
sive hepatomegaly,  splenomegaly,  xanthomatosis, 
pigmentation,  osteoporosis,  and  late  liver  failure 
present  a clinical  picture  which  contrasts  strikingly 
with  Laennec’s  cirrhosis  in  which  there  is  early 
evidence  of  severe  parenchymal  hepatic  dysfunction. 
The  term  biliary  cirrhosis  is  applied  to  this  group 
of  patients.^  Any  of  several  pathologic  sequences-’-'' 
may  give  rise  to  this  syndrome,  including  cholange- 
itis,  pericholangeitis,  congenital  absence  of  the  cho- 
langioles,  and  prolonged  obstruction  of  the  bile 
ducts.  Alterations  in  cholesterol,  bile,  protein,  and 
calcium  metabolism  which  occur  in  biliary  cirrhosis, 
of  whatever  etiology,  lead  to  clinical  and  late  patho- 
logical changes  which  lend  to  the  syndrome  a con- 
siderable degree  of  specificity.  From  a practical 
standpoint  those  cases  caused  by  frank  extrahepatic 
obstruction  are  considered  secondary  to  the  obstruct- 
ing lesion.  All  the  other  types  may  be  grouped  to- 
gether under  the  designation  of  primary  biliary  cir- 
rhosis. 

Ahrens'  and  his  coworkers  studied  1 2 patients 
with  primary  biliary  cirrhosis  and  20  with  the 
secondary  form  of  the  disease.  They  found  certain 
additional  characteristics: 

(a)  Elevation  of  serum  lipids.  This  was  present  in 
all  cases,  with  a large  increase  in  the  phospholipid 
fraction. 

(b)  Xanthomatosis.  This  finding  was  noted  only 
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in  those  patients  with  the  greatest  serum  lipid  ele- 
vations. A critical  level  of  1800  mg.  per  cent  was 
established,  below  which  xanthomata  did  not  occur.  ; 

(c)  Steatorrhea.  There  was  an  extreme  defect  in  ; 
intestinal  fat  absorption  with  an  increase  in  stool 
fatty  acids  and  soaps. 

(d)  Generalized  osteoporosis.  Associated  patho-  j 

logical  fractures  were  common.  ■ 

(e)  Increased  basal  metabolic  rate  in  the  absence  i 
of  evidence  of  hyperthyroidism. 

(f)  There  was  an  inverse  relationship  between 
deposition  of  lipid  in  skin  and  arteriosclerosis  of  the 
intima  of  arteries. 

A review  of  the  medical  records  at  the  Hartford 
Hospital  between  1947  and  1952  revealed  7 cases  of 
secondary  biliary  cirrhosis  and  one  case  of  the 
primary  type.  In  addition  there  came  to  light  the 
records  of  three  patients  having  laboratory  evidence 
suggesting  biliary  cirrhosis,  but  whose  subsequent 
courses  did  not  bear  out  this  diagnosis.  These  cases 
are  included  here  because  they  point  up  the  fact  that 
conditions  such  as  infectious  hepatitis  and  Laennec’s 
cirrhosis  can  mimic  biliary  cirrhosis  in  many  re- 
spects. Two  of  them  were  clinically  well  in  6 to  8 
weeks,  and  probably  had  acute  infectious  hepatitis 
with  unusual  laboratory  findings.  The  features  of 
these  cases  will  be  discussed  later. 

In  the  secondary  group  there  were  4 males  and  3 
females.  Their  ages  varied  from  48  to  90  years.  The 
causes  of  biliary  obstruction  were: 

Carcinoma  of  the  head  of  the  pancreas 2 

Carcinoma  of  the  ampulla  of  Vater i 

Common  duct  stone 3 

Common  duct  stones  with  scarring  of  the  distal  portion  of 

the  common  duct  and  scarring  of  the  right  hepatic  duct  i 

The  duration  of  jaundice  from  onset  until  the 
diagnosis  of  biliary  cirrhosis  was  made  varied  from 
5 weeks  to  3 years.  All  the  diagnoses  in  this  group 
were  established  at  operation  or  autopsy.  The  alka- 
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line  phosphatase  activity  varied  from  a low  of  9.9 
to  a high  of  58.4  Bodansky  units,  and  the  serum 
bilirubin  from  3.4  to  38.8  mg.  per  cent.  In  only  tw  o 
cases  was  the  prothrombin  time  significantly  pro- 
longed. The  urinary  urobilinogen  w'as  normal  in  2, 
decreased  or  absent  in  3,  and  not  recorded  in  the 
other  2 cases.  The  cephalin-cholesterol  flocculation 
test  was  significantly  abnormal  ( 2 plus  or  higher  in 
24  and  48  hours)  in  2 of  the  7 cases.  In  one  case  this 
abnormality  occurred  only  after  several  years  of 
obstruction.  The  serum  cholesterol  w^as  elevated  in 
' he  two  cases  in  w hich  this  test  was  made. 

The  following  case  is  characteristic  of  secondary 
biliary  cirrhosis: 

CASE  NO.  I 

S.  G.  This  white  Hebrew  woman  was  well  until  1937  (age 
35)  when  she  began  to  experience  bouts  of  colicky  right 
upper  quadrant  pain  which  were  diagnosed  as  acute  chole- 
cystitis. In  1942  (age  40)  following  one  of  these  bouts  asso- 
ciated with  jaundice,  a cholecystectomy  and  common  duct 
exploration  were  done.  No  stones  were  found  in  the  gall- 
bladder or  in  the  common  duct.  Postoperatively  the  jaundice 
persisted  and  the  patient  continued  to  experience  right  upper 
quadrant  pain.  In  February,  1945  (age  43)  the  patient  was 
re-explored  at  another  hospital,  and  several  stones  were 
removed  from  the  common  bile  duct.  In  December  of  that 
year  the  patient  was  again  hospitalized  because  of  jaundice 
and  pruritis.  The  icteric  index  was  50,  the  serum  bilirubin 
12.8  mg.  per  cent,  the  cephalin-flocculation  test  2 plus  in  48 
hours,  the  prothrombin  time  normal,  and  the  total  protein 
6.1  Gm.  per  cent.  Abdominal  exploration  revealed  scarring 
of  the  distal  portion  of  the  common  duct.  A probe  could 
not  be  inserted  into  the  right  hepatic  duct  because  of  either 
stenosis  or  angulation.  The  liver  was  enlarged,  smooth,  and 
firm.  Although  a T tube  was  left  in  place,  jaundice  persisted, 
but  the  itching  was  much  relieved.  In  1946  (age  44)  the 
patient  was  again  explored  in  another  city,  and  a new  T 
tube  introduced.  Biopsy  of  the  liver  showed  evidence  of 
cirrhosis.  The  common  duct  exploration  was  negative.  In 
1947  (age  45)  the  patient  developed  edema  and  ascites.  In 
April,  1948  (age  46)  she  was  treated  with  salt  poor  human 
serum  albumin,  and  the  T tube  was  irrigated  with  “TWEEN- 
80.”  One  month  later  the  patient  developed  massive  hema- 
temesis.  From  this  time  on  the  patient  presented  the  picture 
of  chronic  jaundice,  edema,  ascites,  spreading  xanthomata, 
increasing  back  pain  due  to  osteoporosis,  and  gradual 
emaciation.  She  was  hospitalized  many  times  for  treatment 
with  salt  poor  human  serum  albumen  which  frequently 
relieved  the  ascites,  edema,  and  back  pain.  There  were  two 
more  episodes  of  hematemesis  between  1948  and  1950.  By 
1951  (age  49)  it  was  becoming  more  and  more  difficult  to 
establish  diuresis.  Laboratory  studies  during  this  period  re- 
vealed persistent  elevation  of  the  serum  bilirubin,  alkaline 
phosphatase,  and  cholesterol.  Total  proteins  were  persistently 
low  with  a reversed  albumen: globulin  ratio  except  after 
treatment  with  serum  albumen.  Finally  the  patient’s  course 
was  more  rapidly  downhill,  and  after  a short  period  of  coma 


she  expired  on  March  18,  1951.  The  gross  findings  at 
autopsy  were: 

1.  Biliary  cirrhosis,  secondary  to  cholecystitis  and  cho- 
langitis, with  permanent  choledochostomy. 

2.  Portal  hypertension  with  esophageal  varices,  hemor- 
rhoids. ascites,  splenomegaly  and  edema. 

3.  Pulmonary  edema. 

4.  Cholecystectomy. 

5.  Ostructive  jaundice. 

6.  Extreme  osteoporosis  with  fractures  of  the  ribs  and 
spine. 

7.  Coronary  sclerosis. 

8.  Incisional  ventral  hernia. 

9.  Malnutrition. 

After  microscopic  examination  of  tissues,  the  final  diag- 
noses were: 

1.  Acute  and  chronic  cholangitis  (intrahepatic)  with  cir- 
rhosis. 

2.  Bronchopneumonia. 

3.  Jaundice,  obstructive. 

4.  Splenomegaly,  esophageal  varices,  hemorrhoids,  "and 
ascites. 

The  three  cases  suspected  initially  of  having 
biliary  cirrhosis  may  be  summarized  as  follows: 

CASE  NO.  2 

A thirty-seven  year  old  white  male  was  admitted  because 
of  six  weeks  of  jaundice,  anorexia,  weight  loss,  dark  urine 
and  clay  colored  stools.  Physical  examination  was  negai 
tive  except  for  the  presence  of  jaundice.  The  serum  bilirubin 
was  9.0  mg.  per  cent,  sedimentation  rate  87  mm.  per  hour 
(Westergren),  urine  urobilinogen  positive  in  dilution  of 
1-160;  cephalin  flocculation  negative  in  24  and  48  hours, 
alkaline  phosphatase  13.4  Bodansky  units,  and  serum  choles- 
terol 1 16  mg.  per  cent.  The  patient  recovered  on  rest  and 
a nutritious  diet  after  a period  of  eight  weeks.  In  the  spring 
of  1953,  nine  months  after  his  illness,  he  was  well.  This 
patient  is  thought  to  represent  a case  of  infectious  hepatitis 
with  an  extreme  obstructive  phase. 

CASE  NO.  3 

A forty-six  year  old  white  woman  was  admitted  to  the 
Hartford  Hospital  because  of  one  week  of  jaundice,  itching 
of  the  skin,  nausea,  anorexia,  and  dark  urine.  Physical 
examination  revealed  jaundice  and  moderate  hepatomegaly. 
The  serum  bilirubin  was  11.2  mg.  per  cent,  cephalin  floccu- 
lation negative  in  24  and  48  hours,  prothrombin  time  within 
the  normal  range;  alkaline  phosphatase  58.1  Bodansky  units, 
serum  cholesterol  932  mg.  per  cent,  total  protein  7.6  Gm. 
per  cent  with  a normal  albumin: globulin  ratio,  and  sedi- 
mentation rate  in  mm.  per  hour  (Westergren).  Exploration 
failed  to  reveal  any  extrahepatic  obstruction,  and  a liver 
biopsy  taken  at  the  time  of  operation  revealed  cholangeitis. 
The  patient  recovered  in  six  to  eight  weeks  and  remained 
well.  After  the  negative  exploration  this  patient  was  thought 
to  have  primary  biliary  cirrhosis,  a diagnosis  which  was 
subsequently  disproven  by  a complete  recovery  within  two 
months.  She  presumably  had  infectious  hepatitis  with  clinical 
and  laboratory  signs  of  obstruction. 
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CASE  NO.  4 

A fifty-three  year  old  white  male  was  hospitalized  with 
a six  months  history  of  weight  loss,  low  grade  fever,  ano- 
rexia, light  stools  and  dark  urine.  He  admitted  taking  eight 
to  fourteen  glasses  of  beer  per  day  for  many  years.  Physical 
examination  revealed  jaundice,  spider  angiomata,  and  slight 
hepatic  enlargement.  The  serum  bilirubin  was  5.5  mg.  per 
cent;  total  protein  6.6  Gm.  per  cent  with  a reversed  albu- 
men: globulin  ratio;  cephalin  flocculation  negative  in  24  and 
48  hours;  prothrombin  time  within  the  normal  range;  sedi- 
mentation rate  114  mm.  per  hour  ( Westergren) ; alkaline 
phosphatase  activity  25.0  JBodansky  units.  Surgical  explora- 
tion failed  to  reveal  any  evidence  of  extrahepatic  biliary 
obstruction,  and  liver  biopsy  done  at  the  time  of  operation 
revealed  bile  stasis.  No  follow-up  information  is  available, 
but  this  patient  is  thought  to  have  had  early  Laennec’s  cir- 
rhosis. 

The  following  case  is  considered  to  be  an  example 
of  primary  biliary  cirrhosis: 

CASE  NO.  5 

V.  J.  This  white  widow  with  no  history  of  exposure  to 
toxic  agents  was  essentially  well  until  Aday  15,  1949  (age 
65)  when  she  noted  dark  urine  and  light  stools.  She  was 
hospitalized  on  July  29,  1949  in  another  city.  On  surgical 
exploration  the  gallbladder  was  normal  and  the  common  duct 
not  dilated,  although  there  were  several  succulent  lymph 
nodes  along  its  course.  The  surface  of  the  liver  was  de- 
scribed as  granular.  The  patient’s  clinical  course  was  not 
altered  by  the  surgical  procedure.  In  the  ensuing  two  months 
this  jaundice  persisted  and  hepatomegaly  was  first  detected. 

On  November  6,  1949,  the  patient  was  admitted  to  the 
Hartford  Hospital  still  suffering  from  pruritis,  asthenia,  dark 
urine,  clay  colored  stools,  and  weight  loss  of  16  pounds  in 
five  months.  On  physical  examination  there  were  no  liver 
palms,  spider  angiomata,  ascites,  or  collateral  vein  dilation. 
The  liver  and  spleen  were  both  palpable.  The  serum  bili- 
rubin varied  from  7.1  to  14.8  mg.  per  cent.  The  cephalin 
flocculation  test  was  2 plus  in  24  and  48  hours.  The  alkaline 
phosphatase  was  52.7  Bodansky  units,  the  total  protein  7.9 
Gm.  per  cent  (albumen  4.2,  globulin  3.7),  the  prothrombin 
time  60  per  cent  of  normal  and  the  serum  cholesterol  980 
mg.  per  cent.  The  stools  and  urine  were  positive  for  bile. 
On  November  10  the  patient  was  seen  by  one  of  us  (B.  V. 
W.)  and  biliary  cirrhosis  of  the  secondary  type  seemed 
most  likely.  Accordingly  the  patient  was  re-explored  on 
November  15,  1949.  The  liver  was  enlarged  with  rounded 
margins  and  was  bile  stained.  The  surface  was  slightly  ir- 
regular but  not  “hobnailed.”  The  gallbladder  contained  no 
stones  and  the  common  duct  was  not  dilated.  There  was  a 
large  rubbery  lymph  node  measuring  2.5  cm.  by  1.5  cm. 
posterior  to  the  common  duct  which  was  opened  and  ex- 
plored. A T tube  was  left  in  place,  and  a subsequent 
cholangiogram  was  negative.  Specimens  of  liver  and  of 
lymph  node  were  taken  for  biopsy. 

The  sections  of  the  liver  showed  evidence  of  extreme 
bile  stasis  with  bile  thrombi  in  many  of  the  canaliculi.  The 
liver  cells  were  well  preserved  but  there  was  a slight  increase 
in  periportal  fibrous  tissue  together  with  periportal  infiltra- 
tion by  leukocytes  of  the  lymphocytic  and  polymorphonu- 


clear series.  The  lymph  node  appeared  to  be  the  site  of 
chronic  lymph  adenitis.  Hepatitis  of  the  cholangitic  type 
appeared  to  be  the  most  likely  diagnosis.  Six  weeks  after 
discharge  from  the  hospital  in  January,  1950  Mrs.  J.  was 
seen  by  one  of  us.  At  this  time  she  was  deeply  jaundiced  and 
suffering  from  intense  itching.  The  serum  bilirubin  was  15 
mg.  per  cent,  thymol  turbidity  10.5  units,  cephalin  floccula- 
tion negative,  and  hematocrit  39  per  cent. 

During  the  ensuing  two  years  her  condition  progressively 
deteriorated.  She  developed  ascites,  edema,  and  repetated 
hemorrhages  from  various  mucous  membranes.  The  hemor- 
rhagic diathesis  always  responded  to  vitamin  K therapy. 

On  July  28,  1952,  she  was  admitted  to  another  hospital  in 
a state  of  stupor  with  mental  confusion  varying  from  leth- 
argy to  the  verge  of  coma.  On  physical  examination  the 
liver  and  spleen  were  palpable  and  the  gums  were  spongy 
and  bleeding.  Emaciation,  edema,  and  extreme  jaundice  were 
evident.  The  skin  was  brawny  and  excoriated.  Pertinent 
laboratory  procedures  included  thymol  turbidity  3.0  units 
and  cephalin  flocculation  4 plus  in  48  hours.  The  patient 
gradually  lapsed  into  deep  coma  and  expired  on  August  26, 
1952.  The  final  clinical  diagnoses  were  (i)  cholangeitis, 
severe,  progressive,  with  jaundice  and  (2)  cirrhosis  with 
jaundice. 

DISCUSSION 

Although  primary  biliary  cirrhosis  is  a rare  disease 
seldom  encountered  in  a community  hospital,  there 
are  occasional  patients  with  laboratory  evidence  of 
obstructive  jaundice  which  mimicks  this  entity.  Some 
such  patients  appear  to  have  self  limited  hepatitis  of 
the  cholangiolitic  variety  (cases  2 and  3)  and  others 
have  atypical  manifestations  of  Laennec’s  cirrhosis 
(case  4).  Still  others,  not  included  in  this  series,  have 
neoplastic  or  other  mechanical  obstructions  of  the 
hepatic  ducts  overlooked  at  exploratory  laparotomy. 

At  the  same  time  prolonged  obstructive  jaundice 
may  lead  eventually  to  a clinical  state  indistinguish- 
able from  the  primary  form  of  biliary  cirrhosis  (case 
i)j,2,3  fact,  evidence  of  hepatic  damage  may  be 
noted  as  early  as  five  weeks  after  the  onset  of  ob- 
struction. These  observations  have  importance  in 
considering  indications  for  surgery  in  those  cases 
with  laboratory  evidence  of  obstructive  jaundice  l 
without  supporting  clinical  evidence.  Surgical  ex-  I 
ploration  is  contraindicated  in  hepatitis,  yet  failure 
to  explore  may  be  hazardous  after  the  fifth  week. 
For  these  reasons  every  effort  should  be  made  to  ' 
establish  a diagnosis  shortly  after  the  onset  of  jaun-  ' 
dice.  It  is  during  this  early  phase  that  the  various  | 
hepatic  function  tests  are  least  likely  to  be  mis-  j 
leading.  Short  of  laparotomy,  needle  biopsy  of  the  | 
liver  may  be  the  only  means  of  differentiating  '< 
hepatocellular  disease  from  biliary  tract  obstruction,  i 
Unless  specifically  contraindicated  this  procedure 
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should  precede  surgical  exploration  in  all  doubtful 
cases  of  jaundice. 

CONCLUSIONS 

( 1 ) Although  biliarv  cirrhosis  may  result  from  any 
of  several  etiologic  factors,  within  or  outside  the 
liver,  the  final  clinical  and  pathological  manifesta- 
tions are  quite  constant. 

(2)  For  practical  purposes  it  is  convenient  to  think 
of  primary  biliary  cirrhosis  as  including  all  those 
forms  not  associated  with  extrahepatic  obstruction. 

(3)  It  is  important  to  differentiate  from  biliary 


cirrhosis  other  conditions  such  as  infectious  hepa- 
titis of  the  cholangiolitic  type  which  may  run  a 
relatively  short,  self  limited  course. 
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SUBCLINICAL  SPRUE  SYNDROME 

PiTCHiAH  B.  Sarvapalli,  M.D.,  Soiith  Trmicore,  India 


clinical  sprue  syndrome  is  a gastrointestinal 
derangement,  characterized  by  deficient  absorp- 
tion of  fat,  glucose,  certain  vitamins  and  calcium, 
and  deficient  secretion  of  the  intrinsic  haemato- 
poietic factor.  Current  medical  literature  has  not 
thrown  significant  light  on  the  understanding  of  this 
disease. 

We  have  high  standards  of  diagnostic  criteria  for 
sprue.  These  criteria  include:  glossitis;  diarrhea- 
voluminous  foul  smelling,  frothy,  liquid,  and  yellow; 
weight  loss  of  at  least  20  pounds  over  a 6 month 
period;  macrocytic  anemia  with  a red  blood  cell 
count  of  2.5  million  or  less,  and  a color  index  of  i.o 
or  more;  megaloblastic  bone  marrow;  free  hydro- 
chloric acid  in  the  gastric  juice  after  injection  of 
histamine;  a flat  oral  glucose  tolerance  curve;  serum 
calcium  8.5  mg.  or  less;  and  normal  serum  levels  of 
amylase  and  lipase.  By  the  time  these  criteria  are 
satisfied,  the  disease  is  far  advanced. 

Sprue  is  a very  insidious  and  often  latent  deficien- 
cy state,  in  a very  broad  sense,  reflecting  the  pres- 
ence of  latent  or  progressing  physiological  alterations 
or  pathological  conditions  in  the  gastro-intestinal 
tract.  This  deficiency  state  has  to  complete  a very 
long  vicious  cycle  before  the  patient  arrives  at  the 
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SUMMARY 

The  clinical  sprue  syndrome  is  defined  and  its  signs 
and  symptoms  outlined.  The  protean  nature  of  the 
syndrome  is  emphasized  with  special  attention  called 
to  the  subclinical  stage.  The  various  stages  in  the  de- 
velopment of  this  latter  stage  are  discussed.  Amebiasis 
enters  into  the  picture  and  emphasis  is  placed  on  the 
necessity  for  treating  the  asymptomatic  amebiasis  cases. 


status  of  classical  sprue.  Fortunately  a very  small 
percentage  of  cases  reach  the  full  proportions  of 
sprue  as  described  in  the  text  books. 

Subclinical  sprue  syndrome  is  a border  line  de- 
ficiency state  in  the  broadest  sense,  producing  sucb 
poorly  defined  symptoms  as  anorexia,  loss  of 
strength,  indigestion,  diarrhea,  nervousness,  iritabil- 
ity,  extremely  vague  discomfort  in  the  lo\\  er  abdo- 
men, nausea,  flatulence,  heartburn,  or  excessive 
salivation,  the  symptoms  being  single  or  combined 
but  not  interfering  with  the  routine  uork  of  the 
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person.  The  patient  with  these  early  manifestations 
of  the  subclinical  sprue  syndrome  is  a type  who 
attends  to  his  work  but  feels  uncomfortable  due  to 
any  or  a combination  of  the  many  ill  defined  lead- 
int>'  symptoms  enumerated  above.  Too  frequently  the 
patient  is  told  “There  is  nothing  physically  wrong 
w'kh  you.”  This  is  indeed  a grave  mistake  on  the  part 
of  the  doctor;  for  in  the  early  stage  of  the  subclini- 
cal sprue  syndrome  timely  treatment  is  highly  effec- 
tive, and  the  patient  carries  on  with  his  routine  of 
work  and  social  responsibilities.  This  is  extremely 
important  in  view  of  the  wage  earning  and  produc- 
tive capacity  of  the  individual.  In  my  private  practice 
at  my  clinic  in  Madras  the  following  observations 
were  made  during  a period  of  three  years.  The 
selected  cases  for  observation  were  residents  in  the 
city. 

Protean  Nature  oe  the  Symptomatology 
Sprue  is  both  tropical  and  nontropical.  The  ill 
defined  and  protean  nature  of  the  symptomatology 
is  the  characteristic  feature  of  sprue  syndrome.  The 
incomplete  clinical  picture  is  common  and  the  classic 
syndrome  is  comparatively  rare.  It  is  at  the  sub-clini- 
cal stage  that  much  can  be  done,  and  therefore  it  is 
worthwhile  to  look  out  for  this  condition. 

The  following  are  the  unimpressive  and  ill-defined 
stages  through  which  subclinical  sprue  syndrome 
may  reach  the  clinical  state  of  classical  sprue. 

FIRST  STAGE  OF  DEVELOPMENT 

( I )  Young  adult,  fairly  well  made,  usually  belong- 
ing to  the  working  class.  The  ill-defined  symptoms 
are  ( i ) anorexia,  ( 2 ) indigestion— on  and  off,  ( 3 ) 
hurried  one  or  two  loose  motions,  (4)  very  slight 
discomfort  after  meals  and  a vague  feeling  as  if  he 
or  she  should  evacuate  the  bowels.  This  patient 
usually  keeps  fit  from  his  point  of  view  and  does  his 
usual  work.  But  he  has  a definite  sense  of  dissatis- 
faction regarding  his  health— because  of  the  above 
mentioned  symptoms.  He  consoles  himself  that  his 
vague  symptoms  are  due  to  excessive  cigarette 
smoking,  bad  type  of  vegetables,  severity  of  sum- 
mer, failure  of  monsoon,  etc.  This  is  the  stage  when 
the  subject  himself  may  not  be  inclined  to  consult 
his  family  doctor;  at  least  he  may  not  consult  the 
doctor  primarily  for  these  symptoms.  He  may  acci- 
dentally relate  his  vague  symptoms  in  still  more 
vague  language  when  he  seeks  medical  care  and  treat- 
ment for  something  else  such  as  an  attack  of  “flu,” 
chest  cold,  etc, 


SECOND  STAGE  OF  DEVELOPMENT 

Adult,  usually  a female.  The  following  are  the 
vague  complaints: 

( 1 ) Moving  the  bowels  with  a sense  of  urgency 
immediately  after  food  twice  or  once  daily. 

(2)  Sickening  feeling  of  abdominal  discomfort. 
If  the  subject  happens  to  be  a working  girl,  she  may 
in  her  hurry  to  reach  her  work  avoid  taking  her 
meal,  for  she  is  afraid  of  the  sickening  feeling  of 
abdominal  discomfort  associated  with  the  bowel 
movement  with  a sense  of  urgency  which  follows 
immediately  after  food.  This  fear  complex  makes 
things  worse.  The  patient  grows  irritable  and  nerv- 
ous. This  stage  of  subclinical  sprue  syndrome  is  not 
entirely  devoid  of  impression  on  the  patient,  but 
the  patient  may  fail  to  impress  the  doctor  with  his  or 
her  symptoms.  The  subject  still  continues  to  work 
but  probably  avoids  social  functions.  This  indeed 
is  a hopeful  stage  in  which  the  patient  can  obtain 
complete  relief  and  ultimate  cure  without  interfer- 
ing with  daily  work.  This  is  the  stage  where  the 
wage  earning  capacity,  and  routine  social  and  emo- 
tional activities  are  not  interfered  with.  This  phase 
of  subclinical  sprue  syndrome  is  more  marked  in 
women  than  men  and  the  women  do  not  usually 
come  out  straight  with  the  above  complaints.  One 
has  to  look  for  it  among  his  patients  and  keep  sus- 
pecting the  existence  of  subclinical  sprue  syndrome 
as  a much  commoner  deficiency  stage  than  we  are 
inclined  to  believe. 

THIRD  STAGE  OF  DEVELOPMENT  OF  SUBCLINICAL 
SPRUE  SYNDROME 

Adult— commonly  a young  pregnant  woman  com- 
plains of: 

( 1 ) Soreness  of  tongue  when  hot  or  spicy  food 
is  taken. 

(2)  Certain  amount  of  smarting  sensation  of  the 
tongue  for  certain  articles  of  food  that  were  pre- 
viously well  received. 

(3)  Excessive  salivation. 

(4)  Dyspepsia. 

(5)  Mild  flatulence. 

(6)  Vague  pain  of  calf  muscles. 

(7)  Irritable  temper  (particularly  noticed  in  cases 
who  previously  enjoyed  sweet  temper). 

(8)  Definite  abdominal  discomfort  after  food. 

(9)  Uncomfortable  sense  of  urgency  while  pass- 
ing motion. 

(10)  Adalaise. 
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This  symptomatology  may  be  termed  the  sore 
tongue  phase  of  subclinical  sprue.  This  phase  of  the 
subclinical  sprue  syndrome  is  less  vague  and  has 
more  chance  of  making  an  impression  on  the  patient 
and  the  doctor.  Even  at  this  stage  the  subject  may 
continue  to  work.  On  close  examination  of  the 
tongue,  pin  head  areas  of  epithelial  desquamation 
are  made  out.  The  extent  of  such  areas  does  not 
usually  correspond  to  the  extent  of  the  smarting. 
Mild  flatulence,  heartburn,  and  the  smarting  tongue 
render  the  patient  able  to  eat  less  and  lead  to  the 
development  of  a certain  amount  of  aversion  for 
food.  This  is  a stage  wherein  there  is  still  a good 
chance  to  correct  the  subclinical  sprue  syndrome 
and  stop  the  patient  from  developing  classical  sprue. 

Just  as  subclinical  beriberi  is  accepted  and  treated 
widely,  the  subclinical  sprue  syndrome  should  be 
accepted.  After  having  accepted  and  treated  the 
state  of  subclinical  beriberi  one  rarely  comes  across 
a typical  case  of  classical  beriberi  even  in  areas  like 
Andhara  State  in  South  India  where  it  formerly  was 
common  to  have  large  number  of  cases  of  beriberi. 
This  indeed  was  a very  sad  state  of  affairs.  But  now 
one  rarely  comes  across  a case  of  beriberi  of  text- 
book description.  In  the  light  of  the  above  analogy 
it  is  worthwhile  to  accept  the  idea  that  there  is  a 
state  of  subclinical  sprue  syndrome  which  can  be 
treated  effectively. 

It  has  been  observed  in  my  series  that  those 
patients  who  did  not  submit  to  treatment  while 
they  were  diagnosed  as  subclinical  sprue  syndrome 
invariably  developed  parasprue  and  in  some  instances 
typical  sprue  wdthin  one  year.  Sprue  is  not  neces- 
sarily a tropical  disease  although  it  is  prevalent  in 
the  tropics.  It  is  a deficiency  state  in  the  broadest 
sense.  Just  as  tuberculosis  and  rheumatic  fever  can 
be  quiescent,  sprue  can  be  quiescent.  Therefore,  the 
subclinical  sprue  syndrome  can  be  accepted  as  the 
initial  stage  of  classical  sprue. 

II.  THE  ROLE  OF  AMEBIASIS  IN  THE  PICTURE  OF 
SUBCLINICAL  SPRUE  SYNDROME 

Recent  epidemics  have  forcibly  brought  to  the 
attention  of  the  medical  profession  the  fact  that 
amebiasis  can  no  longer  be  considered  solely  a 
tropical  or  subtropical  disease.  Surveys  indicate  an 
infestation  rate  even  in  the  United  States,  with  good 
sanitation  of  about  10  per  cent,  higher  in  some 
southern  localities. 


In  the  tropics  and  particularly  in  India  the  inci- 
dence is  about  60  to  70  per  cent,  an  alarming  figure 
indeed. 

Amebiasis  is  an  infectious  disease  caused  by  Enda- 
meba  histolytica.  In  most  cases,  the  multiplication 
of  the  parasite  is  limited  greatly  by  the  resistive 
powers  of  the  host.  Despite  the  exceedingly  high 
incidence  of  infestation  the  number  of  cases  diag- 
nosed as  such  is  amazingly  small.  The  following 
factors  are  largely  responsible. 

1.  Infestation  with  Endameba  histolytica  often 
gives  rise  to  few  significant  symptoms. 

2.  The  great  variety  and  mildness  of  its  vague 
symptoms  usually  preclude  clinical  diagnosis.  The 
following  are  the  common  diagnostic  criteria. 

i.  Observation  of  motile  forms  or  cysts  of  Enda- 
meba histolytica  in  stool  specimens  (repeated  exam- 
inations are  necessary). 

ii.  Recovery  of  Endameba  histolytica  by  means 
of  the  proctoscope  from  the  intestinal  mucosa. 

The  necessity  for  treating  symptomatic  types  of 
amebiasis  is  of  course  generally  accepted.  We  have 
dealt  with  the  diagnostic  criteria  and  the  percentage 
of  infestations  in  tropical,  subtropical,  and  temper- 
ate climates.  Amebiasis  is  so  widespread  that  we  are 
obliged  to  take  into  consideration  the  existence  and 
importance  of  asymptomatic  amebiasis. 

To  enable  us  to  appreciate  the  importance  of 
asymptomatic  amebiasis  the  following  points  may 
be  considered. 

1.  Many  cases  of  amebiasis  are  asymptomatic. 

2.  The  clinical  course  is  extremely  varied  and 
subtle. 

3.  In  not  all  cases  infected  with  amebiasis  can  the 
ulcers  be  demonstrated. 

4.  Amebic  ulcers  probably  attain  a considerable 
size  long  before  symptoms  appear. 

5.  Amebic  ulcers  can  exist  in  a latent  or  quiescent 
stage  for  many  years  without  producing  tvpical 
dysentery. 

6.  The  incipient  pathological  changes  of  asympto- 
matic amebiasis  contribute  to  or  initiate  alterations 
in  the  physiological  condition  of  the  gastro-intcstinal 
system,  particularly  in  relation  to  absorption  of 
vitamins  and  certain  minerals. 

In  view  of  the  fact  that; 

i.  Prevalence  of  amebiasis  is  tropical,  subtropical 
and  also  temperate. 
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ii.  Symptomatic  type  of  amebiasis  is  only  a small 
percentage  of  the  infected  cases. 

iii.  Even  symptomatic  amebiasis  runs  a variable 
and  subtle  clinical  course— we  are  obliged  to  take  a 
positive  approach  in  evaluating  asymptomatic  ame- 
biasis. 

What  is  the  purpose  in  dealing  with  asymptomatic 
amebiasis  in  connection  with  the  subclinical  sprvie 
syndrome?  We  shall  consider  the  close  inter-rela- 
tionship of  these  conditions  in  an  apparently  healthy 
subject  exhibiting  ill  defined  vague  gastrointestinal 
disturbances. 

In  my  series  of  observations  I have  noted  the 
following: 

1.  Asymptomatic  amebiasis  conditioning  subclini- 
cal sprue  syndrome. 

2.  Coexistence  of  asymptomatic  amebiasis  and  sub- 
clinical  sprue  syndrome  giving  rise  to  the  symptom 
complex  of  subclinical  sprue  syndrome,  not  ame- 
liorated either  by  treatment  for  sprue  syndrome  or 
by  treatment  for  amebiasis  singly  but  cured  with 
the  combination  of  both  the  treatments  together. 
The  percentage  incidence  of  cases  of  this  type  is 


great  in  Angloindian,  Eurasian,  American,  and  other  ; 
western  missionary  workers  in  India.  | 

In  view  of  the  above  observations  on  the  extent 
to  which  the  subclinical  sprue  syndrome  is  respon-  I 
sible  for  many  of  the  vague  gastro-intestinal  dis-  ; 
orders  commonly  seen  in  ambulatory  practice,  one  j 
may  not  be  able  to  resist  putting  it  the  other  way  j 
round.  How  many  cases  of  vague  gastrointestinal  | 
disorder  seen  in  ambulatory  practice  are  really  cases 
of  subclinical  sprue  syndrome.  ] 

To  what  extent  does  asymptomatic  amebiasis  co-  ] 
exist  with  subclinical  sprue  syndrome  in  giving  rise  I 
to  the  symptom  complexes  of  gastrointestinal  dis-  i 
order  so  common  in  ambulatory  practice? 

To  what  extent  do  these  conditions,  for  which  ! 
we  have  effective  methods  of  treatment,  go  un- 
noticed, unsuspected,  or  undiagnosed  in  the  subjects 
attending  our  outpatient  departments? 

As  there  is  nothing  dramatic  in  the  symptoms  to 
frighten  the  patient  or  to  enthuse  his  doctor,  the 
widely  prevalent  subclinical  sprue  syndrome  is  not 
dealt  with  aggressively  in  a stage  when  it  can  be 
completely  cured,  and  thus  undo  the  chances  of 
developing  into  classical  debilitating  sprue. 
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ORBITAL  UNDERCUTTING 

IN  THE  TREATMENT  OF  PSYCHONEUROSIS  AND  DEPRESSIONS 

Results  of  fractional  lobotomy  in  the  milder  emotional  illnesses 

William  Beecher  Scoville,  m.d.,  Hartford 


The  Author.  Visiting  Neiiro-Snrgeon,  Hartford 
Hospital 


T^ive  years  ago  the  writer  presented  a new  method 
of  fractional  lobotomy,  permitting  precise  isola- 
tion under  direct  vision  of  various  areas  of  frontal 
lobe  cortex  by  means  of  cortical  undercutting.  The 
results,  chiefly  in  schizophrenic  patients,  were  sum- 
marized in  1951.  Undercutting  of  the  inferior  or 
orbital  surface  of  the  frontal  lobes  has  been  carried 
out  in  1 1 2 cases,  and  it  was  noted  that  when  under- 
cutting was  limited  to  this  area,  no  appreciable  per- 
sonality blunting  or  deficit  occurred.  This  has  re- 
cently been  confirmed  by  the  studies  of  Rylander 
and  Sjoqvist.  For  this  reason,  selective  cortical  under- 
cutting of  the  orbital  surface  of  the  frontal  lobes 
has  been  done  in  34  cases  of  the  milder  emotional 
and  mental  illnesses,  including  obsessive-compulsive 
neuroses,  anxiety-tension  states,  somatic  conversions, 
cyclic  depressions,  and  senile  emotional  disturbances. 
The  results  have  been  gratifying  in  all  categories, 
resulting  in  a lessening  of  anxiety  and  tension,  a 
fading  of  morbid  obsessive  thinking,  a lightening  of 
mood,  frequent  strengthening  of  male  libido,  and 
relief  from  drug  and  alcohol  addiction  provided  they 
are  secondary  to  anxiety  or  panic  states.  Fractional 
lobotomy  should  not  be  performed  on  constitutional 
alcoholic,  psychopathic  or  criminal  types. 

To  our  surprise,  the  senile  emotional  disturbances 
have  shown  the  greatest  benefit,  to  such  an  extent 
as  to  warrant  a separate  report.  The  degree  of  im- 
provement in  all  categories  has  been  in  the  following 
diminishing  order:  (a)  senile  emotional  states,  (b) 


depressions  and  affective  illnesses,  (c)  psychalgias, 
and  (d)  physical  conversion  states  including  head- 
ache, tinnitus,  vague  pain  and  ulcerative  colitis. 
There  have  been  no  adverse  effects  in  the  release  of 
hostility  or  loss  of  social  sensitivity  except  for  an 
uncovering  of  an  underlying  schizophrenia,  which 
occurred  in  seven  out  of  thirty-four  cases.  These 
have  been  aptly  labeled  pseudoneurotic  schizo- 
phrenia by  Hoch.  Eventual  benefit  occurred  to  both 
the  neurotic  overlay  and  the  psychosis.  There  have 
been  no  infections,  one  death  from  coronary  throm- 
bosis, 5 per  cent  isolated  convulsions  permanently 
arrested  by  dilantin.  In  contradistinction  to  standard 
lobotomy,  improvement  is  insidious  without  any 
abrupt  change  in  the  overall  personality. 

In  brief,  it  appears  that  the  older  the  patient  the 
more  the  benefit  by  any  form  of  lobotomy  suffi- 
ciently limited  to  prevent  personality  deficit.  Orbital 
undercutting  has  been  selected  as  causing  the  least 
deficit.  In  those  agitated,  sleepless  and  involutional 
cases  thought  to  be  incapacitated  by  the  destructive 
processes  of  old  age,  deliberate  further  destruction 
of  a portion  of  the  frontal  lobe  has  restored  them  to 
a happy  and  frequently  useful  existence.  Report  is 
made  of  twelve  cases  undergoing  undercutting  of  the 
inferior  or  orbital  cortex  of  the  frontal  lobes  in 
persons  over  that  age  listed  by  the  social  security  act 
as  “old.”  Seven  have  been  70  years  or  over,  and  three 
over  80  years  in  age.  Benefit  occurred  in  all  cases. 

Mention  is  made  of  additional  aged  cases  which 
have  undergone  other  types  of  modified  lobotomies, 
obtained  through  the  courtesy  of  our  psysichiatric 
and  neurological  confreres. 


Summary  of  address  at  Yale  University  School  of  Medicine,  J antiary  ii, 
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ANO  RECTAL  PROCEDURES 


A Chinese:  patient  once  told  me  tliat  there  is  an 
old  Chinese  saying  that  nine  out  of  ten  people 
have  hemorrhoids.  I replied  by  telling  him  that  I felt 
that  this  was  an  understatement;  that  in  my  opinion 
ninety-nine  out  of  one  hundred  adults  have  hemor- 
rhoids at  some  time  in  their  lives!  It  may  not  be 
possible  to  prove  this  statement  and  I do  not  find  any 
statistics  available,  nonetheless  it  is  probable  that  the 
estimate  is  not  far  from  correct.  There  may  not  be 
any  symptoms,  or  the  individual  may  have  symptoms 
at  some  time  or  other,  so  slight  that  he  may  not  seek 
medical  attention,  or  he  may  apply  some  patent 
medicine  or  placebo.  However,  the  chances  are  that 
an  enormous  percentage  of  people,  if  examined, 
would  show  at  least  slight  or  moderate  hemorrhoids. 

It  is  not  necessary  in  this  paper  to  relate  the  tech- 
nique of  hemorrhoidectomy.  This  has  been  de- 
scribed many  times  in  various  works  on  proctology, 
and  there  are  many  operations  of  choice.  In  some 
works,  such  as  Nesselrod’s  book,^  only  one  opera- 
tion is  described  and  this  in  oreat  detail.  Other 

D 

books,  such  as  Bacon’s  earlier  editions”’^  and  his 
latest  two  volume  opus,^  describe  many  operations 
and  leave  the  choice  to  the  surgeon.  They  even 
describe  the  clamp  and  cautery  operation,  of  which 
more  will  he  said  later.  The  purpose  of  this  paper  is 
not  to  duplicate  these  descriptions  but  to  tell  of 
some  of  the  maneuvers  used  by  the  proctologist  or 
surgeon  who  has  been  trained  by  proctologic  sur- 
geons. These  methods  help  to  eliminate  complica- 
tions, minimize  postoperative  pain  and  discomfort 
and  hasten  convalescence.  The  procedures  to  be 
described  are  those  which  evoke  questions  from 
physicians  looking  over  one’s  shoulder  such  as  “Why 
don’t  you  stretch  the  sphincter?’’  or  “Why  use 
adhesive  tape  instead  of  a T-bandage?’’  etc. 

POSITION  OF  THE  PATIENT 

There  are  three  positions  of  choice  in  doing  a 
hemorrhoidectomy  and  their  use  is  dependent  on 
three  factors,  the  custom  of  the  proctologist,  the 
condition  of  the  patient,  and  the  type  of  anesthesia. 
The  oldest  position  is  the  left  lateral  or  Sim’s  posi- 


SiMON  B.  Kleiner,  m.d.,  Nev:  Haven 


The  Author.  Fellow  American  Proctologic  Society; 
Associate  Clinical  Professor  of  Proctology,  Yale 
University  School  of  Medicine 


SUMMARY 

A description  is  offered  of  some  of  the  methods  com- 
monly used  by  the  proctologist.  These  procedures  are 
helpful  in  relieving  postoperative  discomfort  to  a large 
extent  and  in  diminishing  some  of  the  commoner  com- 
plications following  ano-rectal  operations. 

The  rationale  for  the  use  of  most  of  these  methods 
is  described. 


tion.  This  position  is  rather  difficult  to  use  unless  one 
is  well  accustomed  to  it.  The  lithotomy  position  is 
still  chosen  a good  deal.  In  this  position  it  is  advisable 
to  have  the  patient  placed  well  down  on  the  table  and 
the  stirrups  extended  horizontally  as  much  as  pos- 
sible without  over  abducting  the  thighs.  The  great 
difficulty  in  using  this  position  is  the  habitual  error 
on  the  part  of  operating  room  attendants  of  placing 
the  stirrups  parallel  to  the  length  of  the  table. 

Recently  the  prone  or  jack  knife  position  has  been 
introduced  and  is  now  very  commonly  used.  Of 
course  some  patients,  because  of  their  physical  con- 
dition, cannot  assume  this  position.  On  the  other 
hand,  because  of  arthritis  of  the  hip  or  spine,  or  a 
disc  operation,  the  lithotomy  position  at  times  can- 
not be  used. 

The  variety  of  anaesthesia  also  governs  the  choice 
of  position.  The  anaesthesiologists  do  not  like  to  give 
general  anaesthesia  when  the  patient  is  prone,  so  the 
lithotomy  position  is  chosen.  There  may  be  objection 
to  the  prone  position  for  some  kinds  of  spinal  anaes- 
thesia, although  if  time  is  allowed  for  the  anaesthesia 
to  “set”  this  objection  is  obviated.  For  teaching  pur- 
poses the  jack  knife  position  is  best,  as  the  assistant 
can  get  as  good  a view  of  the  operation  as  the  sur- 
geon. In  the  case  of  the  conscious  female  patient  the 
jack  knife  position  offers  the  advantage  of  less  ex- 
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posure  of  the  genitalia  and  eliminates  the  discomfort 
of  having  the  legs  elevated  in  stirrups.  Consequently 
there  are  many  factors  entering  into  the  choice  of 
the  position  used  in  doing  a hemorrhoidectomy. 

ANESTHESIA 

In  this  day  of  specialization,  choice  of  anaesthesia 
rests  with  the  anaesthesiologist.  Adost  men  prefer  a 
low  spinal  as  it  gives  perfect  relaxation.  At  present 
there  seems  to  be  a trend  toward  the  use  of  low 
spinal  and  light  intravenous  anaesthesia  simultane- 
ously. While  I do  not  want  to  enter  into  a contro- 
versy with  the  anaesthesiologist,  it  seems  to  me  that 
supplementing  spinal  with  a general  anaesthesia  is 
unnecessary  and  defeats  the  purpose  of  the  spinal; 
in  other  words  why  subject  the  patient  to  the  dis- 
comfort (slight  though  it  may  be)  of  a spinal,  and 
the  risks  accompanying  a general  anaesthesia.  Rather, 
I prefer  intravenous  pentathol  sodium  alone.  It  is 
well  known  that  the  latter  drug  does  not  give 
adequate  skin  anaesthesia,  but  the  use  of  an  oil 
soluble  anaesthesia  at  the  beginning  of  the  operation 
gives  sufficient  skin  anaesthesia  for  operating.  It  is 
customary  for  me  to  use  5 to  8 cc.  of  oil  soluble 
anaesthetic,  injected  deeply  and  with  care  to  avoid 
pooling.  It  is  my  opinion  that  the  danger  of  abscess 
formation  with  the  use  of  oil  soluble  anaesthetics  is 
greatly  exaggerated  and  that  if  the  solution  is  prop- 
erly injected,  complication  is  minimal.  Injection  of 
the  solution  at  the  beginning  of  the  operation  gives 
the  surgeon  additional  anaesthesia  for  the  operation 
and  the  landmarks  are  not  obscured.  While  the  anaes- 
thesiologists  will  not  agree  on  the  following  point, 
the  author  does  not  like  cyclopropane  anaesthesia  as 
it  seems  as  though  there  is  much  more  capillary 
bleeding  with  this  type  of  gas. 

DILATING  THE  ANAL  SPHINCTER 

It  is  the  belief  of  the  author  that  dilating  the 
sphincter  is  not  required  in  the  majority  of  hemor- 
rhoidectomies. With  proper  anaesthesia  the  anal 
margins  may  be  retracted  by  traction  with  four  Allis 
clamps.  However,  for  good  exposure,  it  is  essential 
that  each  assistant  hold  a clamp  in  each  hand  until 
the  landmarks  are  established  and  the  hemorrhoids 
exposed.  With  careless  assistants  who  are  wont  to 
hold  two  clamps  in  each  hand  a good  text  book 
exposure  is  next  to  impossible;  therefore  it  is  ad- 
visable to  have  both  an  assistant  and  a scrub  nurse 
at  the  operation. 

There  are  several  reasons  for  not  dilating  the 
sphincter,  aside  from  the  fact  that  the  proctologist 


does  not  usually  find  it  necessary  to  do  so.  In  the  first 
place  stretching  the  sphincter  is  of  course  a stimulus 
to  the  patient  and  naturally  necesitates  the  adminis- 
tration of  additional  anaesthetic.  This  is  not  import- 
ant wiren  a spinal  anaesthetic  is  given,  but  with  an 
intravenous  or  inhalation  type  of  anaesthesia,  sphinc- 
ter dilatation  becomes  an  important  factor. 

There  are  several  other  arguments  against  dilating 
the  sphincter.  One  is  the  possible  danger  of  over 
stretching  the  muscle  with  ensuing  paralysis  of  the 
sphincter.  This  may  result  in  temporary  or  perma- 
nent anal  incontinence.  Moreover,  dilating  the 
sphincters  too  rapidly  or  with  too  much  enthusiasm 
may  cause  tearing  of  the  muscle,  again  with  subse- 
quent incontinence. 

A general  surgeon  of  the  so-called  “old  school” 
who  once  came  to  our  medical  school  as  a visiting 
professor  of  surgery  told  me  that  he  never  had  any 
difficulty  after  dilatation.  After  watching  him  do  a 
hemorroidectomy  I realized  that  what  he  had  said 
was  true.  I have  never  seen  such  care  used  in  dilating 
an  anal  sphincter  and  I am  sure  that  if  all  surgeons 
would  take  the  time  (which  seemed  at  least  like 
fifteen  minutes  to  me)  in  carrying  out  this  maneuver, 
one  would  have  no  fear  of  tearing  the  fibers  of  the 
sphincter  muscles. 

Another  complication  due  to  rough  treatment  of 
this  muscle  is  the  formation  of  a hematoma  of  the 
perianal  region  which  may  result  in  abscess  forma- 
tion. There  is  also  the  academic  consideration  of  the 
fact  that  trauma  to  the  hemorrhoidal  plexus  may 
liberate  a minute  quantity  of  intima  and  there  is  a 
chance  that  this  is  responsible  for  the  most  common 
complication  following  hemorrhoidectomy,  phle- 
bitis. 

The  latter  factor  leads  to  the  question  of  the 
application  of  clamps  to  hemorrhoids  at  operation. 
The  author  is  of  the  opinion  that  application  of 
clamps  to  hemorrhoids  also  may  cause  trauma  to 
the  intima  of  the  veins  to  which  they  are  applied  and 
this  too  may  be  an  etiological  factor  in  the  occur- 
rence of  phlebitis.  While  in  occasional  cases  it  is 
convenient  to  apply  a clamp,  especially  in  the  case 
of  an  exceptionally  large  hemorrhoid  which  requires 
suturing,  all  that  is  necessary  usually  is  to  place  a 
suture  on  the  base  of  the  hemorrhoid.  After  dis- 
sectino-  the  hemorrhoid  this  suture  is  tied  around  the 

O 

stump  before  excising  the  pile. 

THE  CLAMP  AND  CAUTERY  OPERATION 

While  this  operation  was  formerly  very  popular, 
it  has  gradually  fallen  into  disrepute  in  the  last  thirt\' 
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years.  The  causes  for  using  a cautery  were  formerly 
quite  valid.  Before  the  days  of  aseptic  surgery  and 
of  modern  hemostasis,  the  hot  iron  was  used  because 
it  was  both  a hemostatic  and  an  antiseptic  method  of 
excising  hemorrhoids.  Of  course  it  is  now  unneces- 
sary to  use  this  method  to  insure  an  aseptic  opera- 
tion, nor  is  it  necessary  to  seal  off  the  blood  vessels 
with  a red  hot  cautery.  One  of  the  objections  to 
this  operation  is  the  use  of  clamps  on  the  veins  which 
has  been  discussed.  Besides  this  there  is  quite  a bit 
more  pain  when  the  pile  is  burned  off  (a  burn  is 
always  more  painful  than  a cut).  In  addition  the  skin 
and  mucosa  for  several  millimeters  from  the  incision 
are  burned  even  with  the  best  and  most  carefully 
applied  insulation.  This  area  becomes  necrotic  and 
very  frequently  causes  added  scar  with  resulting 
stricture  formation. 

THE  RECTAL  PLUG 

The  author  has  never  seen  the  necessity  of  using 
the  so-called  rectal  plug  or  “whistle”-in  fact  since 
1947  he  has  not  inserted  a drain  of  any  kind  into 
the  anal  canal  after  hemorrhoidectomy.  The  only 
time  w hen  anything  is  left  in  the  anus  postopera- 
tively  is  in  the  case  of  excessive  capillary  bleeding. 
Then  a small  piece  of  gelfoam  is  inserted.  This  is 
soft  and  is  of  small  bulk  giving  a minimum  of  dis- 
comfort. The  main  reason  for  not  using  a drain  or 
a plug  (aside  from  not  needing  one)  is  the  fact  that 
a packing  is  the  biggest  factor  in  the  cause  of  post- 
operative pain  after  hemorrhoidectomy.  Ordinarily 
inserting  the  finger  or  even  a small  instrument  into 
the  normal  anus  is  unpleasant,  if  not  painful.  Natur- 
ally after  an  operation  the  insertion  of  the  usual  sized 
pack  is  downright  criminal;  and  the  removal  of  this 
pack  is  as  painful  as  another  operation.  The  follow^- 
ing  comments  regarding  the  use  of  rectal  plugs  are 
both  pertinent  and  interesting.  At  the  meeting  of 
the  American  Proctologic  Society  in  1949  a proctol- 
ogist described  the  use  of  sodium  pentothal  in 
removal  of  rectal  packing.  In  discussing  this  paper 
Dr.  L.  J.  Hirschman  said,'^  “We  certainly  never 
would  give  pentothal  to  remove  a rectal  pack.  I 
thought  that  rectal  packs  went  out  about  the  same 
time  that  slavery  was  abolished.  My  good  friend 
Sam  Gant  once  said,  ‘You  know.  I’m  a surgeon;  I am 
not  a taxidermist.  I don’t  stuff  the  bird  like  a taxi- 
dermist does’.” 

Immediately  following  this  discussion  Dr.  Af.  S. 
Pruitt  of  Atlanta,  Georgia,  said,’^  “I  also  would  like 
to  add  my  condemnation  of  the  use  of  the  rectal 


wTistle.  Rectal  packs  have  caused  more  pain, 
urinary  retention,  abdominal  distention  and  general 
discomfort  to  the  patient  than  any  other  one  thing 
in  ano-rectal  surgery.” 

Instead  of  inserting  a rectal  pack  after  operating- 
some  surgeons  are  accustomed  to  place  a piece  of 
rubber  tubing  wound  with  plain  iodoform  gauze  in 
the  anal  canal.  This  is  supposed  to  act  as  a hemo- 
static and  to  allow  expulsion  of  gas  and  blood  if  there 
should  be  excessive  bleeding.  This  instrument  of 
torture  has  also  been  discarded  by  the  proctologist. 
I have  a letter  from  the  late  Dr.  Jerome  Lynch,  who 
was  partly  responsible  for  introducing  the  so-called 
“whistle,”  which  seems  interesting  enough  to  quote. 
Dr.  Lynch  wrote  me  in  1949,®  “I  certainly  was 
surprised  to  know^  that  you  were  interested  in  one 
of  my  early  mistakes,  namely  the  ‘whistle.’  The 
original  idea  was  created  by  Dr.  Pennington  of 
Chicago  and  my  idea  was  a development  of  the 
Pennington  contraption.  It  w^as  originally  described 
in  one  of  the  New  York  medical  papers,  but  I do 
not  remember  which  one.  A little  experience  with 
the  ‘whistle’  was  enough  to  convince  me  that  I was 
on  the  wrong  track  and  in  some  papers  I wTote  sub- 
sequently I apologized  for  the  regrettable  error. 

“I  have  no  objection  to  your  mentioning  this  as 
one  of  my  early  ideas.” 

POSTOPERATIVE  DRESSINGS 

A very  pleasant  and  inexpensive  dressing  for  use 
after  a hemorrhoidectomy  is  a large  piece  of  sterile 
absorbent  cotton  which  may  be  covered  by  a large 
gauze  pad.  The  cotton  dressings  are  used  at  St. 
Marks  Hospital  for  Rectal  Diseases  in  London  and 
pack  nicely  into  the  anal  cleft.  Strange  as  it  may 
seem,  the  cotton  (or  “cotton  wmol”  as  the  English  call 
it)  rarely  adheres  to  the  cut  surfaces.  It  is,  however, 
difficult  to  get  a large  piece  of  sterile  absorbent 
cotton  in  many  operating  rooms.  One  either  has  to 
be  satisfied  with  little  cotton  balls,  or  gauze  sponges 
and  pads. 

Instead  of  a T-binder,  adhesive  strips  across  the 
buttocks  are  preferable.  As  usual  there  are  reasons 
for  the  use  of  adhesive  as  against  the  T-binder.  With 
the  use  of  the  binder,  the  dressing  often  becomes 
displaced  or  falls  off  after  the  patient  returns  to  his 
bed.  Adoreover  the  dressing,  if  applied  snugly,  cuts 
into  the  wound  and  produces  pain.  On  the  other 
hand,  adhesive  plaster  holds  the  dressing  in  place, 
acts  as  a splint  to  the  buttocks  and  consequently 
allows  the  patient  to  move  as  much  as  he  pleases. 
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POSTOPERATIVE  TREATMENT 

It  is  niv''  custom,  if  the  patient  has  received  an 
intravenous  infusion  during  operation,  to  allow  the 
needle  to  remain  in  situ,  either  in  the  recovery  room 
or  in  his  room  to  finish  up  the  infusion  which  has 
been  started.  This  may  be  prompted  by  a desire  on 
mv  part  not  to  wTiste  the  hospital’s  infusion  fluid  but 
it  certainly  replaces  fluid  lost  through  bleeding  and 
through  the  excessive  perspiration  we  find  in  post- 
operative cases.  Because  of  the  replacement  of  fluids 
by  this  method,  suppression  of  the  urine  is  mini- 
mized and  the  necessity  for  the  use  of  the  catheter 
is  also  partially  eliminated.  In  addition  to  this,  furme- 
thide  iodide,  3 mgm.  subcutaneously,  is  ordered  if 
the  patient  is  unable  to  void;  in  fact  this  may  be 
repeated  in  30  to  60  minutes,  if  necessary.  Imme- 
diately on  returning  to  the  room  or  recovery  room, 
dramamine,  50  mgm.  is  ordered  by  hypodermic  to 
help  obviate  postoperative  nausea.  A regular  diet  is 
given  immediately  after  operation.  This  is  offered 
to  the  patient;  who  may  refuse  lunch,  but  he  should 
be  urged  to  eat  at  least  a part  of  his  dinner.  I have 
done  this  routinely  for  over  tu^enty  years.  Again, 
as  in  most  of  the  deviations  of  proctologists  from  the 
old  accepted  customs  in  surgery,  there  are  several 
reasons  for  the  use  of  a regular  diet  as  soon  as  the 
I patient  returns  from  surgery.  In  the  first  place  it 
does  absolutely  no  harm.  Patients  will  ask  “What 
about  my  bowels  moving?”  That  also  will  do  no 
harm.  I have  had  patients  occasionally  move  their 
bowels  during  the  night  after  surgery.  While  this  is 
not  recommended,  it  has  not  caused  any  injury  and 
there  was  no  undue  discomfort. 

We  try  to  have  the  bowels  move,  anyhow,  forty- 
eight  hours  after  operation  but  we  may  experience 
difiiculty  in  accomplishing  this  in  many  cases.  Con- 
sequently, low  residue  diets  are  taboo.  As  the  second 
reason  for  feeding  our  patients,  may  I remind  the 
readers  that  a liquid  or  low  residue  diet  (especially 
with  considerable  milk)  in  some  cases  leaves  a nasty 
taste  in  the  mouth;  and  that  frequently  this  type  of 
diet  causes  so-called  gas  pains. 

Another  result  of  low  caloric  diet  may  be  in- 
creased nausea  due  to  acidosis  from  low  carbohy- 
drate intake.  Dry  crackers  or  toast  may  help  to 
eliminate  the  nausea  in  these  cases.  Instead  of  making 
the  first  bowel  movement  more  comfortable,  a low 
residue  diet  results  more  often  than  not  in  a dry 
hard  stool.  What  we  are  aiming  for  is  a soft,  loose 


or  semiformed  stool  which  is  much  less  painful  to 
the  patient  when  he  first  moves  his  bowels  after 
operation.  Trying  to  get  the  patient  to  drink  plenty 
of  water  after  operation  also  results  in  softening 
the  stool. 

ENEMAS 

Frequently  it  is  necessary  to  give  an  enema  in 
order  to  start  the  bowels  moving  postoperatively. 
Some  proctologists  order  a small  oil  enema,  either  to 
be  expelled  immediately  or  to  be  retained.  It  is 
probable  that  in  the  former  instance  a quantity  of 
oil  is  retained  and  acts  as  a retention  enema  which 
helps  to  soften  the  stool.  It  is  not  necessary  to  use 
olive  oil  in  this  enema— the  use  of  olive  oil  only 
increases  mounting  hospital  expenses! 

On  the  other  hand,  soap  suds  enemas  are  rarely 
if  ever  used  by  proctologists.  We  prefer  to  treat  the 
mucosa  of  the  bowel  as  an  ophthalmologist  treats 
the  conjunctiva  and  it  is  very  improbable  that  he 
would  wash  out  the  eye  with  soap!  The  old  soap 
suds  enema  causes  cramping.  If  used  before  sigmoid- 
oscopic  examination,  the  mucosa  will  often  be  in- 
jected and  inflamed  and  will  give  a false  picture  of 
the  lower  intestinal  mucous  membrane.  It  is  my 
custom  to  give  the  patient  an  enema  of  warm 
normal  saline  solution  postoperatively.  An  enema  of 
plain  tap  water  or  soda  bicarbonate,  one  dram  to  a 
pint  of  water  may  be  used.  The  temperature  of  the 
water  should  not  be  over  105  degrees  as  otherwise 
severe  burning  of  the  mucous  membrane  may  occur. 
Enemas  should  never  be  given  through  either  hard 
rubber  or  glass  tips,  but  through  a sterile  soft  rub- 
ber catheter  (14  to  16  French)  which  should  be  well 
lubricated.  It  seems  absurd  to  perform  an  operation 
under  aseptic  conditions  and  then  to  follow  it  up 
two  days  later  by  introducing  contaminated  or  at 
least  unsterile  enema  tubes.  Likewise  doing  a digital 
examination  with  the  so-called  rectal  glove  instead 
of  a sterile  one  is  not  consistent. 

It  is  probable  that  many  fissures  v^hich  we  see 
after  non  rectal  operations  are  caused  by  the  careless 
use  of  hard  enema  tips  by  unskilled  nurses  or  order- 
lies, and  many  patients  w ith  fissures  give  a history 
dating  from  such  time. 

There  are  probably  many  other  points  which 
might  be  included  in  a paper  of  this  type,  but  it  is 
felt  that  most  of  the  important  aspects  have  been 
included.  Proctologic  surgery  has  a definite  place  in 
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the  practice  of  medicine.  There  are  many  details  in 
making  the  patient  comfortable;  these  cannot  be 
found  in  textbooks  or  courses  in  general  surgery, 
nor  are  they  taught  to  the  interns  or  residents  in 
hospitals  having  no  proctologic  service  or  rectal 
clinic.  In  consequence  these  young  physicians  come 
to  our  midst  not  knowing  modern  proctologic  pro- 
cedures, and  are  unable  to  learn  them  in  hospitals 
lacking  a proctologic  department.  It  is  with  this  in 
mind  that  the  methods  described  above  have  been 
discussed. 


IS  OSTEOPATHY  STILL  A CULT? 


The  question  expressed  in  the  title  of  this  paper, 
“Is  Osteopathy  Still  a Cult,”  merits  considera- 
tion and  open  discussion  at  this  time  because  it  was 
introduced  into  the  deliberations  of  the  House  of 
Delegates  of  the  American  Medical  Association  in 
June,  1953.  Moreover,  the  House  was  requested  to 
declare  that  osteopathy  is  no  longer  a cult,  and  this 
House,  representing  the  medical  profession  of  the 
United  States,  has  committed  itself  to  decide  this 
question  at  its  June  sessions  in  1954.  As  Doctors  of 
Medicine,  as  well  as  members  of  licensing  boards,  the 
constituents  of  the  Federation  must  have  a keen 
interest  in  any  such  decision. 

The  question  posed  in  the  title  can  be  assumed  to 
imply  the  general  opinion  held  in  the  past  by  doc- 
tors of  medicine,  namely,  that  osteopathy  has  been 
a cult,  and  that  if  this  status  has  changed  materially, 
this  change  has  not  been  generally  recognized.  It  is, 
therefore,  the  intention  of  the  writer  to  examine 
opinions  derived  from  various  sources  in  an  effort  to 
clarify  the  present  status  of  this  healing  art.  In  order 
to  do  this  it  first  becomes  necessary  to  look  into  the 
document  that  raised  this  question,  namely.  Dr.  John 
Cline’s  report  to  the  House  of  Delegates  of  the 
American  Medical  Association.  In  examining  this 
report  only  factual  data  will  be  considered.  We  will 
proceed,  therefore  to  this  examination. 

Read  at  the  AMA  Congress  on  Medical  Education,  Chicago, 
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SUMMARY 

On  the  strength  of  the  Cline  report  to  the  House  of 
Delegates  of  the  AMA,  that  body  has  been  asked  to 
declare  that  osteopathy  is  no  longer  a cult.  By  analysis 
of  the  Cline  report  itself,  supported  by  quotations  from 
recent  writings  by  prominent  osteopaths,  and  from  the 
catalogues  of  their  schools,  the  author  believes  he  has 
proved  that  osteopathy  remains  a cultist  type  of  healing 
art. 


The  first  published  data  bearing  on  the  report 
mentioned  above  may  be  found  in  the  address  of 
President  John  W.  Cline  of  the  American  Medical  i 
Association,  delivered  to  the  House  of  Delegates  of  | 
that  body  in  June,  1952.  In  this  address  Dr.  Cline  i 
broached  the  subject  of  assistance  by  doctors  of 
medicine  “in  further  improving  the  education  of 
students  in  osteopathic  schools.”  (J.  A.  M.  A. 
149:853,  June  28,  1952.)  In  support  of  this  idea  he 
presented  the  following  points: 

I.  Recent  discussions  had  taken  place  between  a 
committee  from  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  and  a similar  group  from 
the  American  Osteopathic  Association. 

February, 
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2.  The  group  representing  the  A.  O.  A.  had  ex- 
pressed a desire  for  our  assistance  in  further  improv- 
imi’  the  education  of  students  in  schools  of  oste- 
opathy. 

3.  We  can  not  recognize  the  basic  concept  of 
osteopathy  as  a valid  method  for  the  treatment  of 
disease. 

4.  Doctors  of  osteopathy  appreciate  this  fact  and 
are  progressively  reducing  the  emphasis  on  the 
teaching  of  osteopathy  in  favor  of  instruction  in 
medicine  and  surgery. 

5.  Removal  of  the  stigma  of  cultism  would  hasten 
this  process. 

President  Cline  made  recommendations  based  on 
the  points  just  enumerated.  Accordingly  a Com- 
mittee for  the  Study  of  the  Relations  Between 
Osteopathy  and  Medicine  was  appointed  with  Dr. 
John  Cline  as  its  chairman.  Having  reported,  in  due 
time,  to  the  Board  of  Trustees,  Dr.  Cline  was  asked 
to  read  the  report  of  this  committee  to  the  House 
of  Delegates.  Careful  scrutiny  of  this  lengthy  re- 
port as  published  (J.  A.  M.  A.  152:734,  June  20, 
1953)  indicates  that  a fairly  extensive  investigation 
of  osteopathy  in  all  its  facets  was  carried  out  by  the 
committee.  The  following  salient  points  are  gleaned 
from  this  published  report: 

1.  In  1874,  when  established  by  Dr.  Andrew  T. 
Still,  osteopathy  “could  be  classified  only  as  cultist 
healing.” 

2.  “The  earlier  schools”  followed  the  dictums  of 
Dr.  Still. 

3.  Since  that  time  “a  great  evolutionary  change  has 
taken  place  in  osteopathy.”  There  being  “apparent- 
ly” no  historical  account  of  this  change,  it  is  diffi- 
cult to  trace  and  to  document  as  to  time. 

4.  “Most”  of  the  six  existing  schools  of  osteopathy 
apparently  followed  Dr.  Still’s  dictums  at  their 
beginning,  but  “at  some  time  all  departed  from  this 
dogma.” 

5.  “As  the  evolution  of  osteopathy  has  taken  place, 

the  concept  of  osteopathy  has  changed.”  The  com- 
mittee found  that  definitions  by  various  osteopaths 
were  at  variance  with  each  other,  but  “Predominant 
opinion  (amongst  those  osteopaths  who  were  inter- 
viewed) seems  to  stress  that  osteopathy  encompasses 
the  full  field  of  medicine  . . .” 

6.  “Medicine,  as  we  understand  the  term,  in  its 
various  branches  probably  occupies  more  than  90 
per  cent  of  the  instructional  hours  (in  the  six  oste- 
opathic schools)”  and  “the  total  number  of  clock 


hours  of  instruction  in  osteopathic  schools  is  on  the 
average  about  25  per  cent  greater  than  ...  in 
medical  schools.” 

7.  Of  the  487  faculty  members  listed  in  the  six 
osteopathic  schools,  273  have  only  the  degree  of 
D.o.  Fifteen  have  the  degree  of  m.d.  The  remainder 
have  various  other  academic  degrees.  The  fifteen 
doctors  of  medicine  teach  in  five  of  the  schools. 
Most  of  them  teach  the  basic  sciences  and  “some 
of  the  M.D.  degrees  were  granted  by  currently 
approved  schools  of  medicine.” 

8.  There  were  1,921  students  in  the  six  schools  of 
osteopathy  in  1952. 

9.  “The  Committee  had  no  entirely  satisfactory 
method  of  evaluating  the  quality  of  instruction  in 
clinical  subjects”  given  to  1,921  students  by  fifteen 
doctors  of  medicine,  only  part  of  whom  received 
their  degrees  from  currently  recognized  schools  of 
medicine  and  most  of  whom  were  teaching  the  basic 
sciences. 

10.  The  committee  was  not  in  a position  to  evalu- 
ate postgraduate  training  of  osteopaths,  but  noted 
that  in  only  two  states  do  osteopaths  have  access  to 
postgraduate  course  given  by  state  and  county  medi- 
cal associations,  and  “The  opportunities  for  doctors 
of  osteopathy  to  obtain  postgraduate  training  are 
meager.” 

11.  The  great  majority  of  licensed,  practicing 
osteopaths  are  to  be  found  in  1 8 states  and  more  than 
half  of  them  are  in  4 states,  namely,  California, 
Adissouri,  Pennsylvania,  and  Michigan,  and  almost 
20  per  cent  being  in  California. 

12.  The  committee  estimated  that  6 per  cent  of 
the  total  care  of  patients  in  the  United  States  is  ren- 
dered by  osteopaths,  yet  in  another  paragraph  it  is 
stated  that  “Public  acceptance  of  osteopathy  is 
extensive.” 

13.  “Instruction  in  all  fields  of  medicine  and  sur- 
gery has  been  given  in  some  osteopathic  schools  for 
40  years  and  formally  in  all  osteopathic  schools  since 
1940.” 

As  a result  of  the  study  made  by  this  committee, 
and  based  largely  on  the  data  presented  above,  the 
Committee  made  several  recommendations  to  the 
House  of  Delegates,  one  of  which  recommendations 
is  as  follows: 

“(i)  The  House  of  Delegates  declare  so  little  of 
the  original  concept  of  osteopathy  remains  that  it 
does  not  classify  medicine  as  taught  in  schools  of 
osteopathy  as  the  teaching  of  ‘cultist’  healing.” 
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All  interested  parties  unless  it  be  the  osteopaths 
themselves— doctors  of  medicine,  the  courts,  the 
legislatures,  and  the  lexicographers  agree  with  the 
Committee  that  osteopathy  was  cultist  healing  at  its 
inception.  Has  there  been,  then,  as  the  Committee 
for  the  Study  of  Relations  Between  Osteopathy  and 
Medicine  avers  but  admittedly  can  not  document, 
a “great  evolutionary  change”  in  osteopathy  which 
would  compel  us  to  remove  it  from  the  category  of 
cultism? 

One  must  admit  that  individual  osteopaths  like  to 
practice  both  osteopathy  and  medicine.  It  gives  them 
greater  prestige  and  more  remuneration  than  oste- 
opathy alone.  They  like  to  have  everyone  believe 
they  were  taught  both  osteopathy,  and  medicine  and 
surgery,  because  acceptance  by  the  public  makes  it 
easier  to  support  the  dual  personality  of  practice. 
Such  belief,  if  established,  makes  it  easier  to  gain 
privileges  through  legislation,  and  if  the  osteopath 
be  denied  these  sought  after  privileges,  by  the 
legislature  or  by  the  court,  it  may  make  them 
martyrs  in  the  eyes  of  the  public.  This  is  always  a 
remunerative  position  in  which  to  find  one’s  self. 
Some  of  these  considerations  may  explain  why  the 
osteopathic  association  has  seemed  less  enthusiastic 
about  the  AMA  declaring  them  noncultists  than 
has  the  AMA  itself.  Such  an  attitude,  however,  is 
beside  the  point  in  trying  to  determine  the  truth  in 
this  matter. 

One  can  find  and  could  quote  a great  number  of 
statements  by  osteopaths  that  not  only  admit  but 
boast  of  their  cultism  during  the  first  twenty-five  or 
thirty  years  of  this  century.  Not  knowing  just  when 
the  “great  evolutionary  change”  occurred,  we  are 
more  interested  in  the  last  quarter  of  a century.  We 
will,  therefore,  consider  statements  made  during  this 
time  by  a few  of  the  prominent  and  influential 
osteopaths.  Finally  we  will  turn  to  the  latest  cata- 
logues from  the  six  osteopathic  schools  to  learn  from 
them  the  attitude  of  the  teachers  of  osteopathy. 

In  1935  George  iM.  Laughlin,  o.o.,  then  president 
of  the  Kirksville  school,  made  the  following  state^ 
ment  (Journal  of  Osteopathy , February  1935): 

“Then  again  it  is  the  wrong  idea  for  any  osteo- 
path to  think  he  is  entitled  to,  or  to  wish  for,  un- 
limited privileges  . . . why  should  an  osteo- 

path want  to  practice  medicine  anyway  even  though 
he  were  trained  in  it?  Our  theory  of  the  cause  of 
disease  is  entirely  inconsistent  with  the  theory  of 
disease  from  the  drug  practitioner’s  standpoint  and 


our  theory  of  treatment  of  disease  is  an  entirely 
different  philosophy.” 

A statement  by  the  president  of  the  American 
Osteopathic  Association  made  in  the  course  of  his 
annual  address  at  the  1946  meeting  of  the  Associa- 
tion conveyed  the  following  illuminating  words 
(iVI.  C.  Smith,  Nebraska  State  Med.  Jour.,  March 

1954): 

“There  is  a growing  and  marked  tendency,  and 
rightly  so,  to  speak  of  the  science  of  osteopathic 
medicine  as  distinguished  from  allopathic  medi- 
cine. . . . But  woe  unto  us  if  we  scorn  the 

ladder  by  which  we  have  arisen,  for  then  we  will 
have  thrown  away  our  birthright  and  cast  to  the 
winds  that  great  principle  which  is  our  heritage 
. . . the  mechanical  basis  of  health.” 

In  September,  1952  there  appeared  an  editorial  in 
the  Journal  of  the  American  Osteopathic  Associa- 
tion (Vol.  52,  page  9)  commenting  on  the  conver- 
sations betw  een  groups  from  the  American  Medical 
Association  and  the  American  Osteopathic  Associa- 
tion relating  to  the  status  of  education  in  schools 
of  osteopathy.  This  editorial  states  that  these  con- 
versations were  initiated  by  the  American  Aledical 
Association  and,  in  commenting  further  about  the 
“conversations,”  a number  of  enlightening  state- 
ments are  made.  It  is  suggested  that  the  A.  O.  A. 
washes  to  cooperate  with  “any  other  professional 
group”  in  an  effort  to  promote  the  health  of  the 
people,  but  the  following  statement  quoted  from  this 
editorial  compels  one  to  believe  that  the  American 
Osteopathic  Association  is  prepared  to  resist  any 
change  in  its  philosophy  of  the  cause  and  treatment 
of  disease:  “.  . . The  American  Osteopathic 

Association  reaffirms,  in  the  strongest  terms  possible, 
its  policy  of  maintaining  a separate,  complete  and 
distinctive  school  of  medicine.  This  reaffirmation  is 
founded  in  the  belief  that  only  as  a separate  and 
distinct  school  of  the  healing  arts  can  the  osteo- 
pathic profession  fulfill  its  duty  to  the  public.”  This, 
coming  from  a leader  in  the  osteopathic  profession, 
printed  in  the  national  journal  of  the  association, 
does  not  give  the  impression  of  a “great  evolution- 
ary change”  of  heart. 

These  few  selected  quotations  from  osteopaths 
high  in  their  professional  organization  and  their 
journalism  do  not  seem  to  indicate  a general  trend 
away  from  the  original  philosophy  of  mechanical 
cause  and  manipulative  treatment  of  disease.  On  the 
other  hand,  there  seems  to  be  a determination  to 
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resist  such  a trend,  whether  originated  by  the  AMA, 
or  by  some  of  their  own  clan.  These  statements,  it 
is  to  be  noted,  cover  the  period  from  1935  to  1952. 

Let  us  no^\'  turn  to  the  most  recent  catalogues, 
announcements,  or  bulletins  issued  by  each  of  the  six 
schools  of  osteopathy.  In  reviewing  each  of  these 
one  finds  an  obvious  effort  to  establish  in  the  mind 
of  the  reader,  as  a fact,  the  idea  that  not  only  oste- 
opathy, but  medicine  and  surgery  with  instruments, 
has  always  been  taught  in  the  school.  This  we  know 
from  scrutinizing  their  earlier  catalogues  is  not  true, 
hut  time  will  not  permit  us  to  prove  it  here.  On  the 
other  hand,  each  current  catalogue,  with  one  excep- 
tion, makes  a frank  statement  somewhere  in  its 
discussion  that  osteopathy  remains  true  to  the  prin- 
ciples enunciated  by  its  founder,  Andrew  T.  Still.  I 
shall  quote  from  them,  as  follows: 

Announcement,  Chicago  College  of  Osteopathy, 
1 95  3- 1 954- 

Page  12.  “Emphasis  is  placed  on  the  study  of  diag- 
nosis, amplifying  the  generally  employed  methods 
by  the  interpretation  of  symptoms  in  terms  of  the 
osteopathic  concept.”  And,  on  page  25,  “It  (the 
instruction  in  the  college)  is  thorough  in  its  scien- 
tific foundations,  consistent  in  its  osteopathic  view- 
point, comprehensive  in  its  scope  and  practical  in  its 
application.” 

Announcement,  the  Philadelphia  College  of  Oste- 
opathy. 

On  page  26.  “Throughout  the  course  the  prin- 
ciples and  practice  of  osteopathic  manipulative 
technique  are  directed  to  their  specified  applications 
in  each  field.” 

Announcement,  The  Kirksville  College,  for  1952- 

1953-1954- 

On  page  ii.  “It  is  the  primary  aim  and  purpose 
of  the  College  to  preserve,  emphasize,  and  extend  in 
its  teaching  and  research  these  values,  principles,  and 
precepts  that  distinguish  the  osteopathic  philosophy 
of  the  healing  arts.” 

The  current  catalogue  of  the  Kansas  City  College 


of  Osteopathy  and  Surgery,  states,  on  page  17,  “The 
fundamental  purpose  of  the  Kansas  City  College  of 
Osteopathy  and  Surgery  is  to  prepare  its  students  for 
the  practice  of  osteopathy.” 

The  Des  Moines  Still  College  of  Osteopathy  and 
Surgery  states,  on  page  3,  “The  Des  Moines  Still 
College  of  Osteopathy  and  Surgery  is  dedicated  to 
the  advancement  of  Osteopathic  Medicine  and  Re- 
search. This  College  strives  to  teach  the  fundamental 
tenets  of  Osteopathic  Medicine  as  stated  by  Dr. 
Andrew  T.  Still.” 

The  quotations  recited  above,  from  the  current 
catalogues  of  five  schools  of  osteopathy,  do  not  sup- 
port the  idea  of  a “great  evolution  in  osteopathy.” 
One  senses  only  that  there  is  a fairly  concerted 
effort  to  leave  the  impression  that  students  in  these 
schools  get  all  that  could  be  given  in  medical  schools 
with  the  advantage  of  osteopathic  interpretation  and 
treatment. 

More  opinion  bearing  on  this  subject  and  support- 
ing the  view  that  osteopathy  has  not  undergone  any 
fundamental  change  could  be  presented  if  time  and 
space  allowed.  Enough  has  been  set  down  here  to 
support  this  contention.  As  a matter  of  fact,  careful 
study  of  the  Cline  report  by  uninformed,  totally 
disinterested  doctors  scarcely  needs  any  supporting 
evidence  to  convince  them  that  osteopathy  is  still 
a cult. 

It  is  my  belief  that  the  report  made  by  Dr.  Cline 
for  the  Committee  for  the  Study  of  the  Relations 
Between  Osteopathy  and  Medicine  fails  to  prove 
that  osteopathy  is  not  still  a cult,  and  that  the  sup- 
porting evidence  for  this  point  of  view  as  quoted 
from  prominent  osteopaths,  speaking  for  the  osteo- 
pathic organizations,  is  sufficient  to  give  the  strong- 
est support  to  the  conclusion  that  osteopathy  remains 
a cult.  The  catalogues  of  five  of  the  six  schools  of 
osteopathy  frankly  state  that  the  teaching  for  stu- 
dents adheres  to  Andrew  Still’s  tenets,  though  thev 
make  a thinly  veiled  effort  to  mislead  the  unwary 
into  believing  they  also  have  always  taught  medi- 
cine and  surgery  as  we  think  of  these  subjects. 
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EDITORIALS 


Medical  Education  for  New  England 

Any  thoughtful  person  interested  in  medical  care 
in  this  part  of  the  country  should  be  concerned  with 
the  diminishing  opportunities  for  medical  education 
available  to  the  youth  of  New  England.  The  subject 
has  been  approached  from  many  points  of  view  and 
special  commissions  have  studied  it  in  Maine,  Massa- 
chusetts and  Connecticut.  The  Massachusetts  Legis- 
lative Commission  is  continuing  its  work  and  the 
Connecticut  General  Assembly  of  1953  authorized 
a new  commission  to  make  further  investigations, 
particularly  in  regard  to  the  possibility  of  meeting 
the  need  with  a regional  school  in  which  all  of  the 
New  England  States  might  participate.  These  two 
commissions  are  not  concerned  with  medicine  alone 
but  with  dentistry  and  veterinary  medicine  also;  the 
need  in  these  two  professions  is  quite  as  pressing  as 
in  medicine.  There  are  but  two  schools  of  dentistry 
in  New  England  and  no  school  of  veterinary  medi- 
cine. 

The  regional  school  idea  has  many  features  to 
commend  it  and  also  some  obstacles  to  its  develop- 
ment. The  first  and  greatest  of  these  is  to  provide  the 
capital  and  a plant  if  an  entirely  new  school  is  to  be 
established.  An  alternative  would  be  subsidy  of 
existing  schools  by  the  states  with  an  agreement  that 
properly  qualified  students  from  those  states  would 
have  priority  for  admission  to  the  schools.  The 
Journal  is  pleased  to  publish  a careful  analysis  of 
the  whole  problem  by  James  M.  Faulkner,  dean  of 
the  Medical  School  at  Boston  University  and  Dr. 
Faulkner’s  discussion  brings  intelligent  thought  to  a 


question  that  must  ultimately  be  answered.  It  is  a 
matter  that  is  more  acute  for  Connecticut  than  any 
other  of  the  New  England  States  and  will  become 
increasingly  so  if  current  population  trends  con- 
tinue. It  is  not  generally  realized  that  Connecticut 
is  one  of  the  rapidly  growing  states  of  the  Union  and 
the  most  rapidly  growing  in  the  East.  The  popula- 
tion of  Connecticut  increased  22.9  per  cent  from 
1940  to  1952,  comparable  figures  were  Maine  4.3 
per  cent.  New  Hampshire  7.3  per  cent,  Vermont  2.8 
per  cent,  Massachusetts  9.7  per  cent  and  Rhode 
Island  9.7  per  cent.  The  average  for  the  area  was 
10.9  per  cent.  Federal  census  estimates  for  i960 
anticipate  an  increase  for  Connecticut  of  41.4  per 
cent  over  1940  or  nearly  20  per  cent  over  1952.  Our 
population  then  will  be  2,417,000—300,000  more  than 
now.  These  people  will  need  doctors  and  from 
among  them  there  will  be  more  young  men  and 
women  who  will  wish  to  study  medicine.  Will  there 
be  a place  for  them? 

Detecting  Lung  Cancer 

Within  a short  time  there  will  be  submitted  to 
each  and  every  state  and  county  medical  society  a 
proposed  lung  cancer  detection  program  under  the 
sponsorship  of  the  American  Cancer  Society  and  in 
an  effort  to  comply  with  the  policy  of  the  American 
Medical  Association  which  believes  that  such  sur- 
veys should  be  conducted  at  the  local  level  and 
under  the  direction  of  the  county  or  state  medical 
society,  the  actual  work  being  in  the  hands  of  quali- 
fied private  practitioners.  This  detection  program  is 
based  on  certain  proved  facts: 
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1.  There  is  a real  and  serious  increase  in  the  inci- 
dence of  lung  cancer. 

2.  There  is  a silent  phase  of  lung  cancer  when  the 
lesion  is  limited  to  the  lung,  before  there  are  any 
symptoms,  w hen  the  disease  can  be  discovered  by 
routine  roentgenograms  of  the  chest. 

3.  If  treated  promptly  while  still  in  the  silent 
phase,  lung  cancer  usually  can  be  cured. 

4.  If  treatment  is  delayed  for  any  reason  until 
there  are  symptoms,  probably  more  than  90  per  cent 
are  incurable. 

5.  The  only  way  at  present  that  lung  cancer  may 
be  discovered  w'hile  still  asymptomatic  and  curable 
is  by  routine  chest  roentgenograms. 

This  program  of  lung  cancer  detection  was  re- 
viewed in  detail  by  a group  of  physicians  represent- 
ing several  of  the  medical  specialties  at  a meeting  in 
New  York  City  on  January  30,  1954.  This  group  is 
known  as  the  Joint  Liaison  Committee  on  Lung 
Cancer  of  the  American  Cancer  Society  and  includes 
representatives  of  the  chest  physicians,  thoracic  sur- 
geons, radiologists,  pathologists,  the  National  Tuber- 
culosis Association,  and  the  American  Cancer 
Society. 

Los  Angeles  County  carried  out  a mass  chest  x-ray 
survey  in  1951.  In  this  were  included  1,867,201 
people.  Tumor  suspects  showed  up  at  the  rate  of 
1.9  per  1,000  examined.  The  unit  cost  of  the  survey 
was  $0,754  person,  making  an  expense  of  $396 
to  discover  each  chest  tumor  suspect.  One  year 
later  results  of  the  survey  led  to  the  conclusions 
that  the  mass  chest  x-ray  survey  for  screening  lung 
neoplasm  suspects  from  the  general  population  is  an 
effective  method  and  that  the  chest  x-ray  survey  of 
asymptomatic  people  appears  to  be  the  only  way  in 
which  asymptomatic,  curable  cases  of  lung  cancer 
can  be  discovered.  When  it  becomes  clinically  ap- 
parent it  is  usually  too  late. 

The  program  of  taking  chest  x-rays  on  every  man 
in  the  United  States  who  is  over  45  years  of  age  is  a 
staggering  one  in  its  scope,  since  there  are  approxi- 
mately 25  million  men  in  this  category.  Thoracic 
surgeons  generally  agree  that  if  a lung  cancer  detec- 
tion program  is  to  be  successful  an  x-ray  must  be 
taken  of  each  man  at  least  once  a year  and  preferably 
twice  a year. 

When  your  local  chapter  of  the  American  Cancer 
Society  approaches  you  for  your  consideration  of 
this  cancer  detection  program  you  should  be  pre- 


pared to  give  them  an  answer.  If  that  answer  is  in 
the  affirmative  you  should  also  be  prepared  to  assist 
in  rendering  advice  as  to  the  best  method  of  effect- 
ing the  program. 

Subclinical  Sprue 

Elsewhere  in  this  issue  there  appears  an  article 
from  Madras,  India  on  the  subclinical  sprue  syn- 
drome. Dr.  Sarvapalli  correctly  points  out  the  rela- 
tive rarity  of  classical  sprue  and  the  comparative 
frequency  of  vague  abdominal  complaints  consist- 
ent with  sprue  in  its  earlier  stages.  It  is  our  expe- 
rience in  Connecticut,  too,  that  there  are  significant 
numbers  of  adults  with  mild  steatorrhea  which  re- 
sponds to  folic  acid,  liver  extract,  and  a high  protein, 
low^  fat  diet.  There  are  also  many  persons  with 
vague  gastrointestinal  symptoms  totally  unrelated 
to  sprue. 

There  is,  how’ever,  considerable  reason  to  doubt 
that  what  Dr.  Sarvapalli  refers  to  as  the  subclinical 
sprue  syndrome  often  progresses  into  classical  sprue, 
even  in  India.  Dr.  Sarvapalli  states  that  in  his  expe- 
rience untreated  cases  of  the  subclinical  sprue  syn- 
drome develop  full  blown  sprue  within  a year.  If 
this  observation  were  generally  true  and  the  sub- 
clinical sprue  syndrome  were  as  common  as  he  be- 
lieves it  to  be,  then  unless  all  the  other  practitioners 
in  India  were  as  assiduous  as  he,  one  would  expect 
classical  sprue  to  be  a common  entity.  Yet  he  states 
that  the  advanced  form  of  the  disease  is  seldom 
encountered.  Dr.  Sarvapalli’s  own  evidence  suggests 
that  subclinical  sprue  is  often  not  progressive. 

The  Nature  of  Insurance 

Connecticut  has  been  known  as  an  “insurance  con- 
scious” state  for  more  than  a century.  The  origins  of 
this  state  of  mind  can  be  found  in  two  places,  the 
inherent  sense  of  thrift  and  self  reliance  that  has 
ever  been  a characteristic  of  its  people  and  the  pres- 
ence of  the  great  insurance  industry  in  the  com- 
munity. There  may  be  a little  bit  of  pious  gambler 
in  the  Connecticut  Yankee  also. 

Currently,  since  Connecticut  Medical  Service  has 
become  such  a big  and  thriving  concern,  almost 
every  physician  in  the  State  feels  he  is  somehow'  in 
the  insurance  business  and  advice  as  to  how  CiMS 
should  operate  is  easy  to  come  by.  This  is  all  prob- 
ably a good  thing  because  it  is  evidence  of  a lively 
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interest  in  a public  development  of  great  concern 
to  the  medical  profession  but  as  discussion  becomes 
more  general  there  are  signs  of  lack  of  knowledge 
of  some  basic  points.  Insurance  underwriting,  even 
in  as  relatively  new  areas  as  hospital  and  medical 
service,  has  become  a nearly  exact  science  and  is 
not  simply  a playground. 

Just  a little  while  ago  Mr.  James  iVndrews,  Jr., 
director  of  Health  Insurance  for  the  Life  Insurance 
Association  of  America,  delivered  an  address  before 
the  Tennessee  State  Medical  Association  and  many 
things  he  said  would  be  of  value  to  a similar  Con- 
necticut audience.  We  will  quote  from  it  liberally. 

“In  some  w'ays,”  iVIr.  Andrews  said,  “Health  In- 
surance is  a misnomer  because  insurance  cannot 
make  a person  more  healthy.  Nutrition,  housing, 
personal  habits,  community  surroundings  and  a cer- 
tain amount  of  good  luck  are  health  producing 
factors.” 

From  the  financial  standpoint  he  said,  “Insurance 
does  not  lower  the  total  bill  of  the  nation  for  hos- 
pital and  medical  care”  (indeed  it  might  increase  it 
because  of  increased  demand  for  services),  “it  merely 
provides  a means  whereby  the  heavier  bills,  which 
cannot  be  met  through  the  individual  family’s  re- 
sources, may  be  pooled  with  those  of  other  families, 
thus  evening  out  the  risk  between  participants.” 
Next,  Mr.  Andrews  presented  what  he  called  the 
“time-worn  principles  of  insurance”  and  although 
they  related  originally  to  non  personal  insurance, 
experience  has  shown  that  they  are  of  even  more 
importance  in  the  personal  fields. 

“First,  the  hazard  insured  against  must  be  measure- 
able.  It  must  be  clearly  defined.  If  the  insured  and 
the  company  do  not  know  exactly  what  is  being 
insured,  they  are  both  going  to  be  in  trouble.  For 
example,  medical  care  in  all  its  complexity  has  many 
more  variations  in  definition  than  a house  or  auto- 
mobile.” 

“Second,  the  loss  insured  against  should  be  sub- 
stantial. There  is  no  point  in  insuring  against  routine 
or  very  frequent  items,  each  small  in  itself.  To  insure 
these  small  costs  merely  means  that  the  insured  is 
paying  the  company  extra  money  to  cover  the  cost 
of  administering  an  item  w^hich  he  might  pay  directly 
out  of  his  personal  budget.  Why  pay  the  company 
$3  to  administer  a |6  claim?  If  all  policy  holders 
do  this,  the  total  of  $9  will  find  its  way  into  the 
premium  calculation,  which  is  the  cost  to  the  insured. 
“Third,  the  event  insured  against  should  happen 


relatively  infrequently  from  the  standpoint  of  the 
individual  insured  so  that  the  cost  can  be  distributed 
over  a large  group  of  insureds.  If  it  is  fairly  certain 
to  happen,  the  insured  person  will  merely  end  up 
trading  dollars  with  other  insured  persons.” 

“Fourth,  the  event  insured  against  should  be  rela- 
tively outside  the  control  of  the  insured  and  outside 
the  control  of  anyone  primarily  interested  in  serv- 
icing the  insured,  such  as  the  hospital  or  the  doctor.” 
This  is  of  especial  significance  in  medical  service 
plans  and  no  thoroughly  satisfactory  means  to  regu- 
late it  has  been  found  other  than  reliance  upon  the 
integrity  of  physicians  and  others  rendering  the 
service.  A method  to  control  it  has  been  the  “deduct- 
able” type  of  contract  under  which  the  insured  pays 
a paiT  of  the  cost  and  Mr.  Andrews  says,  “knowledge 
by  the  hospital  and  the  doctor  that,  for  example,  25 
cents  of  each  dollar  of  medical  care  ordered  for  the 
patient  will  be  borne  by  the  patient,  will  deter 
ordering  of  unnecessary  medical  service.”  If  these 
unnecessary  services  should  prove  substantial,  the 
total  claims  will  spread  over  the  whole  group 
through  an  ultimate  and  inevitable  increase  in 
premiums. 

These  observations  by  an  acknowledged  expert  in 
health  and  medical  care  insurance  should  serve  as  a 
background  for  all  thinking  and  planning  for  Con- 
necticut iMedical  Service.  Blue  Cross,  Blue  Shield 
and  private  insurance  have  in  a very  few  years  taken 
a prominent  place  in  the  financing  of  medical  care. 
As  time  goes  on  there  will  be  increasing  demands 
from  the  public  and  the  profession  to  extend  the 
coverage  for  subscribers  and  an  alert  management 
should  at  all  times  be  willing  to  improve  the  con- 
tracts offered,  limited  only  by  the  cardinal  factors 
of  assurance  of  the  best  grade  of  professional  service, 
the  maintenance  of  financial  integrity  and  a cost  to 
the  consumer  that  will  encourage  the  widest  par- 
ticipation. 

Osteopathy 

The  president  of  the  American  Adedical  Associa- 
tion two  years  ago,  John  W.  Cline  of  San  Francisco, 
in  an  address  to  the  House  of  Delegates  proposed  a 
study  of  the  relationship  between  regular  medicine 
and  osteopathy  in  order  to  further  improve  the  edu- 
cation of  students  in  osteopathic  schools.  A com- 
mittee was  appointed  to  study  this  problem  and 
came  up  with  several  recommendations  to  the  House 
of  Delegates.  One  of  these  recommendations  was  to 
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the  effect  that  “the  House  of  Delegates  declare  so 
little  of  the  original  concept  of  osteopathy  remains 
that  it  does  not  classify  medicine  as  taught  in  schools 
of  osteopathy  as  the  teaching  of  ‘cnltist’  healing.” 
Another  recommendation  n ould  put  the  stamp  of 
approval  on  the  teaching  by  regular  physicians  in 
osteopathic  schools. 

As  pointed  out  in  a previous  issue  of  the  Journal* 
by  one  of  our  own  members,  George  Blumer,  now 
living  in  San  Francisco,  doctors  of  medicine  have 
been  teaching  in  osteopathic  schools  for  a good  many 
years.  Dr.  Blumer  cites  an  instance  of  one  of  his 
own  former  students  who  became,  after  graduation 
from  a regular  school,  professor  of  anatomy  in  an 
osteopathic  school. 

Mr.  iVI.  C.  Smith,  executive  secretary  of  the 
Nebraska  State  iVIedical  Association,  addressing  the 
North  Central  Medical  Conference  at  St.  Paul, 
Minnesota  recently  discussed  “The  Osteopathic 
Problem”  and  in  no  uncertain  terms  condemned  any 
attempt  on  the  part  of  organized  medicine  to  seek 
a closer  relationship  with  osteopaths.  He  argues 
that  “there  is  no  clear  cut  evidence  that  the  osteo- 
paths have  any  great  desire  to  have  even  the  stigma 
of  ‘cultism’  removed,”  that  “they  have  shown  no 
inclination  to  have  their  schools  inspected  on  a basis 
of  medical  standards,”  and  that  the  publicity  result- 
ing from  the  “recognition  by  the  American  Medical 
Association  has  elevated  their  standing  in  the  eyes 
of  the  public,  and  has  given  them  a most  desirable 
cloak  of  respectability.” 

We  are  offering  in  the  present  issue  of  the  Journal 
further  discussion  of  this  subject  under  the  title  “Is 
Osteopathy  Still  A Cult?”  by  George  W.  Covey, 
editor  of  the  Nebraska  State  Medical  Journal.  Dr. 
Covey  analyzes  the  Cline  report  and  then  offers 
considerable  data  to  show  that  osteopathy  still  re- 
mains “a  cultist  type  of  the  healing  art.” 

Your  delegates  to  the  coming  session  of  the  AA4A 
House  of  Delegates  convening  in  San  Francisco  in 
June  will  be  asked  to  answer  three  questions: 

1 . Should  modern  osteopathy  be  classified  as  “cult- 
ist” healing? 

2.  Since  the  objectives  of  the  American  A'ledical 
Association  include  the  improvement  in  undergradu- 
ate and  postgraduate  medicine,  should  doctors  of 
medicine  teach  in  osteopathic  schools? 

^Editorial,  “Regular  Medicine  and  die  Cults,”  XVIII: 3, 
March,  1954. 
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3.  Should  the  relationship  of  doctors  of  medicine 
to  doctors  of  osteopathy  be  a matter  for  determina- 
tion by  the  several  state  associations? 

Members  of  the  Connecticut  State  Medical  Society 
should  give  careful  thought  to  this  problem.  Your 
delegates  wish  to  represent  you  and  if  they  do  this 
in  a democratic  manner  they  should  have  an  expres- 
sion of  opinion  from  as  many  as  possible  of  the 
doctors  back  home. 

The  Reduction  of  Blindness 

The  National  Society  for  the  Prevention  of  Blind- 
ness was  established  forty-six  years  ago  in  New 
York  City  and  is  the  oldest  national  organization  of 
its  kind.  The  aims  were  threefold— educational,  pre- 
ventive services  and  promotion  of  research  into  the 
causes  of  blindness.  It  has  a splendid  record  of  ac- 
complishment and  is  constantly  expanding  its  activ- 
ities in  these  fields. 

It  was  founded  by  Miss  Louisa  Lee  Schyler  and 
Dr.  Park  Lewis,  an  ophthalmologist  of  Buffalo,  New 
York.  Their  constant  contact  with  the  loss  of  sight 
due  to  ophthalmia  neonoratum  led  to  the  formation 
of  this  society  in  order  to  curb  this  tragic  situation. 
At  the  time  of  the  organization,  babies’  sore  eye 
accounted  for  28  per  cent  of  blindness  in  schools 
for  blind  children.  Through  the  combined  efforts  of 
the  society,  and  of  medical  and  lay  friends,  this 
figure  has  now  dropped  to  2 per  cent. 

Seven  States  of  the  United  States  have  formed 
state  committees  under  the  supervision  of  the  parent 
organization.  Connecticut  was  the  most  recent  State 
to  have  formed  a committee,  doing  so  in  April  1953. 
The  Connecticut  group  has  a large  committee  of 
interested  and  active  lay  members  as  weW  as  ophthal- 
mologists and  optometrists.  They  are  backed  up  by 
the  National  Society  with  the  assistance  of  its  able 
and  excellent  staff  members. 

The  chairman  of  the  Connecticut  Committee  is 
Mr.  Stanley  F.  Withe  of  Hartford.  It  is  ardently 
hoped  that  with  the  formation  of  this  State  Com- 
mittee much  can  be  accomplished  in  the  matter  of 
research  into  the  causes  of  blindness,  more  thorough 
care  of  the  eyes  of  children  and  the  prevention  of 
accidents  at  all  ages. 

The  number  of  blind  people  in  the  United  States 
is  estimated  to  be  316,000  with  an  additional  25,000 
with  visual  acuity  reduced  to  20/200  or  less.  The 
cost  of  adequate  care  of  the  blind  is  stated  to  be 
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$150,000,000  a year  and  yet  the  amount  of  money 
available  for  research  into  the  causes  of  blindness 
was  but  $1,700,000  last  year-a  pitifully  small  amount 
when  one  considers  the  funds  raised  for  the  study 
and  treatment  of  numerous  other  disabling  and  de- 
structive diseases.  Many  of  the  pathological  processes 
for  which  large  sums  are  contributed  end  fatally, 
whereas  blindness  in  itself  never  causes  death  and 
persists  for  the  balance  of  life.  For  humanitarian 
and  economic  reasons,  greater  sums  of  money  are 
needed  for  research  into  the  causes  of  blindness. 

Such  projects  as  screening  of  the  eyes  of  school 
children,  detection  of  trachoma  in  some  parts  of  the 
country,  research  into  the  etiology  of  such  major 
causes  of  blindness  as  glaucoma,  cataract  and  uveitis 
are  all  fostered  by  the  National  Society  and  will  be 
by  the  Connecticut  Committee.  Several  glaucoma 
clinics  have  been  formed  for  the  study  and  treatment 
of  this  baffling  disease,  which  accounts  for  12  per 
cent  of  all  blindness.  A case-finding  study  to  deter- 
mine how  much  unrecognized  glaucoma  exists  was 
recently  done  in  Philadelphia.  Four  thousand  people, 
40  years  of  age  or  older,  employees  of  department 
stores  and  insurance  offices  were  screened.  These 
people  had  no  complaint  of  ocular  disease  but  76 
cases  of  unrecognized  glaucoma  were  found,  that  is 
2 per  cent. 

Ten  per  cent  of  blindness  is  caused  by  accidents 
in  children  and  adults.  Half  of  this  is  easily  prevent- 
able. Sixty  Americans  become  blind  each  day— 22,000 
a year.  These  are  starting  figures  and  challenge  our 
best  efforts  to  correct  them  so  far  as  is  possible. 

Some  notewoiThy  achievements  are  deserving  of 
attention:  among  children,  there  has  been  a drop  of 
54  per  cent  blindness  due  to  venereal  disease— espe- 
cially syphilis  since  1936,  a 96  per  cent  reduction 
in  blindness  from  babies’  sore  eyes  since  1908,  and 
a 30  per  cent  decrease  during  the  past  fourteen 
years  in  blindness  due  to  injuries.  Public  education 
can  make  the  average  citizen  realize  that  apparently 
trivial  symptoms  may  mean  severe  trouble  with  the 
eyes  and  the  American  public  is  eager  for  informa- 
tion on  diseases.  An  important  function  of  a volun- 
tary health  organization  is  to  present  authentic 
information  on  all  such  subjects. 

One  of  the  more  recent  projects  of  the  society 
is  the  sponsoring  of  the  Wise  Owl  Clubs,  the  first  of 
which  was  first  organized  by  The  American  Car  and 
Foundry  Company  at  the  suggestion  of  one  of  its 
employees.  A workman  becomes  eligible  to  member- 


ship in  the  club  if  he  has  prevented  an  injury  to  his 
eyes  by  wearing  proper  protective  glasses.  A cere- 
mony is  made  of  the  presentation  of  a certificate  of 
membership  in  the  Wise  Owl  Club  and  a gold  owl 
lapel  button  is  awarded.  The  American  Car  Com- 
pany turned  over  this  plan  to  the  National  Society 
and  within  six  years  the  number  of  clubs  has  reached 
several  hundred  and  there  are  now  more  than  5,000 
members,  who,  but  for  wearing  protective  equip- 
ment, would  probably  have  lost  one  or  both  eyes.  In 
the  prevention  of  blindness  from  accidents  lies  one 
of  the  greatest  opportunities. 

In  recent  years  there  has  been  a constantly  in- 
creasing number  of  appeals  to  the  people  of  Ameri- 
ca for  support  of  research  into  the  causes  and  for 
the  care  and  treatment  of  numerous  disease  condi- 
tions. The  response  has  been  remarkable  and  is  an 
evidence  of  the  humanitarian  spirit  of  our  people. 
Those  who  are  particularly  interested  in  the  preser- 
vation of  good  vision  and  in  research  into  the  causes 
and  prevention  of  blindness  have  not  presented  the 
case  with  sufficient  vigor  and  realism  so  that  the 
support  of  their  project  has  lagged  far  behind  other 
worthy  appeals.  For  this  reason,  we  beg  to  present 
their  case  for  the  organizations  devoted  to  that  pur- 
pose. Aid  as  well  as  sympathy  is  needed  to  ward  oflf 
the  most  dreaded  affliction,  described  by  the  poet, 
John  Milton,  as 

“One  fallen  on  evil  days. 

In  darkness,  and  with  danger  compassed  round, 
and  solitude.” 

Social  Security  for  the  Physician 

Many  of  our  readers  have  asked:  “Why  is  it  not 
to  our  advantage  to  be  included  under  the  provisions 
of  the  Social  Security  laws?”  Many  others,  particu- 
larly of  the  younger  group,  have  expressed  a prefer- 
ence for  such  inclusion  as  permitted  in  the  Reed  bill 
rather  than  lending  support  to  the  Jenkins-Keogh 
bill  which  allows  the  establishment  of  a retirement 
fund. 

The  American  Medical  Association  and  the  Ameri- 
can Bar  Association  have  openly  opposed  compul- 
sory inclusion  of  self  employed  professionals  under 
Social  Security  laws.  The  explanation  for  this  atti- 
tude has  been  expressed  briefiy  and  lucidly  by  one 
of  Connecticut’s  prominent  attorneys.  The  Journal 
is  privileged  to  publish  this  statement  together  with 
concrete  explanatory  figures  in  this  issue.  Although 
there  seems  to  be  little  hope  of  passage  of  the  Jen- 
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kins-Keogh  bill  in  this  Congress,  there  is  considerable 
likelihood  that  it  may  pass  the  next  Congress  if  self 
employed  professionals  express  themselves  sulRcient- 
ly  forcefully  in  favor  of  such  legislation. 

Seventy-Five  Years  of  Accomplishment 

Few  are  the  physicians  in  Connecticut  who  re- 
member when  the  General  Assembly  in  March  1878 
passed  an  act  establishing  the  State  Board  of  Health. 
The  original  act  called  for  the  appointment  by  the 
Governor  “by  and  with  the  advice  and  consent  of 
the  Senate”  six  persons,  “three  of  whom  shall  always 
be  physicians  and  one  lawyer  who  together  with  a 
secretary  to  be  elected  by  them  shall  constitute  the 
State  Board  of  Health.” 

This  department  is  now  75  years  old.  During  this 
period  of  time  the  changes  and  developments  have 
been  little  short  of  amazing.  The  number  of  licensed 
physicians  in  Connecticut  in  the  last  3 1 years  alone 
has  more  than  tripled.  From  one  full  time  health 
department  in  New  Haven  in  1873  we  now  find  15 
communities  in  the  State  which  provide  full  time 
health  sendees  under  full  time  directors  of  health. 
The  general  death  rate  has  dropped  from  15.4  per 
100,000  population  in  1878  to  9.5  in  1953.  The  mater- 
nal mortality  rate  has  seen  a constant  downward 
trend  to  0.2  deaths  per  1,000  live  births  in  1952.  The 
common  drinking  cup  was  abolished  by  law  in  1912 
and  the  following  year  saw  the  establishment  of  the 
first  chlorination  plant  in  the  State.  In  1935  Con- 
necticut was  the  first  State  to  pass  a law  requiring 
premarital  blood  tests  for  syphilis;  six  years  later  the 
prenatal  blood  test  law  went  into  elTect.  These  are 
but  a few  of  the  many  progressive  steps  for  which 
the  State  Department  of  Health  has  been  largely 
responsible. 

Stanley  H.  Osborn  came  to  Hartford  as  State 
Commissioner  of  Health  in  1922.  Connecticut  citi- 
zens owe  Dr.  Osborn  an  immeasurable  debt  of  grati- 
tude for  32  years  of  devoted  service  to  the  cause  of 
humanity.  Unswerving  in  his  devotion  to  duty,  his 
has  always  been  a progressive  and  far  seeing  ap- 
proach to  the  problems  of  health  as  they  have  devel- 
oped in  a changing  world.  With  him  on  the  Public 
Health  Council  two  physicians  are  still  serving, 
George  H.  Gildersleeve  of  Norwich,  immediate  past 
president  of  the  State  Medical  Society  who  has 
served  for  15  years,  and  W.  Bradford  Walker  of 
Cornwall,  a member  of  the  Council  for  seven  years. 

The  Connecticut  State  Medical  Journal  ofi'ers 


its  hearty  congratulations  to  the  State  Department 
of  Health,  Commissioner  Osborn  and  his  entire  staff. 


Cancer  of  Lungs  in  Norway 

According  to  a report  from  Norway  in  the  Journal 
of  the  American  Medical  Association  (154: 10,  March 
6,  1954),  cancer  of  the  lungs  is  the  fourth  most 
common  form  of  cancer  in  that  country.  Less  than 
six  per  cent  of  all  the  deaths  from  malignant  disease 
in  men  in  Norway  are  due  to  this  disease  while  the 
corresponding  rate  in  Great  Britain  is  25  per  cent. 
Another  interesting  fact  is  that  not  quite  half  the 
Norwegian  patients  with  cancer  of  the  lungs  have 
had  a history  tending  to  incriminate  smoking. 

Dr.  Elliott  Sweet  Awarded  Fellowship 

Elliott  B.  Sweet,  son  of  the  late  John  H.  T.  Sweet, 
a well  known  and  highly  respected  orthopedic  sur- 
geon of  Hartford,  has  been  awarded  a research 
fellowship  in  hip  surgery  at  the  Massachusetts  Gen- 
eral Hospital.  This  fellowship  has  been  made  possible 
by  a gift  from  the  radio  and  TV  star,  Arthur 
Godfrey. 

Dr.  Sweet  represents  the  seventh  generation  of 
orthopedic  doctors  in  his  family,  was  educated  at 
Loomis  Institute,  Dartmouth  College,  and  the  Uni- 
versity of  Virginia  School  of  Medicine,  and  ob- 
tained his  internship  at  Hartford  Hospital  followed 
by  a residency  at  the  Alassachusetts  General  Hos- 
pital. He  holds  the  questionable  distinction  of  having 
been  shot  down  and  held  as  a prisoner  of  war  for  six 
months  while  serving  as  a navigator  in  the  1 5th  U.  S. 
Air  Force,  stationed  in  Italy. 


THE  DOCTOR’S  OFFICE 

Charles  A.  Crown,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  at  39 
South  Avenue,  New  Canaan. 

Anthony  Kominos,  m.d.  announces  the  opening  of 
an  office  for  the  general  practice  of  medicine  at  1 274 
Summer  Street,  Stamford. 

Archy  W.  Lewandrowski,  m.d.  announces  the 
opening  of  an  office  for  the  practice  of  internal 
medicine  at  295  lamg  Hill  Road,  Groton. 
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PROGRESS  IN  CLINICAL  MEDICINE 

AN  EXPERIENCE  WITH  1 131  IN  CARDIAC  DISEASE 

A Preliminary  Report  from  the  Isotope  Committee 
of  the  New  Britain  General  Hospital 


ON  August  5,  1949  the  Atomic  Energy  Commis- 
sion approved  the  application  of  the  Isotope 
Committee  of  the  New  Britain  General  Hospital  to 
receive  and  dispense  radioactive  isotopes.  Approval 
for  the  use  of  radioactive  materials  in  a community 
hospital  depended  then,  as  it  does  today,  upon  the 
availability  of  personnel  qualified  to  handle  the 
materials  safely,  to  measure  its  activity  reliably  and 
to  observe  and  record  its  use.  Dr.  John  C.  Larkin, 
radiologist  of  the  hospital,  undertook  the  job  of 
sorting,  measuring  and  dispensing  the  materials  and, 
with  the  cooperation  of  the  Committee,  of  making 
it  available  to  the  physicians  of  the  hospital.  During 
the  period  of  nearly  five  years  of  the  work  at  the 
New  Britain  General  Hospital,  radioactive  iodine 
has  been  used  for  diagnostic  and  therapeutic  pur- 
poses on  234  patients.  This,  of  course,  is  a small 
experience  compared  with  that  of  many  institutions. 
It  represents,  nevertheless,  a significant  endeavor  on 
the  part  of  the  staff  of  a community  hospital  and  in 
that  respect  we  believe  it  deserves  to  be  reported. 

The  technical  problems  incident  to  handling  iso- 
topes were  met  through  the  efforts  of  Dr.  Larkin 
to  set  up  a laboratory  and  essential  equipment  in  an 
area  adjacent  to  the  hospital.  During  the  first  year 
the  measurement  of  the  activity  of  the  iodine  samples 
and  the  concentration  of  the  materials  in  the  thyroid 
glands  of  tested  and  treated  patients  was  made  by  an 
ionization  chamber.  This  type  of  apparatus  required 
relatively  large  doses  for  tracer  studies  and  after  the 
first  year  a Geiger  Muller  counter  was  made  avail- 
able through  a grant  from  the  New  Britain  Heart 
Association.  This  permitted  the  use  of  tracer  doses 
of  50  microcuries  and  more  accurate  determination 
of  activity  in  the  gland.  Since  September,  1953  the 
effective  tracer  dose  has  been  reduced  to  10  micro- 
curies because  of  the  purchase  of  a scintillation 
counter.  It  is  emphasized  that  each  of  these  measur- 
ing instruments  requires  some  special  precaution  to 


insure  the  accurate  estimation  of  the  activity  of  the 
iodine  samples,  both  before  and  after  its  absorption 
in  the  gland  of  the  tested  patient.  This  situation 
obtains  in  employing  the  highly  sensitive  scintillation 
counter  as  well  as  in  the  use  of  the  ionization  cham- 
ber. 

Interest  was  shown  at  once  by  physicians  of  the 
New  Britain  General  Hospital  in  the  diagnostic  and 
therapeutic  opportunity  presented  by  the  availabil- 
ity of  Ii3i.  They  were  encouraged  to  present  patients 
for  tracer  studies  and,  in  suitable  cases,  for  treat- 
ment. It  is  believed  to  be  of  sufficient  importance  to 
relate  briefly  the  experience  of  the  Committee  in  the 
selection  of  patients.  Each  physician  was  obliged  to 
present  evidence  of  the  clinical  condition  of  his 
patient  in  an  application  for  the  use  of  the  isotope. 
The  decision  to  treat  the  patient  rested  upon  his 
judgment,  the  results  of  the  uptake  test,  and  finally 
upon  the  approval  of  the  radiologist.  The  Isotope 
Committee  acted  in  an  advisory  capacity.  It  rapidly 
became  apparent  that  the  follow-up  of  the  patients 
treated  was  far  from  complete  or  reliable.  The  selec- 
tion of  the  patient  by  the  referring  physicians  proved 
to  be  insufficiently  critical,  and  a change  in  proce- 
dure was  instituted.  Thereafter  the  physicians  of 
the  Isotope  Committee,  with  the  cooperation  of  the 
referring  physician,  undertook  to  select  appropriate 
patients  for  treatment,  to  choose  dosage,  to  examine 
patients  before  and  after  treatment,  to  require  addi- 
tional studies,  and  to  attempt  evaluation  of  the  course 
of  the  patient.  During  the  past  three  years  the  Com- 
mittee has  found  itself  repeatedly  in  need  of  re- 
examining its  procedures,  of  altering  its  criteria  in 
the  selection  of  patients  and  the  means  of  judging 
results.  It  is  well  to  point  out  that  during  the  years 
of  this  effort  there  has  been  a remarkable  amplifica- 
tion of  the  knowledge  of  the  use  of  I131  because  of 
multitudes  of  reports  from  other  clinics. 

The  Isotope  Committee  recognizes  that  fairly 
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definite  criteria  have  been  evolved  for  its  guidance 
in  the  use  of  Iisi  in  the  treatment  of  patients  vdth 
disorders  of  the  thyroid  gland.  So  far  as  possible  it 
has  adhered  to  these  criteria.  It  has  no  experience  in 
the  treatment  of  patients  with  known  or  suspected 
malignant  disease.  While  it  has  attempted  only  to 
follow  the  standards  generally  accepted  for  treating 
thvtoid  disease  from  the  earliest  days  of  its  work, 
the  Committee  has  been  interested  in  and  to  some 
extent  has  set  its  own  principles  to  work  in  the 
treatment  of  patients  w ith  disability  due  to  cardio- 
vascular disease. 

It  is  general  experience  that  wdten  patients  have 
symptoms  producing  heart  disease  and  the  additional 
burden  of  an  overactive  thyroid,  reduction  of  the 
thyroid  activity  gives  gratifying  results.  The  Iso- 
tope Committee  has  had  satisfactory  experience  in 
treating  thyrocardiacs  with  radioactive  iodine.  It  is 
aw  are  that  physicians  are,  in  general,  aw^are  of  the 
good  results  wdaich  may  be  expected  in  the  treatment 
of  thyrocardiacs,  and  alert  to  the  possibility  of  so- 
called  masked  hyperthyroidism.  Nevertheless,  the 
Committee  has  on  several  occasions  discovered 
patients  wTo  w^ere  assumed  to  be  euthyroid,  but  wdao 
w'ere  investigated  wdth  a view^  to  trying  to  mitigate 
their  congestive  failure,  and  found  to  have  significant 
evidence  of  hyperactivity  of  the  thyroid  gland.  The 
following  case  summary  wfill  illustrate  this  point. 

M.  C.,  a 46  year  old  housewife,  had  been  under  observa- 
tion for  fifteen  years  because  of  rheumatic  heart  disease, 
aortic  and  mitral  valvular  disease,  and  hypertension.  Her 
thyroid  gland  was  not  palpable  nor  evident  by  x-ray.  Late 
in  1951  she  had  developed  auricular  fibrillation  and  evidence 
of  congestive  failure  for  which  she  had  received  conven- 
tional treatment.  In  February,  1952  her  condition  had 
advanced  to  the  point  where  she  had  to  give  up  her  employ- 
ment as  a seamstress  and  lead  a very  restricted  life.  A BMR 
of  plus  49  was  obtained,  and  on  March  14,  1952,  62  per  cent 
of  a 50  microcurie  trace  dose  was  found  in  the  gland  after 
24  hours.  Two  doses  of  5 millicuries  of  radioactive  iodine 
resulted  in  a fall  in  the  uptake  to  28  per  cent  and  a lowering 
of  the  basal  rate  to  plus  6.  Without  other  change  in  her 
management  the  patient  recovered  her  well  being,  lost  her 
congestion,  and  was  able  to  return  to  work.  In  this  instance 
one  contribution  of  the  Isotope  Committee  was  to  the  effect 
that  physician  suspicion  of  masked  hyperthyroidism  was 
increased. 

The  Committee  has  been  made  increasingly  aware 
of  the  difficulty  of  distinguishing  clinically  between 
patients  with  hyperthyroidism  and  those  wdth  clini- 
cal states  which  resemble  hyperthyroidism.  This 
difficulty  is  especially  apparent  in  patients  with 
tachycardia  and  hypertension,  and  in  patients  with 


congestive  heart  failure.  In  such  situations  the  basal 
metabolism  is  likely  to  be  misleading.  Reliable  esti- 
mations of  the  protein-bound  iodine  have  not  been 
generally  available  to  patients  in  this  hospital.  The 
result  of  tracer  doses  of  iodine  has  been  the  primary 
criteria  upon  which  the  Committee  has  depended. 
When  the  results  of  tracer  studies  have  been  easy 
to  classify,  the  judgment  is  readily  made;  in  cardiacs 
with  tracer  results  that  are  slightly  elevated,  the 
Committee  has  leaned  to  the  side  of  treating  the 
patient  rather  than  not  treating  him. 

For  nearly  five  years  the  Committee  has  under- 
taken to  treat  patients  who  appear  to  be  euthyroid, 
both  by  clinical  evidence  and  tracer  studies,  who 
have  angina  pectoris  as  their  principal  complaint. 
Up  to  this  time  12  such  patients  have  been  treated 
and  follow'^ed,  tw^o  of  these  having  concomitant 
congestive  failure.  The  Committee  has  been  encour- 
aged by  its  experience  with  this  small  number,  but  is 
dismayed  by  the  difficulties  which  arise  in  the  evalu- 
ation of  its  results.  Patients  are  gratified  by  the 
interest  and  attention  which  they  receive  and  may 
be  inclined  to  give  favorable  reports.  It  has  been  the 
policy  of  the  Committee  to  limit  the  size  of  the  treat- 
ment doses  to  such  an  amount  as  will  not  be  expected 
to  produce  frank  myxedema.  It  is  likely  to  give  10  to 
15  millicuries  at  a time,  to  be  repeated  if  necessary. 

S.  H.,  a 58  year  old  white  male,  is  classified  by  the  Com- 
mittee as  euthyroid  (BMR  minus  :o),  with  no  palpable 
eland,  and  with  arteriosclerotic  heart  disease.  He  has  had 
one  myocardial  infarction.  He  had  been  hypertensive  but 
in  October,  1952,  at  the  time  of  his  tracer  dose,  had  a blood 
pressure  of  1 20/100.  He  was  limited  in  his  activity  by  angina 
and  using  three  or  four  pills  of  nitroglycerine  daily.  He  was 
found  to  have  an  uptake  of  20  per  cent  and  was  given  an 
initial  dose  of  15  millicuries  and  a repeat  dose  two  months 
later  of  5 millicuries.  Subsequent  interviews  reveal  that  he 
has  increased  his  activities,  that  he  is  free  of  pain  and  not 
in  need  of  nitroglycerine. 

In  spite  of  the  example  of  such  a patient,  it  is 
acknowledged  that  the  natural  course  of  patients 
with  angina  pectoris  is  notably  variable.  Time  and  a 
much  more  extensive  experience  w ill  be  necessary 
before  any  judgment  can  be  made  here  about  the 
value  of  treatment  of  this  disorder. 

We  have  likewise  been  both  encouraged  and  dis- 
couraged in  our  treatment  of  patients  with  con- 
gestive failure.  Nine  patients  wdth  seemingly  intract- 
able failure  have  been  followed  after  treatment.  A 
rough  objective  measure  of  improvement  has  been 
the  greater  freedom  from  the  dependence  upon 
mercurial  diuretics  and  lessened  need  for  frequent 
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removal  of  hydrothorax.  Although  it  is  doubtful 
that  this  experience  will  ever  result  in  a series  of  cases 
which  will  convince  others  of  demonstrated  benefit 
from  treatment,  it  is  the  intention  of  the  Committee 
to  continue  to  offer  to  patients  with  congestive 
failure,  who  have  been  observed  carefully  and  at 
length,  the  possible  help  from  doses  of  1 131  calcu- 
lated to  reduce  their  thyroid  activity. 


Highway  Accident  Toll  95,000 

1953  accidents:  killed  95,000;  injured  9,600,000; 
cost  $9,100,000,000. 

1953  death  toll  was  1,000  below  1952  total  but 
more  than  three  times  as  great  as  entire  number  of 
Americans  killed  in  Korean  war. 

The  motor  vehicle  held  its  place  as  the  No.  i acci- 
dent killer.  Traffic  deaths  numbered  38,300.  That 
was  a gain  of  300  or  i per  cent  over  1952. 

The  traffic  total  was  the  third  largest  in  history, 
exceeded  only  in  1937  and  1941. 

Fatalities  in  home  accidents  numbered  28,000,  a 
decline  of  1,000.  Accidental  deaths  at  work  were 
unchanged  at  15,000. 

There  were  some  relatively  bright  spots  in  the 
otherwise  grim  array  of  statistics. 

The  1953  death  rate  for  accidents  of  all  types 
was  60  per  100,000  population.  That  was  the  lowest 
on  record. 

Neverthless,  one  out  of  every  16  persons  in  the 
United  States  suffered  a disabling  injury  last  year. 

The  38,300  traffic  deaths  were  recorded  during  a 
year  when  the  number  of  vehicles  on  the  road  and 
the  number  of  miles  they  traveled  reached  an  all  time 
high. 

Thus,  the  death  rate  per  100  million  vehicle  miles 
was  estimated  at  7— the  lowest  rate  on  record. 

Traffic  accidents  resulted  in  about  1,350,000  non 
fatal  injuries 

Falls  brought  death  to  20,200  persons,  i per  cent 
fewer  than  in  1952.  Burns  cost  6,400  lives,  a 4 per 
cent  decrease.  Firearms  fatalities  rose  4 per  cent  to 
2,450.  Drownings  were  unchanged  at  6,800. 

Accidental  deaths  showed  an  increase  among  the 
new  generation— victims  5 to  24  years  old.  There 
was  no  change  in  the  25  to  44  age  bracket.  Decreases 
were  shown  for  children  under  5 and  adults  over  45, 


The  estimated  economic  loss  of  $9,100,000,000 
covers  both  fatal  and  nonfatal  accidents.  It  includes 
wage  losses,  medical  expenses,  insurance  costs,  pro- 
duction delays,  damage  to  equipment  and  property. 

Last  year  ended  with  traffic  deaths  on  the  upswing. 
The  December  total  was  3,930.  That  was  6 per  cent 
higher  than  in  December  1952. 

Seventeen  states  showed  a reduction  in  traffic 
deaths  for  1953.  Connecticut  was  not  one  of  the  17, 
in  fact  no  New  England  State  showed  any  reduction 
in  number  of  traffic  fatalities. 

Catholic  Physicians  Guild  Formed 

The  first  formal  meeting  of  the  Catholic  Physi- 
cians Guild  of  New  Haven  was  held  on  October  18, 
1953  at  St.  Raphael’s  Hospital.  About  fifty  physi- 
cians attended.  Michael  S.  Shea  was  elected  president, 
Charles  T.  Flynn,  vice-president,  and  Henry  S. 
Milone,  secretary-treasurer.  The  executive  committee 
chosen  consisted  of  William  H.  Ryder,  Mario  L. 
Garafola  and  William  D.  Riordan. 

Archbishop  Henry  J.  O’Brien  has  given  his  ap- 
proval for  the  organization  to  affiliate  with  the 
National  Federation  of  Catholic  Physicians  Guild. 
Father  John  C.  Knott  was  appointed  chaplain  of  the 
group. 

The  group  meets  monthly  for  discussion  of  topics, 
the  moral  aspects  of  which  are  of  vital  interest  to 
physicians. 

On  the  agenda  for  future  discussion  meetings  are 
such  topics  as  birth  control,  marriage  counselling 
by  priest  and  doctor,  and  the  moral  obligation  of 
doctor  toward  patient.  Another  topic  to  be  con- 
sidered is  the  ordinary  and  extraordinary  means  of 
treatment  of  patients.  The  principles  involved  in 
abortion,  sterilization  and  mutilation  operations  will 
also  be  discussed. 

True  to  its  aims  of  association.  Catholic  principles 
in  the  practice  of  medicine,  the  Guild  continues 
today  as  it  was  organized— based  on  purely  medical 
and  moral  ideals  rather  than  on  social  or  political 
ideas.  To  counteract  the  materialism  and  secularism 
of  today’s  world,  the  doctors  feel  that  such  an 
organization  is  needed  from  a strictly  moral  stand- 
point. 

Plans  for  the  future  are  very  closely  united  with 
one  of  the  factors  that  brought  the  small  group  of 
doctors  together  in  the  first  place,  viz.,  prepared 
talks  for  church  groups. 
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THE  SECRETARY’S  OEEICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Fublic  Relations  Administrative  Assistant 

i6o  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


COUNCIL  MEETING 

The  regular  inonthlv  meeting  of  the  Council  was  held  at  the  offices  of  the  Society  on  April  7,  1954. 
The  meeting  was  called  to  order  by  the  Chairman,  Dr.  Danaher,  at  4:  30  p.  m.  There  were  present  in  addi- 
tion to  Dr.  Danaher,  Drs.  Gildersleeve,  Marvin,  Couch,  Barker,  Weld,  Whalen,  Fincke,  Gallivan,  Walker, 
Gettings,  Labensky.  Speaker  of  the  House  Dr.  Gibson,  Vice-Speaker  Dr.  Feeney,  Alternate  Councilors 
Gens,  Ogden,  Buckley,  Archambault,  Gilman.  Absent:  Drs.  Adurdock,  Tracy,  Flaherty,  Ottenheimer, 
Ursone,  Otis. 


BY-LAW  REVISION 

The  Chairman,  Dr.  Danaher  reporting  in  regard  to 
the  appointment  of  a subcommittee  of  the  Council 
to  propose  By-law  and  Charter  Revisions  relating  to 
Alternate  Councilors,  the  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates,  stated  that  he  wished  to 
postpone  the  appointment  of  the  committee  until 
after  the  Annual  Meeting  of  the  House  of  Delegates 
because  it  was  understood  that  there  would  be 
changes  in  the  make-up  of  the  Council  due  to  the 
election  of  new  Councilors  from  certain  counties. 

REFUND  OF  DUES 

Dr.  Couch,  the  treasurer,  presented  the  following 
proposals  concerning  the  refund  of  dues  of  mem- 
bers w ho  become  exempt  from  dues  payment  during 
a year.  (See  Council  Minutes,  Item  No.  13,  March 
II,  1954.) 

“When  a member  of  the  Society  is  exempt  from 
payment  of  dues,  as  provided  in  Article  IX,  Sec.  i. 
Pars.  3 and  4 and  he  has  paid  his  dues  for  the  current 
year  prior  to  such  exemption,  the  treasurer  of  the 
State  Society  shall  refund  to  him  the  amount  of  dues 
paid  to  the  Society  for  that  year.  At  the  same  time 
the  treasurer  shall  notify  the  secretary  (or  treas- 
urer) of  the  County  Association,  to  which  the  mem- 
ber belongs,  that  the  refund  has  been  made,  so  that 
refund  of  county  dues  may  be  made  by  the  County 
Association  also. 

“A  member  exempt  from  a payment  of  dues  be- 
cause of  entry  into  the  military  service  or  entry  into 


a full-time  approved  educational  program  shall  be 
exempt  from  the  payment  of  dues  for  the  year  in 
w'hich  he  enters  military  service  or  an  educational 
program  and  for  the  year  in  wdaich  he  terminates 
such  service  or  program.  If  required,  appropriate 
refunds  will  be  made  by  the  treasurer  of  the  State 
Society.” 

It  w^as  voted  to  adopt  these  proposals  and  make 
them  effective  from  this  date. 

FEDERAL  COMMISSION  ON  INTERGOVERNMENTAL 
RELATIONS 

A questionnaire  on  behalf  of  the  Federal  Commis- 
sion on  Intergovernmental  Relations  was  presented 
and  discussed  (see  item  No.  12,  Council  Minutes 
January  14,  1954).  It  w-'as  voted  that  the  question- 
naire be  referred  to  the  Committee  on  Public  Health 
wdth  a request  that  the  Committee  provide  answers 
to  the  questions  included  and  submit  its  opinions  to 
the  Council  for  consideration  at  its  next  meeting  in 
May.  (AAIB  4/7/54  “B”.) 

AMA  COMMITTEE  ON  INTERN  TRAINING 

A request  from  the  American  Medical  Association 
for  action  and  opinions  of  the  Society  in  relation  to 
intern  training  and  internship  approval  was  pre- 
sented. (AAIB  4/7/54  “C”.)  This  information  wars 
sought  for  a Committee  on  Internship  of  the  House 
of  Delegates  of  the  American  Aledical  Association, 
appointed  in  compliance  witli  a resolution  of  the 
House  at  the  annual  session  in  June  1953.  Fhe  fol- 
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lowing  is  a question  from  the  work  plan  of  the 
committee: 

“Many  of  the  present  problems  involving  intern- 
ship stem  from  the  discrepancy  between  the  number 
of  internships  offered  in  approved  hospitals  and  the 
number  of  available  applicants.  As  a result,  hospitals, 
particularly  those  of  smaller  size  and  without  medi- 
cal school  affiliation,  have  had  difficulty  in  filling 
their  house  staff  requirements.  It  is  anticipated  that 
the  committee  will  give  consideration  to  this  and 
related  problems.” 

It  was  voted  that  this  matter  be  referred  to  the 
Society’s  Committee  on  Medical  Education  and 
Licensure  with  the  request  that  a statement  of  its 
opinion  be  given  to  the  Council  with  the  least  pos- 
sible delay  so  that  it  can  be  forwarded  to  the  Ameri- 
can Medical  Association  Committee. 

SAM  A AT  YALE 

Tlie  secretary  presented  a report  from  Dr.  Morris 
P.  Pitock,  chairman  of  the  Society’s  Committee  on 
Student  Membership  relating  to  efforts  to  organize 
a Chapter  of  the  Student  AMA  at  the  Yale  Medical 
School.  (AMB  4/7/54  “D”.) 

ETHICS  OF  BILLING  BY  PHYSICIANS 

Correspondence  and  a questionnaire  from  the 
American  Afedical  Association  relating  to  changes 
in  Principles  of  Medical  Ethics  of  the  AMA  were 
presented  and  discussed  at  length.  (AMB  4/7/54 
“E.”)  The  secretary  was  finally  directed  to  answer 
the  questionnaire  and  actual  working  decisions  in 
this  connection  in  the  House  of  Delegates  of  the 
American  Medical  Association  was  left  to  the 
Society’s  delegates. 

CONNECTICUT  ADVISORY  COUNCIL  ON  SCHOOL  HEALTH 

A report  from  Dr.  Robert  R.  Keeney,  Jr.,  chair- 
man of  the  Society’s  Committee  on  Public  Health, 
stating  that  the  Connecticut  Advisory  Council  on 
School  Health  had  been  organized,  (see  Item  No.  9, 
Council  Minutes,  November  9,  1953)  was  presented. 
Dr.  Gildersleeve  reported  that  he  had  on  request  of 
Mr.  Einis  Engleman,  commissioner  of  education, 
appointed  Dr.  Charles  A.  Afurphy  of  Stamford  and 
Dr.  Joseph  L.  Hetzel  of  Waterbury  to  represent  the 
society  on  this  Council.  This  action  of  Dr.  Gilder- 
sleeve was  approved. 


SCHOLARSHIP  WINNERS  AT  ANNUAL  DINNER 

It  was  voted  that  the  society  would  invite  to  the 
Annual  Dinner  on  April  28  the  three  medical  students 
who  received  the  Society’s  scholarships  in  1953  and 
also  pay  their  necessary  travel  expenses  for  their 
journey  to  New  Haven. 

KARL  T.  PHILLIPS 

Dr.  Weld  reported  concerning  the  serious  accident 
that  Dr.  Karl  T.  Phillips,  a former  member  of  the 
Council,  had  been  involved  in  lately.  Dr.  Phillips  is 
recovering  slowly,  but  it  is  doubtful  if  he  will  be 
able  to  engage  in  any  occupation  for  some  time.  It 
was  voted  that  the  secretary  should  write  Dr.  Phillips 
a note  of  condolence  from  the  Council. 

LEAVING  THE  COUNCIL 

It  was  noted  that  this  meeting  ended  the  services 
on  the  Council  of  Edward  J.  Whalen,  Hartford, 
councilor-at-large;  James  A.  Gettings,  New  Haven, 
councilor  from  New  Haven  County  and  Ralph  T. 
Ogden,  Hartford,  councilor  from  Hartford  County. 

ANNUAL  MEETING 

It  was  voted  that  the  Annual  Adeeting  of  the 
Council  be  held  on  Aday  1 3. 

DEAN  EBBERT  GUEST 

Adeeting  adjourned  at  6: 15  p.  m.  following  which 
the  gentlemen  of  the  Council  dined  at  the  Graduate 
Club.  Dr.  Arthur  Ebbert,  Jr.,  assistant  dean  Yale 
School  of  Medicine  was  a guest  of  the  Council. 

Meetings  Held  During  April 

April  6— Committee  on  State  Blood  Bank 

April  7— Council  Meeting 

Committee  on  Toxemia 

April  8— Committee  on  Public  Health 

April  19— Joint  Committee  on  Psychiatric  Service  in 
General  Hospital 

April  23— Surgical  Section,  Clinical  Congress  Pro- 
gram 

April  27— Annual  Adeeting  of  House  of  Delegates 

April  28— Annual  Adeeting  of  Society 
and  29  Annual  Meeting  of  Society 
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New  Members 

NEW  HAVEN  COUNTY 

Charles  H.  Audet,  Jr.,  Waterbury 
Robert  J.  Audet,  Waterbury 
Eugenia  S.  Cameron,  New  Haven 
John  F.  Cohane,  New  Haven 
Cyula  I.  deSuto-Nagy,  New  Haven 
William  N.  Dickinsen,  Yalesville 
Arthur  Ebbert,  Jr.,  New  Haven 
Franklin  H.  Epstein,  New  Haven 
Stephen  Fleck,  New  Haven 
iVIorris  Green,  New  Haven 
Aiark  A.  Hayes,  New  Haven 
John  W.  Higgins,  New  Haven 
Francis  L.  Ilg,  New  Haven 
Edward  T.  Johnson,  Meriden 
David  J.  Kreis,  New  Haven 
Charles  L.  Larkin,  Waterbury 
Andrew  J.  Laudano,  New  Haven 
John  J.  Mead,  III,  New  Haven 
Ray  E.  Persons,  Meriden 
Francis  O.  Pfaff,  New  Haven 
Anson  G.  Stocking,  Waterbury 
Martin  L.  Sumner,  Waterbury 
Maurice  B.  Thompson,  West  Haven 
Frederick  H.  Treder,  New  Haven 
Vita  Vileisis,  Waterbury 
Andrew  S.  Wong,  New  Haven 

NEW  LONDON  COUNTY 

Desmond  G.  Boyle,  Norwich 
Lewis  F.  Cole,  New  London 
Norman  L.  Cressy,  Norwich 
Paul  J.  Geritv,  New  London 
James  A.  Harkins,  Norwich 
William  A.  Kramm,  Niantic 

HARTFORD  COUNTY 

Fred  C.  Barald,  Hartford 
Hester  B.  Curtis,  Hartford 
Geza  O.  Benkovich,  New  Britain 
Anderson  W.  Donan,  Simsbury 
E.  Cecil  Eagan,  Hartford 
Frank  R.  L.  Egloff,  Hartford 
Donald  S.  Hauss,  Hartford 
Wesley  W.  Holden,  Bristol 
John  J.  Houlihan,  Hartford 
Walter  P.  Kosar,  Hartford 
Alexander  iMenzer,  Hartford 
Stanley  J.  Adotyka,  New  Britain 
Ralph  F.  Reinfrank,  East  Hartford 


Gordeon  B.  Wheeler,  East  Hartford 
G.  Adontgomery  Winship,  New  Britain 
Richmond  C.  Flubbard,  Hartford 
Charles  P.  LeRoyer,  Jr.,  Hartford 
Gerald  V.  Levreault,  Hartford 
Edward  R.  Owens,  Hartford 
Philip  R.  Partington,  Hartford 
George  F.  Parton,  Jr.,  Hartford 

MIDDLESEX  COUNTY 

Charles  E.  Meredith,  Middletown 
John  Stanford,  Essex 
Andrew  Turano,  New  York 
Leon  J.  Yorburg,  Durham 


Doctors,  Dentists  and  Lawyers  Meet 

On  Adarch  24  the  Conference  Committee  with  the 
Connecticut  State  Bar  Association  and  the  Confer- 
ence Committee  with  the  Connecticut  State  Dental 
Association  met  at  the  Lawn  Club  in  New  Haven 
to  discuss  present  legislation  before  Congress.  There 
were  present  from  the  State  Adedical  Society  Ed- 
ward T.  Wakeman  of  New  Haven,  David  J.  Cohen 
of  Aderiden,  Cornelius  S.  Conklin  of  Bridgeport, 
Camille  H.  Huvelle  of  Torrington,  George  H.  Gil- 
dersleeve  of  Norwich,  President  H.  Ad.  Adarvin  of 
New  Haven,  Sidney  Shindell  of  Rocky  Hill,  Creigh- 
ton Barker  of  New  Haven,  Stanley  B.  Weld  of  Hart- 
ford, and  James  G.  Burch,  director  of  Public  Rela- 
tions. 

From  the  State  Bar  Association  were  present 
Julius  B.  Kuriansky  of  Stamford,  Herbert  AdcDon- 
ald,  president,  and  David  Richman,  both  of  New 
Haven. 

From  the  State  Dental  Association  were  Henry 
T.  Quinn  of  Greenwich,  E.  S.  Arnold  of  West  Hart- 
ford, and  Philip  Ad.  Chernoff  of  Adiddletown,  presi- 
dent. 

Dr.  Gildersleeve  presided  and  Dr.  Cyrus  Adaxwell 
of  the  AAdA  Washington  office  discussed  various 
bills  aflFecting  the  professions  represented  and  now 
before  Congress.  The  most  lively  discussion  cen- 
tered around  the  Jenkins-Keogh  bills  and  HR7199, 
the  administration  bill  for  extending  social  security 
coverage.  It  was  ably  pointed  out  bv  Attorney  Rich- 
man  that  much  of  the  expected  financial  benefits  f(U' 
the  professional  man  to  be  derived  from  the  latter 
bill,  if  enacted,  were  so  nebulous  as  to  be  of  little 
value. 
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The  concensus  of  opinion  of  all  three  groups 
represented  was  to  the  effect  that  security  for  the 
professional  man  could  be  better  attained  by  passage 
of  the  Jenkins-Keogh  bills.  These  bills  provide  that 
self  employed  and  pensionless  employed  persons 
would  be  permitted  to  set  aside,  tax  free,  a limited 
portion  of  their  earned  incomes  into  individual 
retirement  funds;  taxes  will  be  paid  upon  the  with- 
drawal (usually  as  pensions)  of  these  funds.  The 
result  would  be  tax  deferment  similar  to  that  on 
employers’  contributions  to  tax-exempt  plans  ap- 
proved by  the  Bureau  of  Internal  Revenue  under 
Section  165  (a). 

Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices : Meeting  of 
February  4,  1954 

The  member  societies  and  institutions  were  repre- 
sented at  this  meeting  as  follows:  Connecticut  Agri- 
cultural Experiment  Station,  Dr.  Harry  J.  Fisher; 
Connecticut  Pharmaceutical  Association,  Prof. 
Nicholas  W.  Fenney;  Connecticut  State  Medical 
Society,  Dr.  Hugh  Dwyer;  Connecticut  Veterinary 
Medical  Association,  Dr.  Joseph  DeVita;  University 
of  Connecticut,  Dr.  Stanley  E.  Wedberg;  University 
of  Connecticut  College  of  Pharmacy,  Dean  H.  G. 
Hewitt;  Yale  University  School  of  Medicine,  Dr. 
Desmond  D.  Bonnycastle. 

The  following  were  also  present:  iVlr.  Felix  Blanc, 
representing  the  Pharmacy  Commission;  Dr.  Barnett 
Greenhouse,  chairman  of  the  Joint  Committee  of 
the  State  Medical  Society  and  the  Pharmaceutical 
Association;  Dr.  James  C.  Hart,  representing  the 
State  Department  of  Health;  Mr.  Herbert  Plank, 
representing  the  Food  and  Drug  Commission. 

“veterinary  use”  drugs 

There  was  considerable  general  discussion  of  this 
topic,  but  no  action  was  taken  by  the  Committee. 
Dr.  DeVita  said  that  the  veterinarians  were  consid- 
ering proposing  that  mastitis  remedies,  as  well  as 
estrogens  designed  to  be  implanted  into  poultry,  be 
required  to  be  dyed.  He  said  that  Canada  prohibited 
the  use  of  estrogens  in  poultry,  and  in  South  America 
there  had  been  claims  that  eating  “caponettes”  could 
produce  cancer.  If  the  mastitis  preparation  were 
dyed,  milk  from  udders  in  which  they  were  used 
would  not  be  drunk. 

An  official  Food  and  Drug  Commission  sample 
of  a “Veterinary  Penicillin  Dihydro-Streptomycin 


Ointment”  put  out  by  Farmers  Veterinary  Distribu- 
tors, P.  O.  Box  442,  New  Fondon,  Connecticut,  was 
displayed  by  Mr.  Plank.  This  product  was  enclosed 
in  a carton  labelled  only  \vith  a “No.  14”  and  the 
statement  “Tested  & Certified  by  U.  S.  Food  & 
Drug  Dept.”  Mr.  Plank  called  the  members’  atten- 
tion to  the  fact  that  not  only  was  such  a claim 
obviously  false,  but  the  law  specifically  forbade 
reference  to  acceptance  by  an  official  agency. 

Dr.  DeVita  noted  that  drugstores  must  be  licensed, 
while  grain  stores  could  handle  penicillin  and  other 
dangerous  drugs  (including  strychnine)  without 
licensing.  He  said  the  veterinarians  were  studying 
this  problem  with  the  intent  of  devising  a practical 
remedy. 

Mr.  Plank  said  that,  when  the  sulfa  drug  question 
came  up  some  years  ago,  some  poultry  producers  in 
the  northeastern  section  of  the  State  had  claimed  that 
they  could  get  these  drugs  in  sufficient  quantity 
only  from  grain  stores.  The  present  Federal  ruling 
was  that  any  drug  other  than  those  for  intravenous 
injection  could  be  sold  over  the  counter  if  marked 
“For  Veterinary  Use”  and  accompanied  by  direc- 
tions for  use. 

Prof.  Fenney  remarked  that  the  question  boiled 
dowTi  to  devising  some  way  of  ensuring  that  these 
veterinary  preparations  would  be  used  as  intended 
and  not  be  diverted  to  human  use. 

“dry-tabs” 

iMr.  Plank  passed  around  a sample  of  a product 
of  the  above  name,  manufactured  by  Gary  Pharma- 
cal  Company,  7508  Saginaw  Avenue,  Chicago  49, 
Illinois.  The  label  described  the  “Dry-Tabs”  as  “An 
aid  to  help  curb  functional  Bedwetting  when  due 
to  emotional  or  nervous  tension  or  habit  only,”  and 
stated  the  active  ingredient  to  be  % grain  ephedrine 
sulphate  per  tablet.  The  21 -tablet  plastic  vial  sold 
for  $3. 

Mr.  Plank  asked  the  Committee’s  opinion  on 
whether  these  tablets  would  work  and  whether  they 
were  safe.  The  members  all  felt  the  “Dry-Tabs” 
were  ineffectual  and  not  the  best  treatment,  but  that 
it  would  be  hard  to  substantiate  this  belief. 

It  was  voted  that  the  secretary  be  directed  to 
write  the  Connecticut  pediatricians’  group  and  ask 
their  opinion  on  “Dry-Tabs.” 

THE  ASSMAR  HICCUP-CURING  MACHINE 

iVIr.  Plank  submitted  a new  spaper  article  concern- 
ing this  device,  and  remarked  that  the  man  who 
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invented  it  was  over  a doctor’s  office  and  he  under- 
stood the  doctor  recommended  it.  Dr.  Hart  added 
that  he  understood  there  u'as  no  fee  involved. 

It  was  voted  that  a subcommittee  composed  of 
Dr.  Hart  (chairman),  Dr.  Greenhouse  and  Dr.  Wed- 
hero-  be  appointed  to  look  into  this  question  and 
report  to  the  next  meeting. 

“delicate” 

Mr.  Plank  showed  the  members  a sample  of  this 
product,  which  is  composed  of  an  extremely  small 
package  into  which  is  compressed  a sanitary  napkin 
and  belt. 

Education  in  Polio  Care 

During  the  week  of  April  5 an  institute  on  the 
nursing  care  of  the  poliomyelitis  patient  was  held  at 
the  Hartford  Hospital  under  the  auspices  of  the 
Division  of  Nursing  Services  of  the  Connecticut 
League  for  Nursing  in  cooperation  with  the  Con- 
necticut State  Medical  Society,  the  Connecticut  Hos- 
pital Association,  and  the  Hartford  Chapter  of  the 
National  Foundation  for  Infantile  Paralysis.  Miss 
Mary  E.  Brackett,  r.n.,  associate  director  of  nursing- 
service  at  the  Hartford  Hospital,  w-as  general  chaii- 
man  for  the  Institute.  The  purpose  of  the  Institute 
was  to  educate  nurses  in  modern  methods  of  polio 
care  in  preparation  for  the  acceptance  of  acute  and 
convalescent  poliomyelitis  cases  in  general  hospitals. 

Forty-six  nurses  enrolled  in  this  Institute.  They 
represented  Hartford  Hospital,  Grace-New  Haven 
Hospital,  Mt.  Sinai  Hospital,  St.  Francis  Hospital, 
Sharon  Hospital,  Johnson  Memorial  Hospital  in 
Stafford  Springs,  Manchester  Memorial  Hospital, 
Middlesex  Memorial  Hospital  in  Adiddletown,  Char- 
lotte Hungerford  Hospital  in  Torrington,  New 
Britain  General  Hospital,  Bristol  Hospital,  St.  Mary  s 
Hospital  in  Waterbury,  Bradley  Memorial  Hospital 
of  Southington,  Aleriden  Hospital  and  Lawrence 
Memorial  Hospital  in  New  London. 

At  the  opening  session  the  first  evening  more  than 
125  medical  officials  from  the  northern  half  of  Con- 
necticut discussed  the  care  of  polio  patients. 

Dr.  James  C.  Hart,  director  of  the  Bureau  of 
Preventable  Disease  in  the  Connecticut  State  De- 
partment of  Health,  reported  that  of  the  335  polio 
cases  handled  by  Connecticut  hospitals  in  1953,  149 
were  handled  by  the  McCook  Hospital.  Grace-New 
Haven  Hospital  had  34,  Norwalk  Hospital  30, 
Waterbury  Hospital  24,  Englewood  Hospital  18, 


Bridgeport  Hospital  13,  Stamford  Hospital  13,  Mit- 
chell Isolation  Hospital  12,  St.  Mary’s  Hospital  7, 
and  Hartford  Hospital  5.  The  remaining  cases  were 
spread  over  18  other  hospitals. 

The  evolution  of  isolation  hospitals  from  the  pest 
houses  of  the  Middle  Ages  to  the  present  day  where 
they  are  being  incorporated  in  the  wards  of  general 
hospitals  was  described  by  Dr.  Alfred  L.  Burgdorf, 
moderator  of  the  meeting  and  director  of  health  in 
Hartford. 

Richard  West,  superintendent  of  the  Norwalk 
Hospital,  and  Aliss  Lillian  Reiners,  r.n.,  director  of 
nursing  for  Norwalk  Hospital,  outlined  procedure 
for  caring  for  polio  patients  in  their  hospital.  They 
said  when  they  began  admitting  polio  patients  nearly 
seven  years  ago  they  had  to  start  off  by  selling  the 
idea  to  their  medical  and  nursing  staffs.  Then  they 
had  to  train  the  personnel.  They  now  feel  that, 
through  their  program  of  caring  for  Norwalk’s  polio 
patients,  they  are  discharging  a community  respon- 
sibility. They  said  the  assumption  of  this  respon- 
sibility has  developed  good  public  relations  for  the 
hospital. 

Assisting  Miss  Brackett,  general  chairman  of  the 
Institute,  was  Miss  Marie  Kennedy,  r.n.,  Newington 
Home  and  Hospital  for  Crippled  Children  as  chair- 
man of  the  nurse  faculty.  Faculty  members  were 
Miss  Doris  Langdon,  r.n..  State  Department  of 
Health;  Miss  Freda  Pongratz,  r.n.,  St.  Francis  Hos- 
pital School  of  Nursing  clinical  instructor;  Miss 
Katherine  Davis,  r.n.,  administrative  supeiwisor  of 
children’s  nursing  service,  Grace-New  Haven  Hos- 
pital; Miss  Sarah  C.  Johnson,  physical  therapist, 
Connecticut  State  Department  of  Health,  and  Miss 
Francis  Tappen,  technical  director.  University  of 
Connecticut  School  of  Physical  Therapy;  and  a 
representative  of  the  Nurse  Advisory  service  for 
orthopedics  and  poliomyelitis  of  the  National  League 
for  Nursing. 

During  the  sessions  the  following  physicians  par- 
ticipated: Wilson  F.  Smith,  who  spoke  on  “General 
Medical  Care  of  Acute  Poliomyelitis;”  Carl  Hellijas, 
“The  Mechanics  of  Respiration;”  Frank  Jones, 
“Orthopedic  Care  During  Convalescent  and  Recon- 
structive Stages;”  John  C.  Allen,  “Physical  Medicine 
Responsibilities  and  Orthopedic  Appliances;”  and 
James  C.  Fox  on  “Psychological  Aspects  of  Polio 
From  Standpoint  of  Patient,  Family  and  Nurse.” 

A tea  was  given  by  the  local  chapter  of  the  Na- 
tional Foundation  on  April  8 at  the  Hotel  Bond. 


444 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


THE  HISTORIAN’S  NOTE  BOOK 


•vN  < x < X -V  xN 'K  V < X nN  <<  NN  <N><cN<'<><N><N><><> 


CALEB  HILLIER  PARRY,  THE  DISTINGUISHED  OLD  BATH  PHYSICIAN 

George  Blumer,  m.d.,  Smi  Marino^  California 


Axyonf,  who  had  the  privilege  of  serving  under 
William  Osier,  either  as  a student  or  a house 
officer,  was  bound  to  hear  of  Caleb  Hillier  Parry. 
Dr.  Osier  usually  spoke  of  him  as  “the  distinguished 
old  Bath  physician,”  and  loved,  with  a twinkle  in 
his  eye,  to  roll  out  his  name  in  sonorous  tones.  “The 
Chief”  w as  a great  admirer  of  Dr.  Parry  and  the  two 
men  had  many  characteristics  in  common;  both 
were  of  Celtic  origin.  Osier  Cornish,  Parry  Welsh; 
both  were  inveterate  workers;  both  were  keen  ob- 
servers of  disease;  both  were  kind  and  considerate 
to  their  patients;  and  both  had  a touch  of  a puckish 
sense  of  humor. 

The  Parry  family  had  at  one  time  owned  large 
tracts  of  land  in  Wales  but,  being  exceedingly  pro- 
lific, these  had  in  time  become  so  split  up  by  succes- 
sive inheritances  as  to  disappear  as  large  holdings. 
Caleb  Hillier  Parry  was  the  eldest  of  a family  of 
three  sons  and  seven  daughters  and  had  himself  four 
sons  and  five  daughters.  His  father,  Joshua  Parry,  a 
Presbyterian  minister,  is  said  to  have  possessed  a 
good  deal  of  literary  ability  which,  according  to  Dr. 
Rolleston,  he  dissipated  in  fugitive  pieces:  political, 
metaphysical,  and  satirical.  His  mother  was  the 
daughter  of  Caleb  Hillier,  after  whom  she  named  her 
eldest  son.  After  Caleb  Hillier’s  death  his  namesake 
inherited  from  him  large  estates  in  Gloucestershire, 
evidently  not  far  from  Bath  which,  while  in  Somer- 
setshire, is  only  a few  miles  from  the  Gloucestershire 
border. 

Caleb  Hillier  Parry’s  preliminary  education  was 
initiated  in  Cirencester  where  he  was  born  in  Octo- 
ber 2 1,  1755.^^  There  he  was  schooled  under  a Mr. 
Washburn  and  there  too  Edward  Jenner  was  a 
schoolmate.  Later  he  was  sent  to  the  Dissenter’s 
School  at  Warrington  in  Lancashire  where  he  came 
under  the  influence  of  John  Aikin,  a distinguished 
graduate  in  Divinity  of  Aberdeen  University  and 
the  divinity  tutor  at  Warrington  Academy.  His 
medical  education  began  at  the  Edinburgh  Medical 
School  which  he  entered  in  1773  and  left  temporarily 
in  1775.  This  was  at  a period  when  the  celebrated 


William  Cullen  was  the  Professor  of  the  Theory  of 
Physic,  one  of  the  first  teachers  in  Great  Britain  to 
give  clinical  lectures  in  the  vernacular  instead  of  in 
Latin.  In  1775  Parry  moved  to  London  where  he 
was  associated  with  Thomas  Denman  the  elder, 
physician-accoucher  to  the  Middlesex  Hospital. 
Some  time  in  1777  he  returned  to  Edinburgh  and  in 
1778  obtained  his  m.d.  degree,  his  inaugural  thesis 
being  on  rabies.  While  there  he  was  elected  president 
of  the  Medical  Society  of  Edinburgh,  a post  which 
Dr.  Rolleston  says  was  frequently  “a  nursery  for 
later  medical  leaders.” 

In  October  1778  Dr.  Parry  married  a daughter  of 
John  Rigby  of  Lancaster.  She  is  described  as  beauti- 
ful and  amiable,  and  evidently  had  a good  deal  of 
charm,  just  the  kind  of  wife  he  needed  in  Bath,  the 
ancient  Aquae  Calidae  or  Aquae  Solis  of  the  time  of 
the  Roman  occupation  of  Britain.  The  city,  situated 
on  the  river  Avon  in  Somersetshire,  was  a health 
resort  w'ith  thermal  springs  and,  at  the  time  Dr. 
Parry  and  his  bride  settled  there  in  1779,  after  a tour 
of  important  medical  centers  on  the  Continent  of 
Europe,  Bath  was  still  frequented  by  many  promi- 
nent people.  No  doubt  a woman  with  Mrs.  Parry’s 
amiability  and  charm  was  a great  social  asset  to  her 
husband  who,  in  the  course  of  years,  met  many 
celebrities  and  doubtless  was  the  medical  adviser  to 
some  of  them.  Being  of  an  enquiring  mind  Dr.  Parry 
picked  up  from  these  visitors  a great  deal  of  informa- 
tion, especially  regarding  military  and  naval  life,  as 
is  recorded  by  Dr.  Rolleston. 

Almost  every  young  man  beginning  his  career  as 
a physician  in  a strange  city  takes  time  to  gain  a 
foothold  on  the  first  rung  of  the  ladder  of  success 
and  Caleb  Hillier  Parry  w^as  no  exception.  Howeyer, 
it  is  evident  that  he  got  a quicker  than  average  start 
and  his  progress  was  recorded  as  rapid.  After  ten 
years  his  professional  income  exceeded  fifteen  hun- 
dred pounds  per  annum,  a comfortable  sum  in  those 
days,  and  he  eventually  earned  as  much  as  six  hun- 
dred pounds  a month. 

Dr.  Parry  was  an  inveterate  notetaker  and  a 


APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer;! 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 
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APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION, 

RETINAL  HEMORRHAGES* 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 
giddiness,  paresthesias,  transient  pareses, 
and  encephalopathies;  some 
evidence  of  improved  mental  alacrity. 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Ejfects:  Side  effects  "minor,  transient,  or  remediable’’  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome’’— involving  malaise  and  muscle  and  joint  pain  (see  note)— observed. 


NOTE : Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  ciba  representative  or  write  Medical  Service  Division, 
CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED!  Apresoline  hydrochloride  (hydralazine 
hydrochloride  ciba)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 

1.  TAYLOR,  R.  0.,  DUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  I.  H.:  ARCH.  INT.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE":  BEDELL,  A.  J.:  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATED  PATIENTS. 
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REPORT  ON  EFFECTIVE  ANTIHYPERTENSIVE  g PRODUCT  OF  CIBA  RESEARCH 


ALLEVIATES  HAY  FEVER,  OTHER  RESPIRATORY  ALLERGIES 


The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzamine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples;  Loveless  and  Dworin’^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 
Feinberg-  noted  relief  in  82%  of  254  cases;  Gay  and  associates^ 
in  76%  of  51  cases;  Arbesman  and  colleagues^  in  84%  of 
106  cases.  In  a later  study  Arbesman^  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . .”  Side  effects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 
Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten'^  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

Foster®  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 
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PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


for  children  and  for  adults 
who  can  be  maintamed 


on 


e or 


who  experience  side  effects 
from  the  usual  dosage 


Supplied:  Pyribenzamine  hydrochloride  2 5 -mg. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1-ml.  ampuls. 
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PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA) 
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For  complete  information  on  Pyribenzamine  ask 

your  CIBA  representative  or  write  Medical  Service  Division, 

CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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NCREASES  PERIPHERAL  BLOOD  FLOW! 


Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action: 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Effects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


age  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week— increased  thereafter  to 
50  mg.  four  times  daily— 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED!  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  10-ml.  multiple-dose  vials,  25  mg.  per  ml. 

Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  in  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 
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AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
for  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 


RE^PORT  EFFECTIVE  PERIPHERAL  VASODILATOR  PRODUCT  OF  CIBA  RESEARCH 


CALEB  HILLIER  PARRY  — B L U M E R 
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voluminous  writer  and  was  a member  of  a medical 
society  of  dve  members  which  met  thrice  annually, 
usually  at  Rodhorough  in  Gloucestershire.  They 
were  intimate  friends,  some  like  Jenner  former 
schoolmates,  others  men  whose  professional  attain- 
ments he  admired.  Beside  Drs.  Jenner  and  Parry 
there  were  Dr.  Hickes  of  Bristol,  Dr.  Ludlow  of 
Corsham  and  Mr.  Patherus,  doubtless  a surgeon,- 
of  London.  While  it  is  doubtful  that  they  always  saw 
eye  to  eye  on  professional  matters,  such  a group, 
capable  of  disagreement  without  acrimony,  no  doubt 
stimulated  and  educated  each  other. 

According  to  his  life  history  in  the  Dictionary  of 
National  Biography,  Dr.  Parry’s  most  important 
work  was  his  “Experimental  Inquiry  into  the  Nature, 
Cause,  and  Varieties  of  the  Arterial  Pulse;  and  into 
Certain  Other  Properties  of  the  Larger  Arteries,  in 
Animals  with  Warm  Blood.”  I suspect  the  reason  for 
this  appraisal  was  the  fact  that  it  was  based  on  experi- 
mental work  and  that  even  in  those  days  experi- 
mentation was  more  highly  regarded  than  clinical 
research.  The  book  is  clearly  written  and  shows  that 
arteries  do  not,  as  one  might  suppose,  show  visible 
pulsation  or  movement  when  exposed,  although  the 
pulse  can  easily  be  felt  by  palpation.  These  vessels 
may  shift  with  respiration  except  during  the  brief 
period  of  apnea.  The  second  part  of  the  book  is 
concerned  with  descriptions  of  the  anatomy,  histol- 
ogy, and  chemistry  of  the  different  coats  of  vessel 
w alls.  In  the  course  of  the  w ork  Dr.  Parry  com- 
ments on  the  use  of  the  term  hisns  naturae  by  cer- 
tain wndters  w ho  are  unable  to  explain  their  observa- 
tions. He  says:  “This  term,  lusus  naturae,  is  an  ex- 
tremely convenient  mode  of  cutting  a knot,  wdiich 
we  have  not  the  ingenuity  or  the  patience  to  untie.” 

Dr.  Parry  is  best  knowm  for  his  clinical  observa- 
tions on  exophthalmic  goiter,  angina  pectoris,  and 
rabies  and  tetanus. 

He  first  noted  the  clinical  picture  of  exophthalmic 
goiter  in  1786  but  did  not  fully  recognize  it  until 
1813  at  wiiich  time  physiologists  had  not  discovered 
the  function  of  the  thyroid  gland.  How^ever,  as 
Fielding  Garrison  points  out,  his  notes  on  the  disease 
taken  in  1786  are  so  complete  and  original  that  they 
more  justly  entitle  him  to  the  honor  of  its  discovery 
than  the  accounts  later  published  by  Joseph  Flavani 
(1800),  Robert  James  Graves  (1835)  or  Carl  Adolf 
Basedow  (1840). 

Dr.  Parry’s  account  of  angina  pectoris,  which  he 
called  Syncope  Angens  because  Anginosa  is  not 
strictly  Latin,  was  published  in  1799  after  being 


read  to  his  small  medical  group.  William  Heberden 
the  Elder  had  recorded  20  cases,  but  no  autopsies,  in 
1768.  Edward  Jenner,  one  of  the  group,  had  already 
concluded  that  angina  was  due  to  coronary  artery 
disease  but  had  deferred  publication  of  this  view 
because  he  feared  it  would  have  an  untoward  effect 
on  his  old  friend  John  Hunter,  a victim  of  the  disease. 
As  a matter  of  fact.  Hunter  had  done  an  autopsy  on 
a patient  of  John  Fothergill  who  died  of  angina 
pectoris,  and  had  himself  found  coronary  disease  and 
this  only  three  years  after  he  had  developed  it.  Caleb 
Parry  had  also  autopsied  some  of  his  patients  and 
knew  of  the  association  with  disease  of  the  coronary 
arteries. 

Caleb  Parry’s  account  of  rabies  and  tetanus  was 
really  a study  of  a disease  in  wdiich  he  had  long  been 
interested  for,  as  already  recorded,  his  inaugural 
dissertation  w'as  on  rabies.  In  his  book  he  not  only 
graphically  described  cases  of  hydrophobia  and  lock- 
jaw'  but  emphasized  certain  facts,  of  wdiich  perhaps 
the  most  important  was  that  of  persons  bitten  by 
rabid  animals  only  a small  percentage  developed  the 
disease.  He  clearly  diflerentiated  rabies  from  tetanus, 
the  great  difference  in  the  period  of  incubation  of 
the  two  diseases  being  emphasized  as  one  very  im- 
portant point.  He  also  described  pseudo-rabies  in 
neurotics  w ho  had  been  bitten  and  feared  the  disease, 
and  he  pointed  out  also  that  the  supposedly  curative 
value  of  many  popular  remedies  was  entirely  fal- 
lacious because  most  people  who  had  been  bitten  by 
rabid  animals  did  not  develop  the  disease  at  all.  He 
plainly  stated  that  the  mortality  of  real  rabies  w^as 
100  per  cent. 

In  the  course  of  his  life  Dr.  Parry  made  other 
observations  of  interest:  In  1814  he  described  the 
first  recorded  cases  of  facial  hemiatrophy;  in  1825 
he  described  idiopathic  dilatation  of  the  colon;  he 
claimed  that  globus  hystericus  w as  due  to  an  actual 
spasm  of  the  upper  air  passages  and  could  be  alle- 
viated by  pushing  the  larynx  dowmw^ard.  His  insight 
into  w'hat  is  now  known  as  psychosomatic  medicine 
is  show  n by  a remark:  “It  is  much  more  important 
to  know  w hat  sort  of  a patient  has  a disease,  than 
wdiat  sort  of  a disease  a patient  has.”  He  w'as  indeed 
a master  clinician. 

In  spite  of  his  medical  activities  Caleb  Parry  found 
time  to  cultivate  some  hobbies.  Lie  made  a laroe 
collection  of  the  fossils  of  Gloucestershire,  but  his 
main  hobby  was  agriculture,  including  animal  hus- 
bandry. Lie  bought  a farm  near  Bath  wliere  he  bred 
sheep  w ith  the  idea  of  improving  the  (juality  of  their 
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wool,  and  he  practised  scientific  farming.  He  was  a 
member  of  several  agricultural  societies.  All  in  all  an 
extraordinary  individual.  He  died  March  9,  1822,  six 
years  after  a stroke  which  left  him  with  right  sided 
hemiplegia  and  partial  aphasia  but  did  not  impair 
his  mental  activities  nor  his  sense  of  humor.'^ 

REFERENCES 

1.  English  towns  \\  irli  names  ending  in  Cester,  Cliester  or 
Caster  w'ere  Roman  camps  during  the  Roman  occupation  of 
Britain. 

2.  The  Britisli  call  surgeons  Mister  not  Doctor. 

3.  Dr.  Humphrey  Rolleston’s  article  in  Annals  of  Medical 
History,  1925,  Vol.  7,  No.  3,  is  the  most  elaborate  article  on 
Caleb  Hillier  Parry  hut  is  somewhat  cursive.  Volume  15  of 
the  Dictionary  of  National  Biography  also  contains  a long 
account  of  his  life,  and  Munk’s  history  of  the  College  of 
Physicians,  2d  Edition,  Vol.  2,  page  385,  1878  contains  a 
valuable  biography. 


Filter  Holder  Most  Effective 

An  American  Medical  Association  study  indicated 
recently  that  a cigarette  holder  using  a second 
cigarette  inside  the  cylinder  as  a filter  is  more  effec- 
tive in  screening  out  nicotine  and  tars  than  four 
other  filter  type  holders  tested. 

Two  of  the  holders  tested  used  a metal  trap  like 
those  found  in  many  pipes,  the  third  used  a cylin- 
drical paper  filter  and  contained  a number  of  small 
paper  baffles,  while  the  fourth  was  filled  with  gran- 
ules of  silica,  which  filtered  the  smoke. 

Dr.  Walter  Wolman,  ph.d.,  director  of  the  AiMA 
Chemical  Laboratory,  said  tests  of  the  holders  on  a 
smoking  machine  showed: 

One  filter  holder  using  a metal  trap  screened  out 
5 per  cent  of  the  nicotine  and  8 per  cent  of  the  tars; 
the  second  metal  trap  holder  screened  out  4 per  cent 
and  1 1 per  cent;  the  paper  filter,  7 per  cent  and  9 per 
cent;  the  silica  granules  filter  14  per  cent  and  21  per 
cent  and  the  cigarette  filter,  41  per  cent  of  both 
nicotine  and  tars. 

The  report  of  the  study,  published  in  the  AM  A 
Jo'ierval,  said  all  types  of  holders  except  the  cigarette 
filter  holder,  lost  some  efficiency  after  five  cigarettes 
were  smoked. 

Responsibility  of  the  Surgeon 

In  a report  from  the  Committee  on  Third  Party 
Payments  to  the  Council  of  the  State  Aledical  Society 


made  several  months  ago  certain  recommendations 
were  made  which  would  permit  members  of  the 
resident  house  staff  of  any  hospital  to  bill  patients 
with  prepayment  surgical  insurance  upon  whom 
they  performed  surgical  operations,  or  would  per- 
mit a hospital  to  bill  such  patients  and  turn  over  the 
funds  thus  received  to  the  staff  for  use  in  a program 
of  medical  education  in  that  particular  hospital.  Both 
these  procedures  were  objected  to  by  some  members 
of  the  Council.  Attention  was  called  to  the  fact  that 
certain  insurance  companies  will  now  pay  surgeons 
who  signify  in  writing  that  they  were  personally 
responsible  for  such  surgery  performed  by  members 
of  the  resident  house  staff,  even  though  they  did  not 
themselves  actually  perform  the  operation.  It  was 
also  pointed  out  that  one  of  the  principal  voluntary 
prepayment  insurance  carriers,  Connecticut  Adedical 
Service,  does  not  have  a claim  form  which  permits 
this  procedure.  This  latter  carrier  was  therefore 
approached  and  in  order  to  settle  the  question  legal 
advice  was  sought  by  the  director  of  CMS.  The 
correspondence  is  self  explanatory  and  is  reproduced 
here. 

February  5,  1954 

iVIr.  William  B.  Gumbart 
New  Haven,  Connecticut 

Dear  iVIr.  Gumbart: 

We  would  appreciate  your  opinion  regarding  the 
following: 

The  present  CMS  claim  form,  a copy  of  which  is 
attached,  requires  the  attending  physician  to  certify 
that  he  has  “performed”  the  services  for  which  pay- 
ment is  requested. 

We  have  been  asked  if  it  is  possible  for  CMS  to 
make  payment  on  claims  whereon  the  physician 
signing  the  claim  form  indicates  that  he  was  “respon- 
sible for”  the  services  for  which  payment  is  re- 
quested. 

The  request  seems  to  arise  from  the  situation 
which  exists  in  some  hospitals  where  doctors  of 
medicine  in  training  programs  render  certain  profes- 
sional services  as  part  of  their  training,  the  respon- 
sibility for  which  is  assumed  by  a staff  physician. 
In  some  instances,  the  so-called  “responsible”  physi- 
cian is  in  immediate  attendance  at  the  time  the  serv- 
ices are  rendered  by  the  physician  in  training;  in 
other  instances  it  is  my  understanding  that  the 
“responsible”  physician  is  not  present,  and  in  some 
cases  may  not  even  be  in  the  hospital. 


MAY,  NINETEEN  HUNDRED  AND 


EIFTY-FOUR 


451 


I be  pleased  to  discuss  the  matter  with  you  at 
your  convenience  if  you  tvould  like  to  do  so. 

\"cry  truly  yours, 

/s/  VV.  H.  Horton,  m.d.. 
Executive  Director 

February  1 1,  1954 

Dr.  W.  H.  Horton, 

New  Haven  9,  Connecticut. 

Dear  Dr.  Horton: 

This  is  in  reply  to  your  letter  of  February  5,  1954, 
concerning  the  question  whether  CMS  should  make 
payment  of  claims  where  the  physician  making  the 
claim  did  not  perform  the  operation,  but  merely 
states  that  he  was  responsible  for  it.  This  will  con- 
firm the  conclusion  reached  at  our  discussion  of  the 
matter. 

In  my  opinion  it  would  be  inimical  to  the  best 
interests  of  Connecticut  A'ledical  Service  to  pay  such 
claims.  It  also  seems  to  me  that  it  would  be  contrary 
to  the  public  interest,  and  since  we  are  a nonprofit 
tax  free  institution,  we  should  be  especially  con- 
cerned with  the  public  interest.  The  proposal  would 
open  the  door  to  bad  practices,  some  of  which  have 
been  recently  exposed. 

I enclose  two  extra  copies  of  this  letter  for  your 
convenience. 

Very  truly  yours, 

/s/  W.  B.  Gumbart 

New  Trustees  to  Yale  Medical  Library 
Associates 

Gilbert  W.  Heublein  and  John  C.  Leonard  of 
Hartford  and  Edward  Ottenheimer  of  Willimantic 
were  recently  elected  new  trustees  of  the  Associates 
of  the  Yale  Medical  Library  to  replace  those  whose 
terms  had  expired. 

Herbert  Thoms  of  New  Haven  was  re-elected 
chairman  for  another  term  and  the  secretary  re- 
ported that  Samuel  C.  Harvey’s  widow  had  given 
$1,500  to  establish  a book  fund  in  memory  of  Dr. 
Harvey. 

Court  Halts  "Electronic”  and  "Orgone 
Energy”  Cures 

Thirteen  electrical  devices  which  have  been  wide- 
ly distributed  for  the  diagnosis  and  treatment  of 
serious  diseases  were  barred  from  shipment  in  inter- 
state commerce  by  an  injunction  decree  entered 


Adarch  16  in  the  Federal  district  court  at  San 
Francisco. 

The  Electronic  Aledical  Foundation  of  San  Fran- 
cisco consented  to  the  entry  of  the  decree,  which 
is  also  binding  upon  the  officers  of  the  Foundation 
and  all  persons  in  active  concert  or  participation 
with  them. 


The  Food  and  Drug  Administration,  U.  S.  De- 
partment of  Health,  Education,  and  Welfare,  which 
initiated  the  injunction  suit,  estimates  that  there  are 
about  5,000  of  the  devices  now  in  the  offices  of 
various  fringe  practitioners  throughout  the  coun- 
try. The  names  of  the  machines  are  as  follows: 


Oscilloclast 

Oscillotron 

Regular  Push  Button  Short- 
wave Oscilloclast 
Sweep  Oscillotron 
Sinusoidal  Four-in-One 
Shortwave  Oscillotron 
Galvanic  Five-in-One 
Shortwave  Oscillotron 


Depolaray 
Depolatron 
Depolaray  Chair 
Depolatron  Chair 
Depolaray  Junior 
Electropad 

New  Depolaray  Junior 


In  addition  to  these  machines  the  decree  bans 
interstate  shipment  of  “Blood  Specimen  Carriers” 
for  use  in  a diagnostic  machine,  the  Radioscope, 
which  is  maintained  at  the  Foundation’s  offices  in 
San  Francisco.  It  also  bans  the  shipment  of  any  simi- 
lar electrical  devices  for  producing  or  measuring 
low-power  radio  waves  or  magnetic  energy  or  any 
accessories  or  parts  of  such  devices. 

The  Government  charged  that  all  the  devices  are 
misbranded,  since  they  are  not  capable  of  diagnosing 
or  curing  any  disease,  much  less  the  hundreds  of 
serious  diseases  which  it  was  claimed  they  will  diag- 
nose and  treat  effectively.  According  to  FDA  in- 
vestigators, the  Foundation  claimed  it  could  diag- 
nose any  disease  from  dried  blood  samples  sent  in 
through  the  mails.  Some  of  the  results  of  their 
sleuthing:  diagnosis  of  arthritic  involvement  in  right 
leg  (but  subject’s  right  leg  had  been  amputated 
years  before);  blood  from  cadaver  brought  finding 
of  colitis;  spot  of  coal  tar  dye,  purportedly  taken 
from  a woman,  elicited  diagnosis  of  toxemia.  Thera- 
peutic machines  marketed  by  the  firm  tvere  found 
worthless  by  FDA,  though  literature  recommended 
them  for  enlarged  prostate,  mastoiditis  and  cancer. 

“Orgone  energy”  devices  misbranded  with  cura- 
tive claims  were  barred  from  interstate  commerce 
by  a permanent  injunction  order  issued  A larch  19 
in  the  Federal  district  court  at  Portland,  Alainc,  by 
(Concluded  on  ^60) 
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Special  Article 

HOW  TO  DIE  LIKE  A MILLIONAIRE 

Charles  T.  Kingston,  Jr.,  Hartford 


FOREWORD 

The  information  in  this  article  was  developed  with 
the  complete  cooperation  of  the  staff  of  the  Hartford 
County  Medical  Association.  They  made  available 
to  us  the  obituary  hies  of  the  Association  for  the 
period  January  i,  1940  to  May  i,  1953.  addition 
we  reviewed  the  records  of  the  Probate  Court  for 
Hartford  County. 

Statistics  developed  from  this  research  can  not  be 
considered  conclusive.  We  studied  only  the  estates 
of  members  of  the  Association  who  died  during  the 
period  under  scrutiny.  In  all  w'e  reviewed  144  pro- 
bates hies— hardly  a sufficient  number  upon  which  to 
develop  hrm  statistical  data.  Yet  the  things  we  did 
learn  are  of  inhnite  value  to  us  since  w'e  do  special- 
ize in  estate  planning  for  professional  persons. 

We  refer  to  this  experience  as  an  “Economy 
Autopsy.”  By  learning  wdrat  problems  w ere  involved 
in  settling  the  estates  of  these  144  doctors,  our 
recommendations  to  our  clients  are  far  more  realis- 
tic and  inhnitely  more  constructive  than  would 
otherwise  be  possible. 

The  doctor-millionaire  who  made  his  money  from 
his  practice  is  as  rare  as  a dinosaur,  our  recently 
made  survey  of  probate  court  records  in  Hartford 
County  (Connecticut)  has  revealed.  From  1940  to 
1953,  only  1.6  out  of  1 00  Hartford  County  Medical 
Association  doctors  left  estates  in  e.xcess  of  $1,000,- 
000— and  only  one  of  them  accomplished  this  feat 
through  his  professional  earning  power.  Incidentally, 
estate  taxes  and  other  settlement  expenses  consumed 
$575,915  of  what  he  left. 

REST  YEARS  W’ERE  2o’s  AND  30’s 

Those  who  did  accumulate  sizable  estates  had 
their  peak  productivity  in  the  1920’s  and  1930’s— 
when  personal  income  taxes  and  business  expenses 
were  smaller.  A hypothetical  example:  the  doctor 


1 he  Author.  Proprietor,  Charles  Kingston  Psr 
Associates,  Personal  Estate  Planners  and  Personal 
Insurance  Counselors 


SUMMARY 

A recent  analysis  of  the  Probate  Court  records  for 
Hartford  County  reveals  rather  conclusively  that  medi- 
cal men  need  professional  help  in  their  financial  plan- 
ning from  the  very  moment  they  start  to  practice. 
Depreciation  in  value  and  various  taxes  consumed 
much  of  the  physicians’  estates. 

There  are  two  vulnerable  age  periods  for  physicians, 
4 1 to  50  and  6l  to  70.  In  many  cases  no  will  had  been 
made,  thus  creating  a problem.  There  are  certain  items 
which  a will  should  cover,  such  as  naming  the  executor, 
payment  of  mortgages,  planning  of  trusts,  and  making 
of  bequests. 

The  Annuity  Principle  is  outlined  and  the  best 
method  of  planning  an  estate  is  suggested.  Competent 
assistance  is  advised  in  estate  planning. 


w hose  practice  extends  from  January  1940  to  Janu- 
ary 1965  and  wdiose  net  income,  after  deducting 
business  expenses,  real  estate  taxes,  mortgage  interest, 
contributions,  etc.,  is  $15,000  each  year,  can  expect 
to  pay  income  taxes  totalling  $91,100*  over  this  span 
of  time  (based  on  the  present  income  tax  structure). 
On  the  other  hand,  a doctor  practicing  from  1915 
to  1940  whose  net  income  was  $15,000  each  year, 
would  have  paid  approximately  $20,350*  in  taxes 
during  that  25  year  period.  Ergo,  he  could  leave  a 
sizable  estate  by  saving  no  more  than  today’s  practi- 
tioner pays  in  income  taxes. 

I 3 PER  CEN  T IN  DEBT  A t DEATH 

Despite  the  opportunities  to  accumulate  w^ealth 
during  the  early  decades  of  this  century,  13  per 
cent  of  Hartford  County  doctors  were  in  debt  at 
death,  31  per  cent  left  estates  less  than  $10,000  and 
83  per  cent  died  leaving  less  than  $100,000. 

*A  married  man  without  children 
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Estates  SEHijECT  to  Probate 


GROSS  VALETE  I^ERCENTAGE 


Less  than  $10,000 31 

I 10,001  to  $25,000 21 

$ 25,001  to  $50,000 15 

$ 50,001  to  $100,000 16 

$100,001  to  $300,000 10 

$300,001  to  $500,000 3.8 

$500,001  to  $1,000,000 1.6 

Over  $1,000,000 1.6 


to  be  a healthy  location  for  female  practitioners.  In 
only  54  per  cent  of  the  cases  studied  was  the  cause 
of  death  known,  but  where  known,  51.5  per  cent 
died  of  coronary  disease,  and  12  per  cent  from  cere- 
bral hemorrhage.  Furthermore,  Hartford  County 
doctors  do  leave  dependents.  Sixty-two  per  cent 
were  survived  by  a wife  and  from  one  to  seven 
children,  and  fourteen  per  cent  by  a wife  and  no 
children.  Only  1 2 per  cent  lived  longer  than  their 
wives. 


Total  100 

Sixty-seven  per  cent  of  the  estates  also  paid  a 
Connecticut  Succession  Tax  which  averaged  3.8  per 
cent.  Thirty-eight  per  cent  were  also  exposed  to  a 
Federal  Estate  Tax  liability  which  averaged  16.8  per 
cent. 

All  of  the  estates  were  subject  to  a depreciation  of 
at  least  12.3  per  cent  as  they  went  through  probate: 


AVERAGE 

AVERAGE  ESTATE  SETTLEMENT  COSTS  PERCENTAGE 

Bills  payable  2.6 

Funeral  expenses 1.2 

iMiscellaneous  administration  expenses 1.3 

Other  expenses  (lawyers,  appraisers,  etc.) 1.3 

Executor’s  or  administrator’s  fee 2.4 

Widow’s  allowance  during  estate  settlement 3.5 

Total  12.3 

In  summary  then: 

One-third  of  the  estates  depreciated 12.3 

Two-thirds  depreciated  at  least 16.1 

The  larger  estates  depreciated 32.9 


One-third  of  the  estates  depreciated 12.3 

Two-thirds  depreciated  at  least 16.1 

The  larger  estates  depreciated 32.9 


Mortality  by  Age  Groups 

PERIOD 

^STANDARD  HARTFORD 
MORTALITY  COUNTY 
TABLE  M.D.’S 

Between  age  41 

and  50 

7-7% 

i5-3% 

Between  age  51 

and  60 

14-1  % 

1 1 .9% 

Between  age  61 

and  70 

23.2% 

35-6°/o 

Between  age  71 

and  80 

27.0% 

25.4% 

Between  age  81 

and  90 

14.1% 

5.1% 

TWO  VULNERABLE  AGE  PERIODS 

Age  at  death  of  Hartford  County  physicians  com- 
pared to  the  Insurance  Commissioners’  Standard 
Table  of  Alortality  shows  that  there  are  two  vulner- 
able age  periods  for  medical  men— 41  to  50  and  6i 
to  70.  Incidentally,  five  female  doctors  died  at  an 
average  age  of  69^^  years.  Hartford  County  seems 

* Insurance  Commissioners’  Standard  Table  of  Mortality 


ABSENCE  OF  A WILL  CREATES  PROBLEMS 

In  the  matter  of  willmaking,  34  per  cent  of  the 
doctors  died  without  a will.  Sixty-seven  per  cent  of 
these  physicians  left  wives  and  children.  Under  Con- 
necticut law,  the  estate  is  divided  one-third  to  the 
spouse  and  two-thirds  equally  among  the  children. 
This  may  or  may  not  have  been  the  distribution  the 
doctor  desired.  Many  problems  may  arise  when  the 
ownership  of  property  vests  in  minor  children. 

Where  no  will  existed,  in  95  per  cent  of  the  cases, 
the  court  appointed  the  wife  as  administratrix  of  the 
estate.  In  only  four  cases  out  of  100  did  banks  get 
the  assignment. 

Where  the  decedent  had  given  some  thought  to 
his  will  and  to  the  distribution  of  his  estate,  trust 
companies  were  named  executor  in  exactly  one  out 
of  every  three  cases.  Nearly  as  many  ( 30  per  cent)  of 
those  who  died  testate— with  an  acceptable  will- 
created  testamentary  trusts  for  their  beneficiaries. 

CHECK  THESE  ITEMS  WHEN  MAKING  A WILL 

From  our  exposure  to  how  Hartford  County 
(Medical  Association  doctors  handled  their  estates 
we  have  developed  some  firm  convictions.  One  of 
the  most  important  is  this,  make  a will,  if  you  don’t 
have  one,  and  periodically  review  existing  instru- 
ments with  your  attorney  and  your  estate  planner. 
Discuss  the  following  items: 

M HO  IS  TO  BE  THE  EXECUTOR? 

There  are  about  46  mechanical  procedures  in- 
volved in  settling  an  estate.  If  you  name  your  wife, 
she  will  have  a tedious  and  unpleasant  task  at  a time 
when  she  is  least  fit  to  handle  it.  Consider  a corporate 
fiduciary  as  executor,  or  as  coexecutor  with  your 
xvife,  if  you  feel  that  she  should  have  this  respon- 
sibility. You  will  probably  not  lessen  settlement  costs 
by  naming  your  wife  as  executrix.  Our  statistics 
reveal  that,  while  you  may  save  an  executor’s  fee, 
she  in  turn  will  incur  legal  fees  and  other  expenses 
Avhich  tend  to  offset  any  savings  effected.  In  ITart- 
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ford  County,  at  least,  estates  are  settled  more  rapidly 
by  banks  than  by  any  variety  of  individual  executor. 

(iUARI'IAN  OF  MINOR  CIIIFDRFN 

Be  sure  to  name  the  person  you  would  prefer  to 
have  manai>e  property  for  minor  children.  ^ ou 
should  also  include  a statement  to  the  effect  that 
children  born  or  adopted  after  the  execution  of  the 
will  shall  not  invalidate  the  instrument  and  that  such 
children  are  to  share  etjually  with  others. 

.MORTG.4GES 

Consider  whether  or  not  the  executor  is  to  pay  off 
the  residential  mortgage  along  with  other  debts.  If 
he  is,  be  sure  that  he  has  enough  cash  assets  to  do  so. 
Otherwise,  direct  the  executor  to  pay  debts,  “except 
those  secured  by  mortgage,” 

ESTATE  TAXES 

Very  often  wills  direct  that  federal  estate  and 
state  succession  taxes  be  treated  as  an  expense  of 
administration  and  not  prorated  among  nor  charged 
to  any  beneficiaries.  This  may  facilitate  settlement, 
but  it  is  important  that  your  estate  planner  estimate 
what  these  tax  liabilities  and  other  settlement  ex- 
penses will  be.  Then  you  and  he  must  determine 
what  assets  are  to  be  used  to  pay  these  inescapable 
expenses.  Equally  important,  then,  is  the  ready  avail- 
ability of  funds  earmarked  for  this  purpose. 

TESTAMENTARY  TRUSTS 

The  idea  of  putting  property  into  trust  for  the 
family  appeals  to  many  persons.  It  also  has  decided 
tax  advantages  in  some  situations.  Estate  planners 
and  trust  officers  usually  recommend  trusts  of  differ- 
ent varieties  to  accomplish  specific  purposes.  Before 
creating  such  a trust,  determine  whether  your  estate 
will  be  more  valuable  to  your  heirs  in  such  a form. 
For  instance,  one  49  year  old  doctor  died  leaving  an 
estate  of  $19,864.69  to  be  in  trust  until  the  younger 
of  two  boys  attained  age  30.  Estate  settlement  costs 
totaled  $5,254.50.  Property  owned  jointly  with  his 
wife  and  given  outright  to  her  was  valued  at 
$7,388.63.  Only  $7,221.56  w as  left  to  be  turned  over 
to  the  trustees,  of  which  $6,504.38  constituted 
“Accounts  Receivable.”  Fortunately  the  receivables 
were  all  collected  but  such  a trust  serves  a doubtful 
purpose,  unless  there  are  very  unusual  circumstances. 
EX-WTVES 

If  you  are  paying  alimony  or  have  other  fixed 
obligations  to  a divorced  wife,  see  that  such  matters 


are  a part  of  your  estate  plan.  The  claims  of  an  ex- 
wife  for  maintenance  and  repairs  to  her  residence 
delayed  the  settlement  of  one  estate  for  over  four 
years. 

BEQUESTS 

Gifts  to  hospitals,  clinics,  charitable  institutions 
and  to  individual  persons  are  not  uncommon.  They 
are  usually  fixed  amounts.  It  is  our  suggestion  that 
you  first  determine  the  minimum  the  estate  wdll 
provide.  Then  calculate  how'  much  of  the  estate  your 
family  will  need.  What  is  left  can  be  divided  among 
your  pet  charities  and  favored  individuals.  However, 
it  is  wise  to  qualify  bequests  in  some  w'ay.  For 
instance,  ( i ) as  a percentage  of  the  estate  subject  to 
probate;  or  (2)  by  reducing  gifts  or  eliminating 
them,  if  the  estate  is  less  than  a specified  amount. 
If  gifts  are  fixed  at  the  time  of  the  will  making,  and 
if  later  your  estate  depreciates  drastically  in  value, 
the  payment  of  the  beejuests  may  penalize  the  family 
severely. 

COXIPETENT  MANAGEMENT  IS  VITAL 

Whether  your  estate  is  small  or  large,  you  should 
be  interested  in  preserving  anything  you  have  ac- 
cumulated. As  a matter  of  fact,  the  smaller  the  estate, 
the  more  vital  that  it  be  competently  managed.  A4il- 
lions  of  dollars  are  unnecessarily  dissipated  in  estate 
taxes  and  associated  settlement  expenses  simply  be- 
cause doctors  are  too  busy  wdth  their  day-to-day 
affairs  to  arrange  their  estate  in  the  best  and  most 
efficient  w^ay. 

Here  is  the  situation  of  the  typical  member  of  the 
Hartford  County  Medical  Association  (and  medical 
societies  every wdiere ) . Unless  he  knocks  himself  out 
betw^een  40  and  50,  he  has  a better  than  even  chance 
to  live  a full  life  span.  He  will  earn  a good  living  for 
about  25  years.  Then  younger  men  with  new  tech- 
niques wdll  come  up  and  he  will  slow  down.  His 
income  wdll  decrease  and  eventually  disappear  unless 
he  has  accumulated  some  kind  of  income-producing 
property  to  pick  up  the  slack  wTen  his  professional 
productivity  declines. 

Furthermore,  our  study  indicates  that  if  a fair 
sized  estate  is  developed,  it  w ill  depreciate  about  33 
per  cent  as  it  goes  through  probate— an  estate  is  prac- 
tically evaporated  in  three  generations.  The  day 
wTen  one  could  accumulate  property,  live  on  the 
income,  and  then  pass  on  the  property  intact  to 
succeeding  generations  is  gone. 
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IHF.  ANNUITY  PRINCIPLE 

The  1954  practitioner,  if  he  is  interested  in  protect- 
ing' himself,  can  develop  a minimum  percentage  of 
economic  independence  through  interest  on  capital 
and  the  gradual  liquidation  of  that  capital,  better 
know  n as  the  “Annuitv  Principle.”  He  should  com- 
bine that  general  economic  concept  w ith  life  insur- 
ance by  which  he  immediately  creates  an  estate  that 
serves  his  minimum  needs  and  he  then  pays  for  it  on 
the  installment  plan  during  his  productive  years. 
If  he  survives  the  rigorous  forties  and  less  hazardous 
fifties,  he  begins  to  supplement  his  decreasing  pro- 
fessional income  through  the  liquidation  of  his  capital 
accumulation. 

“financial  medicine” 

Estate  planning  is,  in  effect,  the  practice  of  finan- 
cial medicine.  Select  your  adviser  with  care  and 
then  give  him  the  data  he  needs.  He  cannot  recom- 
mend constructive  action  if  he  has  only  pieces  of 
information  or  know’s  only  part  of  your  financial 
affairs.  In  fact,  proper  estate  planning  cannot  be 
limited  to  your  situation  exclusively  or  even  to  a 
single  generation.  A basic  function  of  estate  planning 
is  to  coordinate  the  economic  plans  of  the  family  in 
order  to  conserve  property  and,  if  possible,  add  to 
the  family  fortune. 

DEVISE  A MASTER  PLAN 

The  estate  planner  must  form  one  estate  plan 
w'hich  is  designed: 

1.  To  obtain  the  maximum  utility  of  all  assets 
during  your  lifetime.  This  includes  your  earning 
capacity— your  most  valuable  asset.  (A  man  wTose 
gross  income  is  $30,000  per  year  is  a very  valuable 
piece  of  human  property.  It  would  take  $500,000  of 
property  well  invested  at  6 per  cent  to  produce  an 
equivalent  income.) 

2.  To  minimize  the  depreciations  w hich  take  place 
while  the  estate  is  in  probate. 

3.  To  make  certain  that  the  surviving  heirs  get  the 
most  out  of  the  assets. 

OUR  final  tVORD  OF  ADVICE 

The  earlier  in  your  professional  career  you  seek 
and  obtain  the  service  of  a competent  estate  planner, 
the  less  complicated  and  expensive  your  economic 
life  and  that  of  your  heirs  will  be.  You  owe  your- 
self reasonable  assurance  of  financial  independence 
as  your  reward  for  a lifeime  of  hard  work.  Intelli- 
gent financial  planning  can  give  you  such  assurance. 


Though  Federal  and  State  taxing  systems  reduce 
estates,  they  do  leave  openings  which  can  accrue  to 
the  wise  planner— but  no  matter  how  you  try,  you 
can’t  die  like  a millionaire  from  fees  alone. 


The  Art  Musicale 

About  150  members  of  the  Connecticut  State 
Medical  Society  and  their  wdves,  members  of  the 
Auxiliary,  enjoyed  a very  pleasant  evening  at  the 
Avery  Memorial  in  Hartford  on  Adarch  28.  There 
was  a special  exhibit  of  paintings  offering  much  to 
delight  the  eye,  a social  hour,  a sumptuous  buffet, 
and  a delightful  musical  program. 

Participating  artists  included  Mrs.  Marynka  Cros- 
by of  Hartford  at  the  piano;  Dr.  Robert  Berneike 
of  New  Britain,  clarinetist,  accompanied  by  his  wdfe, 
Elaine;  Mrs.  Edythe  Spektor  of  Hartford,  soprano, 
accompanied  by  Mrs.  Beatrice  Sewall;  Dr.  J.  B. 
Sigal  of  Hartford,  violinist,  accompanied  by  Mrs. 
Crosby;  and  Mrs.  Sewall,  piano  soloist.  The  final 
number  on  the  program  w as  presented  by  a quartet 
of  Hartford  physicians  in  costume,  Frank  McCarthy, 
Archibald  S.  Deming,  James  Johnson,  and  John 
Wells. 

To  Dr.  Roberts  of  New  Haven  ably  assisted  by 
Airs.  David  Waskowitz  of  New  Britain  and  her 
committee  goes  the  credit  for  this  second  successful 
Art-Musicale. 

CMS  Celebrates 

Connecticut  Medical  Service  celebrated  the  fifth 
anniversary  of  its  founding  with  a dinner  at  the  New 
Haven  Lawn  Club  on  April  i at  wdiich  Charles  P. 
Chambers  of  South  Coventry  was  presented  w ith  an 
$100  U.  S.  Defense  Bond  by  President  Robert  S. 
Judd.  Mr.  Chambers  became  the  750,000th  member 
of  CiVlS.  Dr.  Thomas  J.  Danaher,  vice-president  of 
CAIS  and  chairman  of  its  Professional  Policy  Com- 
mittee, presented  commemorative  certificates  on  be- 
half of  the  CAdS  Board  of  Directors  to  Air.  Chambers, 
a jet  engine  tester  at  Pratt  & Whitney,  and  to  Ator- 
gan  Adooney,  assistant  personnel  director  of  United 
Aircraft  Corporation,  of  wdiich  Pratt  & Whitney  is 
a division.  The  anniversary  was  also  celebrated  by 
the  presentation  of  achievement  citations  to  the  plan 
by  Frank  E.  Smith  of  Chicago,  director  of  Blue 
Shield  Adedical  Care  Plans,  Inc.  The  presentation 
was  received  by  Dr.  William  H.  Horton,  executive 
director  of  CAIS. 


456 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Legislative  Article 

SOCIAL  SECURITY 


Present  Attempt  to  Include  the  Self-Employed  Professionals 

David  M.  Richman 


"Cor  nineteen  years  self-employed  professionals 
have  been  excluded  from  the  provisions  of  the 
Social  Security  Laws.  (Sec.  21 1)  (c)  (5).  The  ad- 
ministration bill  introduced  in  Congress,  known  as 
the  Reed  bill,  HR7199,  provides  for  the  inclusion 
of  physicians,  dentists,  lawyers  and  other  self-em- 
ployed professionals  under  the  Social  Security  Act. 

The  Reed  bill  includes  the  following  amendments 
to  the  present  Social  Security  Act: 

( 1 ) The  major  groups  for  which  coverage  is 
recommended  on  a compulsory  basis  are  farm  opera- 
tors, self-employed  professional  groups  now  ex- 
cluded, and  hired  farm  workers  and  household 
workers  who  receive  at  least  $50  a quarter  cash 
wages  from  an  employer.  Coverage  is  recommended 
on  a voluntary  basis  for  clergymen  employed  by 
non  profit  organizations  and  for  employees  covered 
by  state  and  local  government  retirement  systems, 
except  policemen  and  firemen  because  their  occupa- 
tions are  considered  too  hazardous. 

(2)  The  maximum  annual  earnings  on  which 
contributions  are  based  and  benefits  computed  would 
be  raised  from  $3,600  to  $4,200  per  year. 

(3)  Up  to  four  years  of  lowest  or  no  earnings 
would  be  omitted  in  computing  the  average  monthly 
wage,  such  provisions  to  be  generally  applicable  for 
persons  coming  on  the  rolls  in  the  future. 

(4)  All  retired  workers  would  receive  a benefit 
increase  of  at  least  $5  and  dependents  would  gener- 
ally receive  proportionate  increases. 

The  present  Social  Security  annual  payment 
schedule,  designed  to  keep  the  system  self  support- 
ing, is  as  follows: 


The  Author.  Chairman  of  The  Social  Secjirity  Committee 
of  the  New  Haven  Comity  Bar  Association 


0 

0 

PAID  BY 

PAID  BY 

SELE 

BASIS  COST 

EMPLOYEE 

EMPLOYER 

EMPLOYED 

10  SEI.F 

PER  CENT 

PER  CENT 

PER  CENT 

EMPLOYED 

1 954- '959 

2 

2 

3 

$1  26.00 

1960-1964 

2^2 

2*/2 

3% 

157.50 

1965-1969 

3 

3 

414 

199.00 

1970  and  after 

3'/2 

3/2 

5/4 

220.50 

These  tax  contributions  go  into  the  Old-Age  and 
Survivors  Insurance  Trust  Fund,  which  under  the 
law  can  be  used  only  to  pay  Old-Age  and  Survivors 
benefits  and  the  cost  of  administering  the  program. 
The  assets  of  the  fund,  which  are  not  needed  for 
current  disbursements,  are  invested  in  interest-bear- 
ing U.  S.  Government  bonds.  Interest  on  these 
investments  amounted  to  400  million  dollars  in 
1953.  The  interest  also  goes  into  the  Trust  Fund. 
The  Trust  Fund  now  amounts  to  18.7  billion  dollars. 

Self-employed  professionals  like  physicians,  den- 
tists and  lawyers  differ  from  wage  earners  and  should 
not  be  included  in  the  provisions  of  the  Social 
Security  Act,  because  employed  persons  generally 
work  until  they  reach  a fixed  retirement  age  of,  say, 
65  and  then  cease  work  abruptly  and  completely. 
Physicians,  dentists,  lawyers  and  other  self-employed 
professionals  are  not  forced  into  abrupt  and  com- 
plete retirement  at  65.  They  usually  continue  in 
practice  and  are  generally  at  the  height  of  their 
earning  power  at  that  age. 

The  present  Social  Security  Act  was  designed 
solely  to  meet  the  needs  of  employed  persons  and 
neither  its  original  proponents  nor  its  draftsmen 
purported  to  consider  the  problems  of  self-employed 
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professionals.  This  is  proved  by  the  fact  that  the 
original  Act  and  all  amendments  since,  have  specific- 
ally excluded  physicians,  dentists,  lawyers  and  other 
professionals  m Iio  have  been  self  employed. 

Most  physicians,  dentists  and  lawyers,  if  they 
were  covered  by  the  present  Act  would  make  sub- 
stantial payments  all  of  their  professional  lives,  only 
to  find  at  age  65  that  they  are  disqualified  to  receive 
benefits  because  they  earn  more  than  $1,000  per 
year. 

It  is  to  be  noted  that  the  self-employed  profes- 
sional would  pay  from  ^ per  cent  to  5 14  per  cent  of 
the  maximum  ($4,200)— and  this  may  be  increased 
over  the  years  up  to  $6,000— for  a number  of  years 
which  would  amount  to  a substantial  sum. 

Self-employed  professionals  cannot  alTord  to  pay 
the  high  rates  on  the  maximum  for  many  years  and 
not  be  able  to  participate  in  the  benefits  until  age 
75.  From  age  65  to  75  they  draw  benefits  if  they 
earn  no  more  than  $1,000  annually.  If  they  die, 
widows  cannot  draw  benefits  if  under  65.  They  can 
only  receive  benefits  for  children  until  they  reach 
18  years. 

Y E PROPOSE  PASSAGE  OF  THE  JENKINS-KEOGH  BILL 

The  Jenkins-Keogh  bill  allows  a self-employed 
person  to  participate  in  a qualified  plan  to  deduct 
from  gross  income  each  year  a limited  amount  of 
“earned  income”  contributed  by  him  to  a “restricted 
retirement  fund”  or  paid  in  as  premiums  to  purchase 
a “restricted  retirement  annuity  contract.”  He  can 
deduct  annually  up  to  $7,500  or  10  per  cent  of 
earned  income,  whichever  is  less,  but  not  more  than 
a total  of  $150,000  during  his  lifetime.  There  is  a 
five  year  carryover  of  unused  deductions. 

An  individual  who  has  reached  age  55  before 
January  i,  1953  is  allowed  to  deduct  an  additional 
amount,  so  that  he  may  build  up  an  adequate  inter- 
est in  the  fund  or  more  than  a token  annuity.  In  his 
case,  the  normal  deduction  limit  is  increased  by  the 
lesser  of  $750  or  i per  cent  of  his  earned  income, 
multiplied  by  the  number  of  years  of  his  age  in 
excess  of  55  (as  of  January  i,  1953). 

If  a taxpayer  contributes  to  a restricted  retirement 
fund  (there  must  be  a corporate  trustee),  he  can- 
not withdraw  his  interest  in  the  fund  before  reach- 
ing age  65,  unless  he  becomes  totally  and  perma- 
nently disabled.  Though  he  cannot  assign  his  interest, 
he  has  the  right  to  designate  one  or  more  bene- 
ficiaries to  receive  any  part  to  which  he  may  be 
entitled  at  death.  He  also  has  the  right  to  designate 


his  spouse  or  other  dependent  as  a survivor,  or  joint 
and  survivor  annuitant  under  an  annuity  contract 
that  he  may  receive  from  the  trust. 

On  attaining  age  65  or  on  sooner  disability,  he 
will  get  back  his  contributions  to  the  fund  plus  their 
accumulated  earnings  in  one  of  three  ways  elected 
by  him: 

( 1 ) A lump  sum. 

(2)  Annual,  quarterly,  or  monthly  installments 
over  a period  of  years,  or 

( 3 ) One  or  more  single  premium  life  annuity  con- 
tracts. 

Likewise,  if  the  taxpayer  buys  a restricted  retire- 
ment annuity  contract  from  an  insurance  company, 
he  cannot  begin  to  receive  annuity  income  before 
age  65  or  permanent  and  total  disability.  A similar 
condition  applies  to  refunds,  cash  surrender,  or  other 
money  benefits,  and  the  right  to  assign  and  designate 
beneficiaries  is  the  same  as  that  of  a participant  in  a 
restricted  retirement  fund. 

Like  a qualified  pension  or  profit-sharing  fund 
under  Sec.  165  (a)  of  the  Internal  Revenue  Code,  a 
restricted  retirement  fund  is  tax  exempt.  Also,  the 
self-employed  individual  (or  employee  not  eligible 
to  participate  in  a qualified  plan)  pays  no  tax  until 
he  actually  is  paid  benefits.  Then,  however,  he  pays 
income  taxes  on  the  full  amounts  distributed  to  him 
periodically  from  the  fund  or  under  his  annuity 
contract  \\  hen  he  retires  or  becomes  disabled.  If  he 
or  his  beneficiary  gets  his  portion  of  the  trust  fund 
in  a lump  sum  after  it  has  accumulated  for  more 
than  five  years,  it  is  taxed  as  long-term  capital  gain. 

Besides  bi-partisan  backing  in  Congress,  the  Jen- 
kins-Keogh bill  has  President  Eisenhower’s  support 
in  principle.  During  the  campaign  in  October  1952 
he  said;  “In  1942  the  Government  made  an  import- 
ant supplement  to  the  Social  Security  Act  by  legis- 
lation which  offered  tax  advantages  to  corporations 
and  their  employees  in  the  establishment  of  pension 
funds  (Section  165  of  the  Internal  Revenue  Code). 
. . . When  this  legislation  was  being  considered, 

self-employed  individuals  were  evidently  forgotten. 
. . . I think  something  ought  to  be  done  to  help 

these  people  to  help  themselves  by  alloY  ing  a reason- 
able tax  reduction  for  money  put  aside  by  them  for 
their  oyui  savings.  . . . If  I am  elected  1 will 

favor  legislation  along  these  lines.” 

Lhe  Jenkins-Keogh  bill— “I'he  Individual  Retire- 
ment Act  of  1953”— proposes  to  help  physicians, 
dentists,  lawyers,  accountants,  engineers  and  other 
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self-employed  professionals  put  aside  part  of  their 
earnings  for  retirement.  It  would  do  so  by  giving 
them  valuable  tax  advantages  now  possible  only 
under  Treasury-approved  pension  and  profit-sharing- 
plans  for  employees. 

In  conclusion,  I urge  physicians  to  take  a moment 
from  their  busy  work  schedules  and  to  write  to  their 
congressman  and  senators  urging  that  self-employed 
professionals  be  not  included  in  the  amendments  to 
the  Social  Security  Act,  as  proposed  in  the  Reed 
bill,  and  that  all  of  us  favor  the  enactment  of  the 
Jenkins-Keogh  bill  to  give  the  self-employed  pro- 
fessional an  opportunity  to  save  for  old  age  and 
retirement  out  of  current  income. 

Report  from  American  Bar  Association 

Item  20,  Unemployment  and  Social  Security.  The 
Chair  recognizes  Mr.  Oliver,  chairman. 

Mr.  Oliv  ER  (M  issouri):  Mr.  Chairman  and  Mem- 
bers of  the  House:  Your  Committee  on  Unemploy- 
ment and  Social  Security  desires  to  make  what  you 
may  term  a progress  report.  It  is  upon  a controver- 
sial issue.  There  is  pending  in  Congress  at  this  time, 
H ouse  Bill  No.  7199  which,  in  our  opinion,  vitally 
affects  the  legal  profession.  It  is  sponsored  by  the 
present  incumbent  of  the  White  House.  Similar  pro- 
posals were  sponsored  by  both  of  his  t^vo  immediate 
predecessors.  It  is,  therefore,  not  a partisan  political 
issue.  Its  purpose  is  to  bring  within  the  Social 
Security  program  an  additional  approximately  10 
million  people,  including  all  self-employed  lawyers, 
doctors,  dentists,  and  others  within  the  profession. 

The  Social  Security  movement  is  worldwide.  The 
initial  legislation  in  our  country  was  in  1935.  Its  pur- 
pose was  to  provide  security  at  the  age  of  65  for 
the  worker,  then  and  now  being  retired  or  discharged 
at  that  age.  It  specifically  excluded  self-employed 
lawyers  and  other  professions.  To  include  them  now 
would  be  to  change  the  present  status.  The  O.A.S.I., 
or  Old  Age  and  Survivors’  Insurance,  is  the  primary 
issue  here. 

Under  the  present  Act,  if  you  are  employed  for  a 
period  of  six  quarters,  18  months,  you  become 
eligible  to  payment  of  $85  a month  when  you  reach 
the  age  of  65,  provided  you  do  not  earn  as  much  as 
$75  per  month  when  you  arrive  at  that  age  of  65.  If 
you  do,  you  do  not  receive  any  of  the  benefits  pro- 
vided by  the  Act.  The  only  bargain  that  our  Com- 
mittee sees  in  this  Act  is  for  those  members  of  the 
professions,  ours  and  the  other  professions,  who  are 


approaching  the  age  of  65  and  have  definitely  deter- 
mined that  they  wall  completely  retire  at  that  age— 
there  are  ver\^  few  of  that  type— and  the  young  man 
who,  perhaps  25  to  35  years  old,  is  reasonably  certain 
that  he  will  die  within  the  next  ten  years,  and  does. 
Those  may  be  carried  as  bargains  under  the  Act. 
There  are  a few  of  that  type. 

In  1950  the  American  Bar  Association  took  a 
position,  through  the  action  of  this  House,  approved 
by  the  Assembly,  which  disapproved  the  inclusion 
of  lawyers  within  the  Act.  This  Committee,  of 
which  I happen  to  be  the  chairman,  was  appointed 
immediately  thereafter,  and  our  Committee  has  con- 
sistently approved  the  action  initially  taken  by  this 
House  and  approved  by  the  Assembly,  which  is  that 
lawyers  shall  not  be  included  within  Act. 

In  our  annual  and  semi-annual  reports  to  this 
House,  we  have  attempted  to  give  the  reasons  for 
inclusion  as  well  as  the  reasons  against  inclusion. 

In  the  November  issue  of  the  Journal,  there  ap- 
peared a well  written  and  well  arranged  article 
wu'itten  by  Dean  Larson,  of  Pittsburgh  University, 
giving  the  reasons  why  this  profession  should  be 
included.  In  the  January  issue  of  the  Journal  our 
Committee  took  a position  definitely  giving  our  posi- 
tion, which  is  that  we  should  not  be  included  within 
the  program. 

At  the  Boston  meetino-  last  August  the  Board  of 
Governors  requested  that  we  withdraw  our  report, 
reaffirming  our  position  and  make  a further  study, 
particularly  with  reference  to  the  voluntary  or  elec- 
tive coming  within  the  program,  giving  each  lawyer 
the  right  to  elect  or  determine  whether  he  individu- 
ally be  brought  within  the  program  or  not. 

We  wrote  to  the  president  of  every  state  bar 
association.  We  wrote  to  the  fifty  largest  bar  asso- 
ciations in  the  country,  and  we  wrote  to  fifty  of  the 
smaller  bar  associations  within  the  country.  We 
have  charted  the  results.  I fear  you  cannot  see  them, 
so  may  I give  them  to  your  I shall  content  myself 
with  giving  you  only  the  totals,  but  we  have  here 
listed  how  each  state  and  how  each  bar  association 
that  responded— forty  of  them— voted.  We  have  the 
letters  here  to  back  up  the  chart. 

I give  now  only  the  totals.  The  state  associations 
have  voted  thus:  Two  for  compulsory,  four  against 
compulsory  inclusion.  Under  the  voluntary  basis, 
four  for;  four  against.  Not  yet  ready  to  report  from 
the  state  associations,  ten.  Of  course,  the  others  are 
not  yet  ready  to  report  or  they  would  have  written 
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US.  We  oive  only  those  on  which  we  have  the  written 
evidence. 

Under  the  large  local  associations:  for  compul- 
sorv,  two;  against  coinpulsory,  two;  for  voluntary, 
live;  against  voluntary,  two;  not  yet  ready,  four. 

The  smaller  associations:  for  compulsory,  one; 
against  compulsory,  three;  for  voluntary,  one;  against 
voluntary,  three;  not  yet  ready  to  report,  two. 
Total:  For  compulsory,  live;  against  compulsory, 
nine;  for  voluntary,  ten;  against  voluntary,  or  elec- 
tive, eight;  not  yet  ready  to  report,  eighteen. 

How'  your  particular  association  is  listed,  appears 
here  by  name.  You  are  welcome  to  examine  it. 

On  Thursday  of  last  v eek,  we  held  a panel  at 
this  regional  meeting  and  had  a discussion  which 
lasted  one  hour  and  forty  minutes,  and  when  our 
time  was  up  we  were  asked  to  continue.  1 he  interest 
of  those  who  were  there  was  keen.  There  were  but 
few  present.  We  were  honored,  I believe,  by  two 
or  three  members  of  this  House. 

I might  tell  you  that  the  personnel  of  the  Com- 
mittee which  has  served  you  included— and  the  per- 
sonnel has  been  continuous  during  the  four  years  of 
its  service— the  expert  of  the  Standard  Oil,  the  expert 
of  the  United  States  Steel,  a vice-president  and  gen- 
eral counsel  of  a large  insurance  company  in  Boston; 
the  general  counsel  for  another  insurance  company; 
the  head  of  the  Unemployment  and  Social  Security 
program  of  the  State  of  New  York;  and  t\vo  prac- 
ticing attorneys,  one  from  the  largest  city  in  the 
world,  the  other  a country  practitioner,  your  speak- 
er. So  we  have  had  somewhat  of  a cross  section  of 
our  Association. 

Now,  may  I address  myself  to  some  of  the  basic 
principles  involved,  and  I know  the  time  is  brief. 
Most  people  look  at  most  propositions  through  bill- 
fold spectacles— the  cost.  We  have  urged  and  argued 
and  pleaded  for  $2  million  to  build  a home  for  this 
Association,  and  haven’t  quite  reached  that  amount. 
Yet  this  program,  gentlemen,  will  cost  you  and  the 
rest  of  the  lawyers  in  America  $24,300,000  per  year 
on  the  present  rate  and  on  the  present  basis  of  $3,600, 
with  the  certainty  that  it  will  be  increased. 

May  I call  your  attention  also  at  this  time  to  the 
fact  that  you  get  nothing  out  of  this  until  you  arrive 
at  the  age  of  65,  and  you  will  get  nothing  until  you 
arrive  at  the  age  75  unless  you  make  less  than  $75  a 
month  between  the  ages  of  65  and  75. 

May  I also  call  to  your  attention  the  fact  that  in 
entering  this  program  you  are  not  buying  an  insur- 


ance policy,  ^"ou  get  no  policy.  You  have  no  vested 
or  immutable  right  from  your  government  for  the 
money  which  you  pay  in  under  this  program.  No- 
body else  has  that  pays  in  under  this  program.  I 
have  some  cases  on  that.  A recent  case  decided  in 
Massachusetts  cited  three  United  States  Supreme 
Court  decisions.  I shall  not  take  time  to  give  them  to 
you  now.  I have  them  if  you  want  them. 

There  has  been  built  up  in  this  fund  what  is  called 
a trust  fund  in  which  there  is  a surplus  of  $18  billions 
of  money.  I saw  last  year  that  an  actuary  said  that  if 
you  want  this  plan  to  be  carried  out,  it  will  take  a 
trust  fund,  a reserve  of  $200  billion.  The  $18  billions 
which  we  now  have  has  been  invested  in  United 
States  bonds.  You  may  draw  your  own  conclusion 
as  to  vTat  will  happen  when  you  need  the  money. 
That  is  a controversial  issue  upon  which  I have 
definite  ideas. 

We  are  not  opposed  to  the  Jenkins-Keogh  bill. 
We  favor  it.  We  think  it  is  a good  thing. 

We  were  asked  to  direct  our  studies  primarily  to 
the  question  of  voluntary  inclusion.  Let  me  tell  you 
about  three  reasons  why  we  are  opposed,  first,  to 
compulsory  and  then  nearly  a dozen  reasons  why  we 
are  opposed  to  voluntary. 

First,  we  are  opposed  to  the  inclusion  of  lawyers 
under  the  compulsory  basis  as  provided  in  this  7199, 
because  on  principle  we  are  against  regimenting 
the  profession.  We  are  against  selling  our  birthright 
from  our  founding  fathers  for  an  illusory  mess  of 
pottage,  and  it  is  illusory.  This  is  not  a contractual 
matter  with  the  government.  It  is  an  administrative, 
legislative,  one  which  they  can  cut  off  if  they  please. 
Some  countries  have  done  so. 

Secondly,  we  are  against  it  because  of  the  cost. 
As  a profession  and  as  individuals  within  the  pro- 
fession, we  will  not  get  out  of  it  what  we  put  into 
it  unless  you  are  one  of  those  rare  cases  of  the 
bargains  that  I mentioned  earlier.  I think  if  you  ask 
any  competent  actuary  he  will  tell  you  that  the  plan 
is  not  sound  economically. 

We  were  asked  to  make  a special  study  with  a 
view'  of  the  voluntary  or  elective  coming  into  the 
program.  We  have.  The  Lodge  bill  was  that.  It  died 
a natural  death  in  the  Congress. 

Now'  these  reasons  suggest  themselves  to  us  as 
opposed  to  the  voluntary  inclusion,  that  is,  of  letting- 
each  lawyer  determine  for  himself  whether  he 
would  come  in:  First,  it  isn’t  sound  economicall\'. 
I shall  not  dw^ell  on  that.  It  will  cost  each  member 
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more  than  he  will  ever  get  out  of  it,  from  the  selfish 
viewpoint.  It  would  be  discriminatory  in  fav'or  of 
the  professions.  It  would  give  you  and  me  a privilege 
which  our  next  door  neighbor  would  not  have.  He 
w ouldn’t  like  it.  It  isn’t  good  from  a public  relations 
standpoint.  If  we  have  the  right,  the  privilege,  he 
should  have  it.  If  he  does  not  have  it,  wdiy  shoidd 
we  he  put  in  the  privileged  class?  It  would  cause 
dissension. 

A member  of  this  House  said  to  me,  “I  now'  wish 
I had  gone  into  it  when  1 had  the  opportunity.” 

I said,  “Yes,  and  if  you  had  gone  into  it,  you  would 
w ish  now^  that  you  had  not.” 

He  said,  “Agreed.” 

Whichever  way  you  move  in  this  matter,  you  will 
probably  wish  you  had  done  the  other.  It  will  sow' 
dissension  in  our  opinion.  If  you  once  elect,  you  are 
in,  and  it  is  irrevocable. 

It  wmuld,  in  our  opinion,  ultimately  result  in  com- 
pulsory inclusion  if  we  w^ere  given  the  voluntary 
or  elective  process  now'.  In  practice,  gentlemen,  in 
our  opinion  it  will  not  work,  and  may  I say  that  the 
opinion  of  our  Committee  is  now'  and  has  continu- 
ously been  unanimous  through  the  four  years  that 
w'e  have  served  you. 

Finally,  w'e  find  no  rank  and  file  clamor  for  this 
thing.  I am  frank  to  tell  you  1 thought  there  w'as.  I 
so  wrote  to  the  members  of  our  Committee.  1 
thought  there  was  an  upsurge  from  the  grass  roots 
in  favor  of  voluntary  inclusion.  The  chart  shows  I 
was  wrong.  We  find  no  upsurge  from  the  grass 
roots  in  favor  of  it. 

The  situation  as  w'e  find  it  is  very  comparable  to 
that  w'hich  w'e  found  when  we  reported  to  you  in 
San  Francisco  a year  and  a half  ago.  Some  are  for, 
some  are  against.  In  my  humble  opinion  no  lawyer 
worthy  of  the  name  ought  to  either  ask  or  permit, 
if  he  could  help  it,  a situation  wdaere  he  w'ould  be 
dependent  upon  his  neighbor  to  take  care  of  himself 
in  his  old  age,  nor  his  family,  that  any  lawyer 
worthy  of  the  name  ought  to  take  care  of  himself 
and  of  his  own  family  and  not  be  dependent  upon 
the  public  therefor. 

The  Committee  has  not  changed  its  position.  We 
did  not  get  the  information  that  we  present  to  you 
here  in  time  to  make  a recommendation,  and  for  us 
to  make  one  w'ould  be  out  of  order.  We,  therefore, 
present  to  you  merely  a progress  report. 


COURT  HALTS  “ELECTRONIC”-Cowt. 

Judge  John  D.  CliflFord.  Those  enjoined  from  dis- 
tributing the  devices  are  Dr.  Wilhelm  Reich  and  his 
wife.  Use  OllendorflF  Reich,  and  an  alleged  non 
profit-making  corporation,  the  Wilhelm  Reich 
Foundation,  all  of  Rangeley,  Maine.  The  decree  w'as 
issued  in  default  of  contest  by  the  defendants. 

The  Food  and  Drug  Administration,  U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare,  initiated 
the  injunction  suit.  The  defendants  did  not  contest 
the  injunction,  according  to  the  EDA,  because  it  is 
Dr.  Reich’s  contention  that  neither  the  Eederal  court 
nor  the  Eood  and  Drug  Administration  has  juris- 
diction over  his  activities.  In  February  1954  Reich 
published  a “Response”  regarding  this  action,  in 
which  he  stated:  “Inquiry  in  the  realm  of  Basic 
Natural  Law  is  outside  the  judicial  domain,”  and  “I 
shall  not  appear  in  court  as  the  ‘defendant’  against 
a plaintilT  who  by  his  mere  complaint  already  has 
shown  his  ignorance  in  matters  of  natural  science.” 

According  to  the  decree,  the  defendants  must 
recall  all  orgone  energy  accumulators  now  rented 
to  out-of-State  practitioners  and  patients,  together 
with  the  labeling  w hich  misbrands  them.  This  label- 
ing is  to  be  destroyed.  The  devices  may  be  either 
destroyed  or  salvaged  for  materials  of  w'hich  they  are 
made. 

The  injunction  decree  prohibits  the  shipping  of 
any  of  the  devices  which  is  misbranded  under  the 
Federal  Food,  Drug,  and  Cosmetic  Act  because  of 
any  representation  or  suggestion  in  the  labeling  that 
it  has  value  in  the  treatment  or  diagnosis  of  the 
diseases  listed  in  the  complaint  or  any  other  kind 
of  disease,  or  has  value  in  alTecting  any  structure  or 
function  of  the  body;  or  which  purports  to  produce 
low^  power  radio  waves  or  electro-magnetic  energy, 
or  low'-frequency  alternating  magnetic  energy 
which,  when  applied  to  the  body,  “normalizes” 
diseased  tissue,  thereby  correcting  disease  condi- 
tions. 

The  Foundation,  formerly  the  College  of  Elec- 
tronic Medicine,  was  set  up  by  the  late  Dr.  Albert 
Abrams,  inventor  of  the  machines,  to  perpetuate  his 
electro-medical  theories.  Ered  J.  Hart,  president,  has 
informed  the  Eood  and  Drug  Administration  that 
research  on  the  utility  of  the  devices  w'ill  be  con- 
tinued in  Germany  and  Mexico,  and  that  a magazine. 
The  Electronic  Medical  Digest,  will  continue  to  be 
published. 
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Reinsurance  Plan  Looks  Like  a Dead  Duck 

Hearings  on  the  Eisenhower-Hobby  reinsurance 
plan  appear  to  have  buried  it  a little  deeper.  The 
insurance  companies  are  sufficiently  astute  to  recog- 
nize that  HR8356  carries  enough  punch,  if  enacted 
into  law',  to  bring  health  and  accident  underwriters 
under  Federal  control.  Testifying  recently  before 
the  House  Commerce  Committee,  John  H.  Miller, 
vice-president  of  Monarch  Life  Insurance  Company, 
and  Henry  S.  Beers  of  Hartford,  vice-president  of 
Aetna  Life  Insurance  Company,  commented  that  the 
reinsurance  plan  is  noble  of  purpose  and  deserves 
further  study.  Both  men  agreed,  however,  that  it 
would  not  benefit  an  estimated  40  billion  who  can- 
not afford  to  purchase  health  insurance  coverage. 
Both  gentlemen  praised  the  scheme  with  faint  damns, 
according  to  Washington  reporter  Gerald  Gross, 
and  Mr.  Beers,  when  asked  if  the  Aetna  would  par- 
ticipate provided  the  bill  if  passed,  replied  “Probably 
not.” 

AMA  Supports  Grants  Bill,  But  Suggests 
Some  Changes 

American  Medical  Association  has  approved  the 
administration  bill  doing  away  with  numerous  cate- 
gorical health  grants  and  setting  up  three  broad 
groups  for  grants  to  states.  Dr.  George  F.  Lull, 
secretary  and  general  manager,  wrote  the  House 
Interstate  and  Foreign  Commerce  Committee  that 
the  AA4A  “which  has  aKvays  promoted  state  and 
local  health  services  . . . approves  the  bill  gen- 

erally,” although  it  has  reservations  on  some  provi- 
sions and  believes  clarification  is  imperative. 

The  bill  (HR7397)  provides  three  types  of  grants: 
Type  I grants  to  help  states  meet  costs  of  public 
health  services;  type  2 grants  to  aid  states  in  initiating 
projects  for  extension  and  improvement  of  services; 
and  type  3 grants  which  would  assist  states  as  well 
as  public  and  other  non  profit  groups  to  launch 
special  projects  of  regional  or  national  significance. 

The  AMA  proposed  that  types  i and  2 grants  be 
lumped  into  one  category,  thereby  placing  initial 
responsibility  for  extension  and  improvement  of 
health  services  in  the  hands  of  the  state  health 


officer.  Other  suggestions  were  ( i ) in  view  of  “ap- 
parently unlimited  authority”  given  the  surgeon 
general  of  Public  Health  Service  in  type  3 grants, 
language  in  the  act  should  be  clarified  to  require 
the  surgeon  general  to  consult  with  state  health 
authorities  before  making  such  grants,  and  (2)  the 
bill  should  spell  out  percentages  of  total  funds  to  be 
used  in  each  category,  with  amounts  for  special 
“type  3”  projects  held  to  a small  percentage. 

Dr.  Lull  called  attention  to  the  work  of  the  Com- 
mission on  Intergovernmental  Relations  which  is 
inquiring  into  grants-in-aid  to  states.  It  might  be 
desirable,  he  said,  to  have  “the  benefits  of  its  findings 
and  recommendations  in  this  highly  important  field 
prior  to  extensive  legislation  changing  the  present 
grant-in-aid  policies  and  requirements.” 

Social  Security  Hearings  Opened 
April  1 in  House 

April  I the  House  Ways  and  Means  Committee 
opened  public  hearings  on  HR7199,  the  administra- 
tion bill  for  extending  social  security  coverage.  Ex- 
tension would  be  compulsory  for  6.5  million  persons, 
including  physicians,  dentists,  interns,  farmers  and 
most  other  self  employed.  Coverage  would  remain 
optional  for  clergy  and  certain  state  employees. 
Other  provisions  would  increase  from  $3,600  to 
$4,200  the  amount  of  income  to  be  taxed  under 
OASI,  permit  retired  persons  to  figure  their  allow- 
able earnings  by  the  year  ($1,000  maximum)  rather 
than  by  the  month  ($75),  raise  payments  to  bene- 
ficiaries, and  protect  ultimate  pension  rights  of  dis- 
abled persons  by  excluding  the  disability  period  in 
computing  average  earnings.  The  American  Adedical 
Association’s  witness  testified  on  April  6.  At  its  last 
meeting  the  Board,  in  conformity  with  past  policy, 
voted  active  opposition  to  the  compulsory  inclusion 
of  physicians  under  social  security,  but  no  opposition 
to  voluntary  coverage  of  physicians.  The  association 
took  no  position  on  other  provisions  of  the  bill. 

House  Committee  Urges  "Fair  Trial”  for 
New  VA  Admission  Policy 

A resolution  adopted  by  the  House  ATterans 
Affairs  Committee  outlines  the  committee’s  attitude 
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toward  eligibility  of  veterans  for  medical  care  by 
Veterans  Administration.  These  points  are  made: 

1.  The  committee  approves  (a)  the  present  un- 
limited hospitalization  of  service  connected  cases, 
(b)  the  continued  hospitalization  of  nonservice 
neuropsychiatric  and  TB  cases,  and  (c)  the  con- 
tinued hospitalization  of  other  nonservice  cases 
“where  beds  are  available  and  the  veteran  does  not 
have  the  ability  to  pay  for  private  hospitalization.” 

2.  The  committee  urges  “all  veterans’  groups  and 
all  other  parties  interested  in  medical  care  for  veter- 
ans” to  defer  final  conclusion  on  eligibility  until  the 
new  VA  admission  policy  “has  been  given  a fair 
trial  and  a period  of  operation.”  Meantime,  the  com- 
mittee recommends  that  no  new  legislation  be  con- 
sidered on  the  subject  of  eligibility  or  admissions. 

(In  November,  1953,  the  VA  put  into  effect  a new 
lo-Pio  form  addendum  on  which  the  veteran  apply- 
ing for  care  of  a nonservice  connected  condition 
would  be  asked  to  list  his  assets  and  liabilities.  Under 
the  law,  however,  VA  cannot  deny  admission  on  the 
basis  of  information  furnished  on  the  form.) 

In  its  resolution  the  committee  notes  that  a sub- 
committee, under  chairmanship  of  Bernard  W.  (Pat) 
Kearney  (R— New  York),  last  year  conducted  hear- 
ings for  a month  on  the  subject  of  entitlement  and 
eligibility.  The  committee  emphasizes  that  the  sub- 
committee took  testimony  from  veterans’  groups, 
medical  societies  (including  AM  A)  and  government 
officials.  The  committee’s  resolution  is  in  effect  an 
endorsement,  for  the  time  being,  of  the  official 
policy  of  the  Veterans  Administration. 

The  American  Medical  Association  policy  on 
eligibility  of  veterans  would  limit  the  medical  care 
of  veterans  to  two  groups:  i.  Those  with  peacetime 
or  wartime  service  whose  disabilities  or  diseases  are 
service  incurred  or  aggravated.  2.  Within  the  limits 
of  existing  facilities,  veterans  with  wartime  service 
suffering  from  tuberculosis  or  psychiatric  or  neuro- 
logical diseases  of  nonservice  origin  who  are  unable 
to  pay  for  hospitalization.  VA  should  care  for  the 
latter  group  only  until  nongovernment  facilities  are 
adequate  to  assume  the  responsibility.  Care  of  other 
nonservice  connected  cases  would  be  the  respon- 
sibility of  the  veteran  himself  or  the  community. 

82  Per  Cent  of  Needy  Aged  "Able  to  Care 
for  Selves” 

A new  survey  by  the  Bureau  of  Public  Assistance 
indicates  that  82  per  cent  of  the  needy  aged  receiving 


public  assistance  are  able  to  care  for  themselves,  and 
less  than  4 per  cent  are  bedridden.  The  study  also 
found  that  80  per  cent  of  the  recipients  are  more 
than  70  years  of  age  and  25  per  cent  are  past  80.  It 
was  determined  that  although  most  aged  persons  live 
in  cities,  a majority  of  those  receiving  public  assist- 
ance live  in  rural  areas. 

New  Senate  Legislation 

S3096 — Doctor  Draft  Act.  (Saltonstall,  R— 
Massachusetts,  March  4.)  Would  remove  the  man-  1 
datory  requirement  that  physicians  and  dentists  be  j 
given  commissions.  They  could  be  utilized  in  their 
professional  capacities  although  serving  in  an  en-  ^ 
listed  status.  This  legislation  was  introduced  at  the  ' 
request  of  the  Department  of  Defense,  transmitted  1 
in  draft  form  with  a letter  from  Assistant  Secretary  j 
of  Defense  Fred  A.  Seaton.  The  Committee  has  i 
scheduled  a hearing  for  March  18.  To  Armed  Serv- 
ices Committee. 

Hearings  j 

HR8356 — Federal  Reinsurance  Corporation,  j 

(Wolverton.)  Secretary  Hobby  of  the  Department 
of  Health,  Education,  and  Welfare  opened  the  House 
Interstate  and  Foreign  Commerce  Committee  hear-  1 
ings  on  reinsurance  (HR8356)  on  March  24.  She 
stated  that  although  the  Administration  believes  the 
program  holds  great  promise,  it  has  the  following 
limitations:  ( i ) it  can  only  help  those  who  can  and  | 
are  willing  to  include  health  insurance  premiums  as  I 
a necessary  part  of  the  budget  and  those  covered  by  | 
employer  maintained  plans,  (2)  it  “may  not  imme-  | 
diately”  solve  the  problems  of  coverage  for  those 
who  are  now  aged  or  chronically  ill,  ( 3 ) success  j 
of  the  plan  depends  on  willingness  of  carriers  to  i 
make  use  of  the  plan  and  to  assume  new  and  broader  i 
risks.  ! 

t 

Mrs.  Hobby  said  reinsurance  to  plans  (such  as  ' 
Kaiser)  that  furnish  their  own  medical  care  could  j 
be  offered,  provided  they  place  control  over  the  | 
manner  in  wdaich  medicine  and  dentistry  are  prac-  i 
ticed  solely  in  licensed  members  of  the  profession.  , 
She  also  stressed  that  (i)  the  bill  forbids  exercise  j 
of  any  supervisory  or  regulatory  control  over  any  | 
carrier,  hospital  or  other  facility,  except  as  specified  j 
in  the  act,  and  (2)  the  program  would  be  wholly  ; 
voluntary  and  no  individual  plan  would  be  reinsured  ' 
if  it  coud  be  reinsured  privately.  ! 

Mrs.  Hobby  and  committee  members  were  in 
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general  agreement  that  the  legislation  was,  in  the 
words  of  Chairman  Wolverton,  “pioneering  in  a new 
field  of  activity ’’  and  with  the  possible  exception  of 
Australia  and  perhaps  one  other  country,  the  plan 
had  never  been  tried  before.  The  committee  con- 
tinued questioning  of  Administration  witnesses  on 
March  25. 

Action  on  Legislation 

HRS  149 — Amends  Hospital  Survey  and 
Construction  Act.  (Wolverton.)  (Hill-Burton.) 
On  March  9 the  House  passed  this  measure  by  a 
voice  vote.  In  approving  this  legislation,  the  House 
altered  the  restrictions  to  allow  grants  to  certain 
facilities  supervised  by  osteopaths  as  well  as  those 
supervised  by  physicians.  Otherwise  the  bill  was  the 
same  as  that  reported  out  by  the  committee. 

As  reported  out  by  the  Interstate  and  Foreign 
Commerce  Committee,  grants  to  rehabilitation  facil- 
ities, nursing  homes  and  diagnostic  and  treatment 
centers  were  restricted  to  those  operated  in  connec- 
tion with  a hospital  or  under  the  supervision  of 
persons  licensed  to  practice  medicine  in  the  state. 
Before  approving  this  bill,  however,  the  House 
amended  the  restriction  to  read  “licensed  to  prac- 
tice medicine  or  surgery.”  It  was  explained  that  the 
change  would  qualify  osteopaths  in  21  states  who 
are  licensed  to  practice  “osteopathy  and  surgery,” 
although  not  to  practice  “medicine.”  There  was  no 
change  regarding  hospitals  for  the  chronically  ill, 
which  come  under  the  definition  of  hospitals  now  in 
effect  in  the  regular  Hill-Burton  program. 

The  bill  now  goes  to  the  Senate  Labor  and  Public 
Welfare  Committee.  The  legislation  provides  an 
authorization  of  $182  million  spread  over  three 
years.  Of  the  total,  $20  million  would  go  for  diag- 
nostic or  treatment  centers  and  a like  amount  for 
hospitals  for  the  chronically  ill,  and  $10  million  for 
rehabilitation  centers  and  the  same  amount  for 
nursing  homes.  State  surveys  and  planning  would  be 
financed  by  a federal  grant  of  I2  million. 

Tax  Revisions 

The  House  Committee  on  Ways  and  Means  re- 
' ported  favorably  to  the  House  HR8300,  the  general 
■ tax  revision  bill  for  1954.  Bill  allows  a deduction 
I for  medical  costs  from  taxable  income  if  they  exceed 
' 3 per  cent  instead  of  the  present  5 per  cent. 


Maximum  limitations  for  medical  deductions 
would  be  doubled  from  $1,250  to  $2,500,  multiplied 
by  the  number  of  exemptions,  with  a limitation  of 
$5,000  on  single  taxpayers  and  $10,000  for  heads  of 
families  or  married  couples  filing  a joint  return.  The 
annual  tax  loss  is  estimated  at  about  $119,000,000. 

HR8300  permits  costs  of  medicines  and  drugs  to 
be  included  in  medical  expenses  only  to  the  extent 
the  items  exceed  i per  cent  of  adjusted  gross  income. 
At  present  it  is  generally  accepted  that  all  medicines 
and  drugs  can  be  included.  The  government  expects 
by  this  change  to  add  $40,000,000  annually  in  tax 
money. 

Transportation  expenses,  where  travel  is  necessary 
and  prescribed  by  a physician,  could  be  deducted, 
but  not  the  cost  of  meals  or  lodging.  A decedent’s 
medical  expense  also  could  be  deducted  if  paid  by 
his  estate.. 

Dr.  A.  W.  Miller  Commended 

Rep.  A.  W.  Adiller  (R— Nebraska),  a physician 
member  of  the  House,  has  been  warmly  commended 
by  the  House  Interstate  and  Foreign  Commerce 
Committee  for  his  work  in  bringing  the  many  diver- 
gent interests  together  on  a bill  for  more  careful 
control  of  pesticide  chemicals  used  in  agricultural 
products.  The  bill  is  the  result  of  a long  series  of 
hearings,  starting  three  years  ago.  Dr.  Miller  said  the 
main  provision  of  the  bill  requires  that  a tolerance 
be  established  before  any  pesticide  can  be  put  on  the 
market.  It  also  provides  temporary  tolerances  for 
experimental  purposes. 

Lectureship  Established  to  Honor  Dr.  Bauer 

The  Aero  Adedical  Association  has  established  the 
Louis  Hopewell  Bauer  lectureship  in  honor  of  the 
association’s  first  president.  Dr.  Bauer  is  secretary- 
oeneral  of  the  World  Medical  Association  and  was 
the  1952-53  president  of  the  American  Medical 
Association.  The  honor  was  announced  at  the  dinner 
concluding  the  annual  meeting  of  the  Aero  Medical 
Association.  The  three-day  meeting,  held  in  Wash- 
ington, was  dedicated  to  Dr.  Bauer.  Dr.  Kenneth  E. 
Dowd  of  Adontreal  was  named  president-elect,  and 
Brig.  Gen.  Otis  O.  Benson,  Jr.,  took  office  as  presi- 
dent. The  retiring  president  is  Rear  Adm.  Bertram 
Groesbeck,  Jr. 
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PHYSICIAN  CONTRIBUTIONS  TO  THE 


• Assure  representation  of  the  medical  profession  in 
the  drive  to  balance  medical  school  budgets. 

• Help  reap  the  full  benefits  of  a system  of  medical 
education  unparalleled  in  history. 

• Encourage  support  from  industry  and  other  seg- 
ments of  our  society. 

• Help  medical  schools  to  maintain  high  standards. 

• Help  preserve  academic  freedom  and  maintain 
America’s  leadership  in  medicine. 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington  James  C.  Canniff,  Torrington  John  O’L.  Nolan,  Hartford 

Chairmcm  Morris  A.  Hankin,  New  Haven  James  H.  Root,  Jr.,  Waterbury 

Harold  J.  Bergendahl,  Norwich  Harry  C.  Knight,  Middletown  Alfred  J.  Sette,  Stamford 


New  Exhibit  Features  Emergency  Plans 

A new  exhibit  portraying  the  growth  of  emer- 
gency medical  call  plans  sponsored  by  medical  asso- 
ciations has  been  developed  by  the  Society’s  Com- 
mittee on  Public  Relations. 

Exhibited  for  the  first  time  at  the  recent  162nd 
Annual  Adeeting  of  the  Society,  the  exhibit  is  nine 
feet  wide  by  seven  feet  in  height  and  is  illuminated 
to  indicate  the  location  and  telephone  numbers  of 
the  14  major  emergency  call  plans  sponsored  by 
county  and  local  medical  associations.  A leaflet 
describing  the  plans  and  the  services  they  offer 
residents  in  sudden  emergencies  is  available  for  dis- 
tribution with  the  exhibit. 

Planned  to  advance  the  story  of  community  serv- 
ices sponsored  by  medical  associations,  the  exhibit 
will  be  displayed  throughout  the  state  under  auspices 
of  county  medical  associations.  Hartford  County  is 
the  first  county  in  which  the  exhibit  will  be  used. 
It  will  be  displayed  first  in  the  lobbies  of  general 
hospitals,  later  in  public  libraries  and  municipal  or 
other  public  buildings. 

Physicians  Sponsor  Emergency  Plans  in 
Groton,  Naugatuck 

Physicians  in  two  more  Connecticut  communities 
have  established  plans  to  provide  prompt  medical 
attention  in  sudden  emergencies. 

In  Groton  a new  plan  was  recently  inaugurated 
to  provide  emergency  service  principally  during 
week-ends,  while  in  Naugatuck  a plan  to  provide 
24  hour  coverage  has  been  announced. 

Both  plans  have  met  with  strong  public  support 
and  town  officers  have  commended  physicians  in  the 
two  areas  for  their  contributions  to  community 
service. 

The  Naugatuck  plan  will  be  serviced  by  a panel 
of  1 1 physicians,  each  of  the  panel  members  to 
respond  to  emergency  calls  one  week  at  a time. 
The  switchboard  of  the  local  police  headquarters 
will  be  used  to  receive  and  transmit  emergency  calls. 

Seven  physicians  are  enrolled  in  the  Groton  plan, 
and  the  names  of  those  available  during  each  week- 


end will  be  published  on  lists  to  be  posted  in  phar- 
macies, physicians’  offices  and  business  establish- 
ments. Newspaper  announcements  concerning  both 
plans  urge  residents  to  use  the  service  only  in 
emergency  and  to  call  their  own  physicians  first. 
Though  limited  in  scope,  the  plans  provide  effective 
medical  coverage  for  emergencies  similar  to  the 
services  of  the  major  plans  now  being  sponsored  by 
medical  associations  in  14  large  centers  of  popula- 
tion throughout  the  State. 

New  TV  Films  Announced 

A new  series  of  five  minute  films  suitable  for  medi- 
cal association  sponsorship  on  television  has  been 
announced  by  the  Bureau  of  Health  Education  of 
the  American  Adedical  Association. 

The  films  feature  Miss  Abby  Lewis,  character 
actress,  supported  by  a competent  cast,  and  are 
directed  by  Afartin  Magner.  Produced  especially 
for  use  in  local  communities,  the  films  present 
useful  information  on  health  topics  of  special  inter- 
est, including  contagious  diseases  in  the  home,  eat- 
ing habits,  home  accidents,  the  convalescent  child, 
and  other  subjects. 

The  films  are  available  on  a loan  basis  to  local 
medical  societies  or  to  health  agencies  with  the  ap- 
proval of  the  local  medical  society.  The  films  are 
available  without  cost  except  for  return  shipping- 
charges. 

Speakers  Bureau  Active 

An  increasing  number  of  requests  are  reported 
for  physicians  to  speak  on  the  aspects  of  govern- 
ment health  services  before  community  organiza- 
tions and  other  groups. 

Two  requests  for  programs  of  this  type  vTre 
received  from  university  groups  during  April.  The 
speaker  on  both  occasions  was  Dr.  D.  Olan  Aleekcr, 
Riverside,  chairman  of  the  Society’s  Committee  on 
National  Legislation.  On  April  5,  Dr.  Aleeker  ad- 
dressed a class  of  students  at  the  Waterbury  branch 
of  the  University  of  Connecticut  and  on  April  22 
he  participated  in  a panel  discussion  at  Yale  Univer- 
sity, sponsored  by  the  John  Dewey  Society,  an 
undergraduate  organization. 
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Navy  and  Air  Force  Adopt  Army’s 
"Rushing”  Scheme 

Army  plan  by  which  senior  dental  and  veterinary 
students  may  volunteer  for  commissioning  and  early 
active  duty  following  graduation  is  being  adopted 
by  Navy  and  Air  Force.  In  this  instance,  the  invita- 
tion will  be  extended  to  this  spring’s  classes  of  gradu- 
ating dentists  and  m.d.’s  completing  internship.  The 
idea  is  being  extended  notwithstanding  fact  that 
Army  innovation  has  encountered  little  enthusiasm 
so  far.  To  date  there  have  been  only  56  dental  and 
41  veterinarian  nibbles,  tending  to  indicate  that 
quotas  will  not  be  filled  (330  and  75,  respectively). 
Probability  is  that  deadline  for  applications,  which 
had  been  fixed  at  iVIarch  31,  will  be  pushed  back. 
Said  an  Army  official  wearily:  “Seems  it’s  still  a case 
with  them  of  ‘I’ll  hold  back,  maybe  they’ll  never 
reach  me  anyway’.”  iVIeantime,  Defense  Department 
questionnaire  cards  have  gone  out  to  medical  and 
dental  deans  in  connection  with  the  new  matching 
plan  program. 

The  Army  has  announced  it  will  draw  on  Medical 
Corps  Reserve  rolls  for  activation  of  276  physicians, 
beginning  in  July.  This  figure  is  expected  to  satisfy 
replacement  needs  until  October.  Priority  I and 
Priority  II  type  Reserves  will  fill  the  callup,  along 
with  such  as  may  volunteer. 

Procedure  Set  for  Doctor  Draft 
Loyalty  Cases 

In  anticipation  of  passage  of  the  amendment  to  the 
Doctor  Draft  act.  Defense  Secretary  Wilson  has 
established  a policy  for  handling  all  suspected  loyal- 
ty cases  arising  under  the  act.  (The  amendment 
would  permit  the  Armed  Forces  to  retain,  in  non- 
commissioned status  but  assigned  to  professional 
duties,  any  physician,  dentist,  or  veterinarian  whose 
loyalty  is  (juestioned.)  If  the  amendment  is  enacted, 
the  following  procedure  immediately  will  become 


effective:  ( i ) If  (]uestions  of  loyalty  interfere  with 
commissioning,  an  “intensive  investigation”  will  be 
conducted;  a 90  day  limit  is  placed  on  the  investiga- 
tion, except  in  unusual  cases;  (2)  if  the  man  is  found 
to  be  a security  risk  he  will  be  “expeditiously  pro- 
cessed out  of  service  with  an  appropriate  discharge,” 
which  will  state  that  he  was  discharged  because  his 
retention  was  not  consistent  with  the  security  of 
the  United  States;  (3)  if  investigation  clears  the  man, 
he  will  be  offered  a commission  at  the  appropriate 
rank;  (4)  during  the  investigation,  the  individuals 
concerned  will  be  “retained  in  an  enlisted  status  and 
used  in  their  professional  capacity  under  necessary 
safeguards. 

The  proposed  procedure  was  outlined  by  Assistant 
Defense  Secretary  Hannah  before  the  Senate  Armed 
Services  Committee  just  before  it  reported  out  the 
Doctor  Draft  amendment. 

Selective  Service  Resumes  Processing 
of  Physicians 

For  the  first  time  since  last  August,  local  draft 
boards  are  again  processing  physicians  for  induction 
under  the  Doctor  Draft  act.  Selective  Service  head- 
quarters on  Afarch  25  ordered  draft  boards  to  resume 
processing  for  physical  examination  and  induction 
of  priority  i and  2 physicians  of  all  ages,  priority  3 
physicians  born  after  August  30,  1922,  and  priority 
I,  2,  and  3 dentists  of  all  ages.  Selective  Service 
explained  that  it  expected  at  any  time  to  receive  an 
armed  forces  call  for  physicians.  Calls  for  dentists 
in  Afarch,  April  and  Afay  already  have  been  allocated 
to  the  states. 

The  government  halted  drafting  of  physicians  last 
summer  after  the  Korean  truce  and  a high  percent- 
age of  young  physicians  entering  the  service  on  com- 
pletion of  their  internships  had  produced  a large 
reservoir  of  medical  manpower.  The  last  call  for 
physicians  was  for  542  in  August. 
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Hospital  for  Convalescent  and  Chronically 
111  Patients 


The  Flora  & Mary  Hewitt  Memorial  Hospital, 
Inc.  in  Shelton  has  for  its  use  the  former  residence 
of  the  late  Edward  E.  and  Flora  Hewitt  Gardner, 
made  possible  through  the  generosity  of  Mrs.  Gard- 
ner’s father,  the  late  Alvin  E.  Hewitt.  The  hospital 
came  into  being  as  the  result  of  a provision  in  the  will 
of  the  late  Alvin  E.  Hewitt,  who  left  a considerable 
sum  of  money  in  trust  for  his  daughter,  with  the 
provision  that  at  her  death  its  income  might  then  be 
used  “to  establish  and  support  a non-sectarian  hos- 
pital for  the  furnishing  of  medical  and  surgical  care 
to  the  residents  of  Shelton  and  vicinity  without 
regard  to  their  nationality,  creed  or  belief.” 
Following  Mrs.  Gardner’s  death,  several  interested 
citizens,  under  the  leadership  of  Mrs.  Arthur  Coch- 
ran, organized  a nonprofit  corporation  designed  to 
establish  and  operate  such  a hospital,  and  were 
recognized  by  the  Hewitt  Trust  Fund  as  acceptable 
to  receive  interest  from  the  fund  for  the  carrying 


out  of  this  purpose.  The  original  incorporators  were 
Mrs.  Arthur  Cochran,  president;  William  R.  Todd, 
vice-president;  Edward  L.  Miller,  treasurer;  Miss 
Josephine  Sullivan,  assistant  treasurer;  Dean  A. 
Emerson,  secretary;  George  H.  Gamble,  Sr.,  Ray- 
mond P.  Lavietes,  Philip  J.  Franz,  Edward  N.  Sec- 
combe,  Ludolph  H.  DeWyk,  Jr.,  Adam  A.  Bogan 
and  Ered  M.  Daley,  directors,  and  who  now  serve 
as  the  board  of  trustees. 

Following  a survey  plans  were  drawn  up  and 
eventually  completed.  The  capacity  of  the  new  hos- 
pital is  29  beds  with  recreation  rooms,  all  modern 
facilities,  and  a complete  new  kitchen.  All  laboratory 
and  x-ray  work  will  be  taken  care  of  by  the  Griftin 
Hospital.  The  purpose  of  the  Flora  and  Mar\'  Hew  itt 
Memorial  Hospital,  Inc.  is  to  provide  adequate  con- 
valescent and  chronic  care  to  patients,  preference 
being  given  to  residents  of  the  lower  Naugatuck 
Valley. 
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FROM  OUR  EXCHANGES 


McQuarrie  in  his  foreword  to  “A  Symposium  on 
Potassium  Adetabolism”  (Jo7/r.  Lancet,  73:5  and  6) 
calls  attention  to  the  fact  that  experimentation  in  the 
field  of  potassium  metabolism  has  been  immensely 
facilitated  by  the  availability  during  recent  years  of 
radioactive  isotopes  and  flame  photometry.  As  a 
result,  data  has  accumulated  at  an  inordinate  and  con- 
fusing rate.  There  is  an  attempt  in  this  symposium 
to  bring  the  story  of  potassium  metabolism  together. 
The  essential  physiological  roles  and  the  clinical 
significance  of  body  potassium  begins  to  emerge  in 
this  series  of  some  thirty  contributors.  There  is  no 
doubt  but  that  the  clinician  who  is  charged  with 
the  regulation  of  the  electrolyte  balance  of  the  body 
for  the  preservation  of  health  is  contending  with 
an  extraordinarily  complicated  situation  where  many 
conflicting  influences  contribute  to  confuse  the  ex- 
planation of  the  effects  observed. 

A study  of  this  series  of  articles  may  not  make 
the  roll  of  potassium  metabolism  in  controlling  the 
body  functions  in  health  and  disease  clear  to  the 
average  physician  but  it  will  at  the  very  least  be 
informative. 

* * * * 

Whitehead  in  1939  made  the  statement  that  “Fifty- 
seven  years  ago  it  was  when  I was  a young  man  in 
the  University  of  Cambridge  I was  taught  science 
and  mathematics  by  brilliant  men  and  I did  well  in 
them;  since  the  turn  of  the  century  I have  lived  to 
see  every  one  of  the  basic  assumptions  of  both  set 
aside;  not,  indeed,  discarded,  but  of  use  as  qualifying 
clauses  instead  of  major  propositions;  and  all  this  in 
one  life  span— the  most  fundamental  assumptions  of 
supposedly  exact  sciences  set  aside.”  Dr.  Whitehead 
goes  on  to  wonder  if  we  can  write  “Now  at  last, 
we  have  certitude— when  some  of  the  assumptions 
which  we  have  seen  upset  had  endured  for  more 
than  twenty  centuries.” 

This  quotation  from  Dr.  Whitehead  was  induced 
by  a glance  through  the  Fiftieth  Anniversary  issue 
of  The  Journal  of  the  Medical  Society  of  New  Jer- 
sey (50:9).  Taken  in  conjunction  with  the  “Sym- 
posium on  Potassium  Metabolism”  it  is  obvious  that 
Dr.  Whitehead’s  observations  on  pure  science  are 
equally  applicable  to  what  has  happened  in  medicine, 


not  only  in  the  field  of  medical  science  but  also  in 
the  area  of  medical  practice.  The  superior  doctor  of 
fifty  years  ago,  if  he  could  return,  would  discover 
very  little  in  clinical  practice  that  would  have  the 
face  of  a familiar  method  in  dealing  with  health  and 
sickness.  Obviously  the  doctor  must  be  prepared 
for  many  changes  in  his  practice  during  the  coming 
years  for  medicine  in  no  field  is  today  static. 

* * * * 

According  to  Dennis  ( Miss.  Val.  Med.  Jour.,  75:4) 
syphilis  is  a vanishing  disease.  The  use  of  penicillin 
in  the  treatment  of  early  syphilis  is  likely  to  elim- 
inate the  disease  in  the  peoples  of  all  civilized  coun- 
tries. The  primary  lesion  and  secondary  eruption 
will  be  seen  so  rarely  that  they  will  cause  intense 
interest  when  seen.  The  prepenicillin  syphilitic 
individual  may  reach  the  age  of  three  score  and  ten 
because  of  its  use. 

^ ^ ^ ^ 

Cutler  et  al.  attempted  a “Clinical  Evaluation  of 
Isoniazid  in  the  Treatment  of  Tuberculosis”  ( Ann. 
of  Int.  Med.,  39:3).  In  their  experience  Isoniazid  is 
an  effective  antituberculosis  drug.  It  is  their  opinion 
that  in  tuberculosis  meningitis  it  is  probably  superior 
to  streptomycin.  In  caseocavernous  pulmonary  or 
extrapulmonary  tuberculosis,  INA  is  probably  less 
effective  than  streptomycin.  The  therapeutic  re- 
sponse of  basal  pulmonary  tuberculosis  to  INA  is  less 
dependable  and  more  variable  than  to  streptomycin 
and  PAS.  The  authors  discovered  evidence  of  a 
“dissociated  therapeutic  action”  of  INA.  This  dis- 
sociation consisted  of  simultaneous  resolution  of  one 
lesion  with  progression  of  another.  On  theoretic 
ground  the  authors  concluded  that  there  was  strong 
support  for  the  simultaneous  use  of  streptomycin, 
PAS  and  INA. 

* * * # 

“The  Danger  of  Peptic  Ulcer  Complications 
During  Cortisone  or  ACTH  Therapy”  is  noted  by 
Edwards  and  Wollgast  (Rocky  Mt.  Med.  Jour., 
50:9).  They  report  on  a case  of  acute  perforation  of 
a gastric  ulcer  during  ACTFI  and  cortisone  therapy. 
The  authors  call  attention  to  the  masking  effect  of 
these  hormones  and  suggest  that  precaution  be  exer- 
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cised  in  the  use  of  these  drugs.  It  has  become  a fairly 
well  established  fact  that  cortisone  and  ACTH  ther- 
apy are  dangerous  in  the  presence  of  peptic  ulcer. 

* * * * 

“A  Complete  Stripping  of  Varicose  Veins  Under 
Local  Anaesthia”  is  the  method  of  treatment  fav- 
ored by  Nabatoff  (N.  Y.  State  ]oiir.  Med.,  53:12). 
His  reasons  are  briefly  summed  up  under  the  fol- 
lowing headings: 

1 . Complete  stripping  of  varicose  veins  in  his  prac- 
tice was  carried  out  routinely  under  local  anesthesia. 
This  procedure  permits  almost  immediate  postopera- 
tive ambulation,  which  greatly  minimizes  the  danger 
of  thromboembolic  complications. 

2.  In  a great  majority  of  the  patients  four  incisions 
were  made:  in  the  groin,  midthigh,  just  below  the 
knee,  and  just  above  the  ankle.  At  these  sites  all 
communicating  veins,  competent  or  incompetent, 

, w ere  ligated  and  divided. 

3.  All  other  incompetent  perforator  veins  were 
accurately  mapped  out  preoperatively,  and  these 
were  also  ligated  flush  with  the  deep  system  prior  to 

1 the  stripping  procedure. 

4.  Since  all  incompetent  and  competent  perforator 
veins  communicating  with  the  diseased  great  saphe- 

! nous  system  and  all  “blow-outs”  in  other  locations 
were  interrupted,  and  since  the  remaining  varicose 
veins  segments  were  stripped  out,  very  few,  if  any, 
injections  of  sclerosing  solutions  were  needed  fol- 
lowing the  operation. 

* * * * 

“The  Boric  Acid  Problem”  is  a matter  of  timely 
i concern  (Brooke,  G.P.,  VII: 6).  An  appreciation  of 
the  potential  toxicity  of  boric  acid  when  applied  to 
the  skin  is  important.  There  have  been  reported  a 
number  of  cases  of  serious  or  fatal  poisoning  result- 
ing from  the  transcutaneous  absorption  of  boric  acid 
when  applied  to  wounds  or  dermatoses.  The  clinical 
diagnosis  of  boric  acid  poisoning  is  not  difficult  if 
the  physician  is  aware  that  it  can  occur  and  is 
familiar  with  the  clinical  signs.  It  is  often  confused 
with  severe  gastroenteritis,  infectious  diarrhea, 
septicemia,  pneumonia  and  meningitis  by  those  not 
familiar  with  the  clinical  picture.  The  diagnosis  of 
boric  acid  poisoning  should  be  considered  in  any 
infant  who  has  diarrhea  and  vomiting  associated  with 
i a diaper  rash.  It  takes  only  a few  seconds  to  ask  a 
: mother  what  she  has  been  using  on  the  diaper  rash. 


The  reply  may  result  in  saving  the  baby’s  life.  The 
diagnosis  is  made  simple  in  a severely  poisoned  in- 
fant by  the  appearance  of  an  intense  erythema  of 
the  skin,  mucus  membrane,  and  tympanic  mem- 
branes, followed  by  superficial  desquamation  a few 
days  later. 

Treatment  is  supportive  since  no  antidote  is 
known  for  boric  acid  poisoning.  Oxygen,  blood, 
intravenous  fluids  and  antibiotics  to  prevent  the 
development  of  bronchopneumonia  are  the  main- 
stays of  therapy. 

* * * * 

“Hand  Injuries— The  Immediate  Treatment  of 
Acute  Open  Wounds”  demands  a great  deal  of  the 
surgeon  who  undertakes  it  (Mason,  Indus.  Med.  and 
Surg.,  22:9).  In  cases  of  extensive  wounds  the  diffi- 
culties usually  arise  from  error  in  initial  care,  most 
important  of  which  are  ( i ) extensive  primary  repair 
in  a wound  under  conditions  unsuitable  for  such 
care;  (2)  retention  of  nonviable  skin  flaps  which 
slough  in  a few  days  with  resultant  serious  disturb- 
ance in  healing;  (3)  failure  to  close  the  wound  at 
all;  (4)  failure  properly  to  splint  the  hand. 

Adinor  wounds  of  the  hand  are  taken  more  seriously 
today  than  they  were  20  years  ago  and  few  people 
escape  the  penicillin  needle.  The  initial  care  of  hand 
wounds  may,  in  the  majority  of  instances,  be  the 
final  and  definitive  care  even  in  quite  extensive 
wounds.  Occasionally,  however,  the  initial  care  of 
wounds  of  the  hand  may  be  only  the  first  stage  of 
repair,  even  in  seemingly  simple  wounds. 

The  greatest  enemy  to  successful  surgery  of  the 
hand  is  scar  tissue.  It  is  for  this  reason  that  every 
effort  should  be  made  to  minimize  delay  and  disturb- 
ance in  healing,  to  protect  against  secondary  con- 
taminants, and  to  secure  prompt  and  reactionless 
healing  by  closing  wounds  of  the  hand  primarily. 
It  should  be  added  that  there  are  obviously  some 
situations  in  which  primary  closure  is  not  possible 
or  feasible,  but  they  are  rare  in  civilian  practice. 

Prognosis  as  regards  function  cannot  be  deter- 
mined in  many  cases  immediately.  This  is  especially 
true  of  nerve  and  tendon  repairs.  Improvement  often 
goes  on  over  a period  of  three  to  five  years,  and  this 
is  not  just  an  increase  in  dexterity  ^\’hich  a patient 
with  a disabled  hand  develops.  There  is  an  improve- 
ment in  tendon  motion  and  a nerve  recovery  that 
progresses  slowly  and  almost  imperceptibly. 
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George  H.  Dalton,  M.D. 
1891  - 1953 


The  long  and  distinguished  career  of  Dr.  George 
H.  Dalton  came  to  an  end  on  November  20,  1953 
after  a long  illness.  Death  came  to  him  at  the  New 
Britain  General  Hospital  two  days  after  his  admis- 
sion there. 

George  Dalton  was  born  on  April  22,  1891  at 
New  Britain,  the  son  of  the  late  James  and  Rose 
(Flood)  Dalton.  He  was  a life-long  resident  of  that 
city  and  was  graduated  from  St.  Mary’s  School  and 
New  Britain  High  School.  After  receiving  a bache- 
lor’s degree  from  Yale  University,  he  received  his 
medical  degree  in  1912  from  the  Yale  Medical  School 
and  began  practice  in  New  Britain  in  that  year. 

Dr.  Dalton  was  attending  physician  at  New 
Britain  General  Hospital  from  1920  to  1945,  and 
formed  the  medical  staff  at  New  Britain  Memorial 
Hospital  when  it  opened  in  1941.  He  served  as  presi- 
dent of  that  institution’s  medical  staff  from  1941  to 

1947- 


During  World  War  I Dr.  Dalton  served  two  and 
a half  years  with  the  Army  Medical  Corps,  return- 
ing to  civilian  life  as  a captain.  While  in  France  he 
was  cited  by  the  French  government  for  his  service  | 
to  French  soldiers.  After  the  war  he  was  named 
division  chief  of  staff  of  the  Veterans  of  Foreign 
Wars,  and  in  1921  was  appointed  post  surgeon  in  1 
Hartford  for  the  Connecticut  State  Guard.  He  also 
served  as  president  of  the  New  Britain  Medical  j 
Society.  In  1949  he  became  a judge  on  the  rating  j 
board  of  the  Veterans  Administration  in  Hartford,  , 
a post  he  held  at  the  time  of  his  death.  I 

Besides  membership  in  Walter  J.  Smith  Post, 
VFW,  Dr.  Dalton  was  a member  of  Eddy-Glover 
Post,  American  Legion;  Daly  Council,  Knights  of 
Columbus;  St.  Francis  of  Assisi  Church;  Yale  Club; 
Foresters  of  America;  and  the  Red  Men. 

The  community  and  the  medical  profession  have 
suffered  a great  loss  in  the  passing  of  Dr.  Dalton. 
His  contribution  to  the  practice  of  medicine  in  New 
Britain  was  outstanding. 

J.  E.  Darrow,  m.d. 


American  Heart  Association 

! 

At  the  recent  meeting  of  the  American  Heart 
Association  held  in  Chicago  H.  M.  Marvin,  president 
of  the  Connecticut  State  Medical  Society,  was  elect- 
ed to  the  Board  of  Directors  as  a director  at  large 
for  three  years.  William  W.  L.  Glenn  of  the  Depart- 
ment of  Surgery,  Yale  University  School  of  Aledi- 
cine,  was  chosen  for  a one  year  membership  on  the 
Assembly,  the  governing  body  of  the  American 
Heart  Association.  Ira  V.  Hiscock,  director  of  the 
School  of  Public  Health,  Yale  University,  was  also 
chosen  for  a one  year  membership  on  the  Assembly 
as  a representative  of  the  Council  on  Community 
Service  and  Education  of  the  National  Association. 

Representing  Connecticut  on  the  Assembly  at  this 
1954  tneeting  were  Philip  Berwick  of  Moodus  and  j 
William  Lahey  of  Hartford.  { 

I 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  Dewey  Katz,  Hartford  Recording  Secretary,  Mrs.  Walter  Nelson,  Cromwell 

President-Elect,  Airs.  Newell  W.  Giles,  Darien  Corresponding  Secretary,  Mrs.  Stevens  J.  Martin,  Hartford 

Second  Vice-President,  Mrs.  Winfield  Kelly,  Norwich  Treasurer,  Mrs.  Norman  J.  Barker,  Collinsville 


REPORT  OF  PRESIDENT  OF  AUXILIARY  TO 
HOUSE  OF  DELEGATES 


Dr.  Gildersleeve,  Dr.  Marvin,  Members  of  the  House  of 
Delegates  of  the  Connecticut  State  Medical  Society: 

The  motto  of  the  County,  State,  and  National  Medical 
Auxiliaries  for  this  year  has  been  “Together  We  Progress.” 
Keeping  in  mind  the  objectives  of  our  State  organization,  an 
organization  which  numbers  1,170  members  today,  I shall 
attempt  to  report  to  you  how  we  have  succeeded  this  year 
in  “Progressing  Together.” 

Our  first  objective  is  to  assist  the  Connecticut  State  Medi- 
cal Society  in  its  program  to  advance  /Medicine  and  Public 
Health  and  to  promote  mutual  understanding  with  the  lay 
public. 

j today’s  health 

To  help  accomplish  this  objective  we  have  promoted,  by 
various  means,  the  AMA  publication.  Today's  Health.  We 
have  secured  a 35  per  cent  increase  in  subscriptions  this  year 
! over  that  of  last  year.  A great  measure  of  credit  for  this 
I accomplishment  goes  to  the  diligent  efforts  of  the  Today's 
Health  Committees  in  Hartford  and  Aliddlesex  counties. 

I Literally,  hundreds  of  free  sample  copies  of  Today's  Health 
, were  distributed  by  members  of  our  County  Committees  at 
various  educational  meetings  and  fairs  held  throughout  the 
I State.  By  this  method  many  new  readers  were  introduced 
to  the  most  authentic  source  of  health  information  written 
for  the  lay  person.  At  the  request  of  a Y.M.C.A.  director, 
I every  Y.M.C.A.  reading  room  in  Connecticut  was  provided 
by  the  Auxiliary  with  a year’s  gift  subscription  of  Today's 
I Health.  We  thank  you  for  the  credit  points  which  the 
Auxiliary  received  as  a result  of  the  gift  subscriptions  sent 
by  the  State  Medical  Society  to  all  our  Congressmen.  In 
promoting  Today's  Health  we  have  been  assured  that  our 
efforts  in  this  direction  have  been  well  spent  by  none  other 
than  the  president  of  the  AMA,  Dr.  McCormack,  who  said, 
' “You  are  doing  a grand  thing,  because  you  are  helping  in  a 
public  relations  effort  that  means  much  to  the  preservation 
' of  private  enterprise  in  medical  care.”  The  fact  that  only 
15  per  cent  of  the  physicians  subscribe  to  Today's  Health 
discourages  us  at  times.  We,  however,  shall  continually 
strive  to  increase  this  percentage  figure  and  we  hope  that  in 
the  near  future  a copy  of  this  magazine  will  be  found  in  its 
rightful  place,  that  is,  in  the  waiting  room  of  every  physi- 
cian. We  do  not  feel  that  this  is  too  much  to  hope  for.  An 
effort  has  also  been  made  this  year  to  interest  the  pharma- 
cists of  Connecticut  in  Today's  Health  in  order  to  make  this 
magazine  saleable  to  the  public  in  tlie  drugstores.  This 
project  has  been  started  in  Windham  County. 


HEALTH  EXHIBITS 

We  assisted  the  Connecticut  State  Medical  Society  in  its 
program  to  advance  Public  Health  by  manning  the  Society’s 
Health  Exhibit  at  the  Rural  Fairs,  which  exhibit  was  under 
the  direction  of  Dr.  Norman  Gardner  and  his  committee. 
Next  fall,  through  the  cooperative  efforts  of  both  our  organi- 
zations, we  shall  be  able  to  distribute  for  the  first  time,  to 
the  people  attending  these  fairs,  our  own  “First-Aid”  chart 
together  with  the  usual  health  educational  materials. 

NUTRITION  COUNCIL  AND  SCHOOL  HEALTH 

We  cooperated  in  a statewide  meeting  of  the  Connecticut 
Nutrition  Council  for  Elementary  School  Teachers.  This 
was  an  instance  when  the  Medical  Society  felt  the  Auxiliary’s 
School  Health  Committee  could  do  another  specific  job  for 
it.  Therefore,  with  your  consent,  we  assisted  the  Connecticut 
Nutrition  Council  in  financing  this  project  and,  with  Mr. 
Burch’s  assistance  and  that  of  our  Today's  Health  Committee, 
set  up  an  exhibit  of  health  educational  value.  The  Chairman 
of  our  School  Health  Committee  and  the  Auxiliary’s  presi- 
dent took  active  parts  in  the  meeting.  We  consider  this 
project  of  our  combined  organizations  a valuable  public 
service  through  health  education.  Also  through  the  efforts 
of  our  School  Health  Committee  we  have  continued  to 
stimulate  the  formation  of  and  interest  in  School  Health 
Councils.  To  date,  we  are  cognizant  of  only  seven  such 
councils  in  the  State  of  Connecticut. 

On  the  county  level  Auxiliaries  have  assisted  you  in  con- 
ducting diabetic  detection  drives,  manned  medical  informa- 
tion travel  booths,  and  helped  in  the  distribution  of  litera- 
ture to  the  communities  concerning  your  Emergency  Medi- 
cal Plan  program. 

With  your  consent  we  have  become  a charter  member  of 
the  newly  formed  Advisory  Council  on  School  Health.  The 
president  of  the  Auxiliary  served  as  chairman  of  this  organi- 
zation’s committee  on  by-laws.  Also  with  your  consent  we 
are  a member  of  the  Connecticut  Health  League.  AVe  con- 
tinue to  be  a contributing  member  to  the  World  iVIedical 
Association. 

NURSE  RECRUITMENT  AND  SCHOLARSHIPS 

We  have  attempted  individual  preparedness  through  per- 
sonal education  in  our  Alental  Health,  our  Legislative,  and 
Civil  Defense  Committees.  AVc  have  assumed  community 
responsibility  for  establishing  Red  Cross  classes  and  teaching 
Civil  Defense  preparedness,  and  in  helping  to  .stimulate 
Nurse  Recruitment.  Nursing  scholarships  were  gi\cn  in 
five  of  our  seven  organized  counties.  Ehcre  were  eight 
nursing  scholarships  awarded  in  1953.  I'hrcc  medical  .student 
scholarships  amounting  to  jHoo  were  also  awaixlcd  by  the 
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Woman’s  Auxiliary  to  the  Hartford  County  Medical 
Association.  The  Auxiliary  continues  with  nurse  recruitment 
and  the  establishment  of  “Future  Nurses  Club”  in  whatever 
areas  they  are  needed. 

CONGRESSIONAL  LEGISLATION 

National  legislative  matters,  such  as  SJRi,  The  Bricker 
Amendment,  HR8356,  (Wolverton)  Health  Reinsurance 
Fund,  S2759,  To  Amend  the  V^ocational  Rehabilitation  Act, 
S277S  and  HR7397,  Public  Health  Service  Grants-ln-Aid, 
HR3706,  Legislation  to  F'nd  Discrimination  of  Doctors  and 
Dentists  Draft,  HR7199,  Social  Security  Extension,  and  legis- 
lation concerning  medical  care  of  the  American  Veteran 
were  studied  in  discussion  groups  in  the  various  counties. 
No  definite  action  was  taken  at  any  time  because  we  felt 
further  study  was  necessary  or  because,  as  in  the  case  of  the 
Bricker  resolution,  we  did  not  feel  fully  satisfied  with  avail- 
able information. 

.MEDICAL  AND  SURGICAL  SUPPLIES 

After  careful  reinvestigation,  wherein  we  learned  that  the 
need  was  great,  we  decided  to  continue  our  Medical  and 
Surgical  Supplies  project.  Through  cooperation  from  the 
Connecticut  Red  Cross,  we  were  able  to  cut  the  cost  of 
carting  135  large  cartons  of  these  collected  supplies  to  New 
York  to  a minimum.  Plans  for  next  year  include,  at  no 
additional  cost  to  this  project,  the  shipping  to  foreign  medi- 
cal schools,  through  “The  Darien  Book  Plan,”  those  medical 
books  and  magazines  which  you  will  wish  to  contribute. 

MEDICAL  EDUCATION  FUND 

Because  we  believe  wholeheartedly  in  every  form  of 
academic  freedom  and,  as  physicians’  wives,  believe  it  a 
duty  to  protect  our  medical  schools  from  any  abuse  of  such 
freedoms,  I am  pleased  to  report  a pledged  contribution 
for  the  American  Medical  Education  Foundation  from  each 
of  our  seven  organized  counties.  The  contributions  pledged 
totalled  $1,045.  This  together  with  $200  from  our  State 
Auxiliary  means  a contribution  from  the  Woman’s  Auxiliary 
to  the  Connecticut  State  Medical  Society  of  $1,245  ^953 

to  the  American  Medical  Education  Foundation. 

These  have  been  some  of  our  activities  and  accomplish- 
ments which  have  enabled  us  to  fulfill  our  first  objective. 

Our  second  objective.  To  Coordinate  and  Advise  Con- 
cerning Activities  of  County  Auxiliaries,  was  carried  out  by 
conducting  six  board  meetings,  one  executive  board  meeting, 
a School  of  Instruction,  a semi-annual  meeting,  and  tomorow 
our  annual  meeting.  The  president  attended,  at  least  once, 
a regular  meeting  in  every  county  and  was  the  guest  speaker 
on  the  program  in  six  counties. 

SCHOOL  OF  INSTRUCTION 

The  Annual  School  of  Instruction,  which  was  held  in 
Hartford  on  June  9,  1953,  was  an  important  factor  in  the 
fulfillment  of  our  second  objective.  Forty-five  members  of 
the  Auxiliary  attended.  At  the  morning  session.  Dr.  William 
M.  Shepard  of  Putnam,  then  a member  of  your  Advisory 
Committee,  spoke  to  the  group  on  the  YVorld  Medical  Asso- 
ciation. Round  table  discussions  were  conducted  by  the 
Auxiliary  president.  State  officers,  and  State  chairmen  for 
the  county  officers,  and  committee  chairmen.  Literature  of 


all  types  from  the  American  Medical  Association  was  used 
and  distributed.  Dr.  Norman  Gardner,  chairman  of  the 
Connecticut  State  iMedical  Society’s  Committee  on  Rural 
Health,  Mr.  James  Burch,  your  Public  Relations  secretary; 
and  Mrs.  Helen  Bensche,  woman’s  coordinator  of  women’s 
activites  of  the  State  Civil  Defense  office,  were  present  to 
furnish  information  in  their  fields.  It  was  the  enthusiastic 
consensus  that  this  meeting  was  most  helpful  to  county 
personnel. 

CONNECTICUT  QUARTERLY 

To  further  fulfill  our  second  objective,  the  Woman’s  ' 
Auxiliary  page  in  the  Connecticut  State  Medical  Journal 
has  carried  reports  and  programs  of  state  and  county  activ- 
ities of  the  Auxiliary  each  month.  Newspaper  releases  and 
photographs  concerning  Auxiliary  meetings  have  appeared 
in  county  and  city  newspapers.  Four  issues  of  the  Connecticut 
Quarterly  published  by  the  Woman’s  Auxiliary  have  already  1 
been  published  this  year  and  a fifth  is  in  the  process  of  pub- 
lication. Copies  of  this  Quarterly  were  sent  to  each  State  1 
member,  other  State  Auxiliary  presidents,  editors  of  other  j 
Auxiliary  bulletins,  and  to  members  of  the  American  iMedi-  I 
cal  Association  at  the  national  office.  We  continue  to  be  ! 
most  grateful  to  the  Connecticut  Medical  Service  for  their  ! 
paid  advertisement,  which  in  great  measure  makes  possible 
the  publication  of  this  Quarterly. 

MEMBERSHIP 

The  state  and  county  treasurers  and  the  membership  chair- 
men have  worked  diligently  in  keeping  membership  lists  up 
to  date  and  accurate  for  mailing,  for  appearance  in  the  1 
August  issue  of  the  Connecticut  State  Medical  Journal,  j 
and  for  the  collection  of  dues.  However,  in  spite  of  an  increase 
of  79  members,  we  did  not  attain  our  goal  of  a 10  per  cent  I 
increase  in  membership.  As  in  the  past,  we  again  urge  you  !• 
to  encourage  your  wives  to  become  affiliated  with  the  i 
Auxiliary. 

SURPLUS  FUND  j* 

In  order  to  strengthen  our  financial  status,  which  you  | 
know  has  been  satisfactory,  it  was  voted  at  our  semi-annual  ! 
meeting  to  establish  a “Surplus  Fund,”  the  monies  to  be  put  f 
into  a savings  account,  the  amount  each  year  to  be  decided  . 
upon  by  the  finance  committee  and  approved  by  the  board  i| 
of  directors. 

at  AMA  auxiliary  MEETING  ■ 

Under  this  heading  of  our  second  objective  might  also  be  | 
mentioned  the  facts  that  (i)  the  president  headed  the  | 
Auxiliary’s  delegation  to  the  thirtieth  Annual  meeting  of  ; j 
the  Woman’s  Auxiliary  to  the  American  Adedical  Association  |d 
held  in  New  York  City  on  June  2-4,  1953,  and  (2)  with  the 
president-elect  she  attended  the  tenth  annual  mid-year  con-  i i 
ference  held  in  Chicago  on  November  9-1 1,  1953.  At  this 
conference  the  president  was  a member  of  the  Civil  Defense  |) 
panel,  discussing  the  subject  assigned  to  her,  “What  can  ' 
the  Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion do  to  counteract  the  existing  apathy  of  the  physician 
toward  Civil  Defense?” 

We  of  the  Connecticut  Auxiliary  now  stand  ready  to  ' 
assist  you  and,  in  fact,  are  most  anxious  for  positive  action  ' 
in  any  phase  of  medical  Civil  Defense  that  may  be  necessary.  I 
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ART  AND  MUSIC 

Our  third  objective,  that  of  Cultivating  Friendly  Rela- 
tions and  Promoting  iVlutual  Understanding  Among  Physi- 
cians’ Families  was  accomplished  in  many  ways,  among 
which  may  be  mentioned  the  Art-A4usicale  held  for  the 
second  year  in  the  Avery  Court  of  the  Wadsworth  Athe- 
neum  in  Hartford  last  month  under  the  cosponsorship  of 
our  societies.  It  was  again  an  enjoyable  experience  for  those 
members  who  attended.  As  has  been  the  custom  for  a num- 
ber of  years  now,  plans  are  being  made  for  the  Annual  Art 
Exhibition  which  will  take  place  April  27,  28,  29  at  the 
! Bulkeley  High  School  in  connection  with  the  annual  meet- 
ing of  your  society.  We  hope  in  future  years  to  be  able  to 
combine  the  Art-lVIusicale  and  the  Annual  Art  Exhibition 
for  physicians  and  their  families  into  one  event. 

On  the  county  level  were  held  musicales,  dances,  rum- 
mage sales,  and  card  parties,  at  which  time  monies  were 
raised  for  our  nursing  and  medical  scholarships  and  for  the 
American  Medical  Education  Eoundation,  and  for  various 
public  relation  welfare  projects  carried  on  by  the  counties. 

TENTH  ANNIVERSARY 

During  the  semi-annual  meeting,  our  tenth  birthday  anni- 
j versary  was  celebrated.  We  had  the  pleasure  of  having  as  our 
I honored  guests  our  national  president,  Mrs.  Leo  J.  Schaefer 
j of  Salina,  Kansas,  and  our  national  first  vice-president,  A4rs. 

1 Robert  Elanders  of  lAdanchester,  New  Hampshire.  Some  of 
! you  who  attended  this  meeting  expressed  surprise  to  see  so 
; many  national  officers  in  attendance.  May  I say  for  the 
record  that,  because  Connecticut  has  had  a national  vice- 
president  and  several  of  our  members  have  held  regional 
I chairmanships  on  the  national  committees  of  Today's  Health, 
I membership,  legislation,  and  public  relations,  that  we  feel 
friendly  and  close  to  the  members  of  our  national  organi- 
zation. Working  together  makes  for  friendly  relations  and 
I mutual  understanding. 

Through  the  untiring  efforts  and  patience  of  the  chairman 
! of  our  Medical  Advisory  Committee,  Dr.  Thomas  Ai.  Feeney, 
we  have  made  a decided  effort  this  year  to  work  closely 
with  chairmen  of  the  Adedical  Society  having  committees 
similar  to  those  of  the  Auxiliary,  so  that  “Together  We 
Might  Progress.”  For  any  progress  we  might  have  made,  we 
are  indeed  indebted  to  these  physicians  for  their  cooperation. 

I wish  especially  to  thank  Dr.  Thomas  M.  Feneey,  Dr. 
Stanley  B.  Weld,  Dr.  Creighton  Barker,  Mr.  James  G. 
Burch,  and  each  member  of  my  Board  of  Directors  for  their 
able  assistance  and  advice  during  the  year  of  my  presidency, 
I April  28,  1953  to  April  28,  1954. 

j Respectfully  submitted, 

i T.  Sylvia  Pitzele  Katz 


Breast  Cancer  Diagnosed  Earlier 
Of  the  Connecticut  women  with  breast  cancer 
there  has  been  an  increasing  proportion  entering 
Connecticut  hospitals  while  the  disease  is  still  local- 
ized. It  is  a known  fact  that  cancers  diagnosed  early 


have  a better  chance  for  cure  than  do  cases  diag- 
nosed at  a later  stage  of  disease.  There  have  been 
7,058  women  with  cancer  in  the  breast  who  have 
been  admitted  to  hospitals  reporting  to  the  Con- 
necticut Cancer  Register  maintained  by  the  Con- 
necticut State  Department  of  Health  in  the  sixteen 
years  from  1935  to  1950.  Thirty-six  per  cent  of  the 
patients  reported  in  the  five  years  between  1935  and 
1939  had  localized  cancers  in  the  breast;  in  the  six 
years  between  1940-1945  almost  43  per  cent  had 
localized  cancers;  and  in  the  five  years  between  1946 
and  1950  almost  45  per  cent  had  localized  cancers. 
Therefore,  the  proportion  of  cases  coming  to  diag- 
nosis at  an  early  stage  of  disease  has  increased  by 
almost  25  per  cent  between  the  first  five  years  of  the 
Connecticut  cancer  control  program  and  the  last  five 
years  for  which  statistics  are  available. 

In  the  sixteen  years  between  1935  and  1950  there 
were  7,058  cases  of  breast  cancer  in  women  in  Con- 
necticut in  contrast  to  97  breast  cancers  in  men  for 
the  same  period.  This  represents  a ratio  of  73  women 
to  each  man  with  breast  cancer.  There  was  an  aver- 
age of  441  cases  a year  in  women.  The  highest  num- 
ber diagnosed  in  a single  year  was  592  in  1949  with 
the  lowest  number  (259)  diagnosed  in  1935.  There 
was  an  average  of  six  cases  a year  in  men  with  the 
highest  number  (13)  appearing  in  1941  and  the 
lowest  number  (2)  being  diagnosed  in  1948. 

During  the  sixteen  year  period  the  percentage  of 
cases  in  women  with  regional  involvement  has  re- 
mained almost  the  same— an  average  of  almost  45  per 
cent.  A substantial  drop  has  occurred  in  the  percent- 
age of  breast  cancers  diagnosed  with  remote  metas- 
tases.  In  the  five  years  from  1935-1939  almost  12  per 
cent  had  remote  metastases  while  only  six  per  cent 
had  late  cancer  in  1946-1950.  Cases  coming  to  diag- 
nosis with  the  stage  of  disease  not  known  also 
showed  a drop  in  the  percentage  of  cases.  There  was 
6.5  per  cent  in  1935-1939  and  3.9  per  cent  in  1946- 
1950. 

The  percentages  in  each  stage  of  disease  among  the 
males  are  based  on  small  numbers  which  cause  wide 
fluctuations  in  percentages  with  only  a small  change 
in  the  actual  number  of  cases.  With  this  limitation 
kept  in  mind,  it  can  be  seen  that  the  percentage  of 
cases  with  localized  cancer  and  stage  of  disease  un- 
known increased,  while  tlie  percentage  of  cases  with 
regional  involvement  and  remote  metastases  de- 
creased. 
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SPECIAL  NOTICES 


CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

iMay  6 

“Government  in  Medicine — 1 he  Basis  in  Law” 

Sidney  Shindell,  m.d.,  ll.b. 

May  13 

“Superficial  Mycotic  Infections  of  the  Skin” 

Charles  N.  Sullivan,  m.d. 

May  20 

“Clinicopathological  Conference” 

Paul  M.  Sherwood,  m.d. 

May  27 

“Some  A.spects  of  Gastric  Carcinoma” 

Daniel  Marshall,  m.d. 

Meetings  are  held  at  8:30  a.  m.  at  the  Veterans  Adminis- 
tration Regional  Office,  95  Pearl  Street,  Hartford,  Connecti- 
cut, in  the  Main  Conference  Room. 


Trauma,  Stress  and  Coronary  Thrombosis 
Alan  R.  Moritz,  m.d. 

This  Session  represents  a practical  and  somewhat  new 
approach  to  a solution  of  some  of  the  situations  in  the 
medico-legal  field  that  have  caused,  or  that  in  the  future  may 
cause  uncertainty  and  possible  embarrassment  on  the  part  of 
the  physician.  The  program  has  been  carefully  arranged  with 
that  objective  in  mind  and  a physician  will  find  much  of 
value  in  the  six  papers.  The  meeting  will  be  held  on  Thurs- 
day morning,  June  24,  in  the  White  Room  of  the  Masonic 
Temple  located  at  25  Van  Ness  Avenue  and  will  begin  at 
9:00  A.  M.  and  conclude  at  12:00  noon. 


SECOND  WORLD  CONGRESS  ON  CARDIOLOGY 

The  Second  World  Congress  on  Cardiology  and  the  27th 
Scientific  Sessions  of  the  American  Heart  Association  will 
be  held  in  Washington,  D.  C.,  September  12  to  17,  1954. 
This  will  be  the  first  international  medical  gathering  of  its 
kind  ever  held  in  the  United  States. 


SESSION  ON  LEGAL  MEDICINE  AT  SAN 
FRANCISCO  MEETING,  JUNE  24,  1954 

In  recognition  of  the  growing  importance  of  the  many 
situations  in  which  medicine  may  contribute  to  a clarifica- 
tion of  medicolegal  issues  and  of  the  interest  and  concern  of 
physicians  in  such  situations,  there  will  be  presented  at  the 
San  Francisco  meeting  in  June  a Session  on  Legal  Medicine 
in  the  Section  on  Adiscellaneous  Topics  of  the  Scientific 
Assembly.  This  Session  will  be  held  under  the  immediate 
sponsorship  and  direction  of  the  Committee  on  Medicolegal 
Problems  which  has  arranged  an  informative  program  to 
include  discussions  on  topics  of  practical  value  to  practi- 
tioners who,  whether  they  like  it  or  not,  will  some  day 
become  personally  concerned  in  a medicolegal  involvement. 
The  following  papers  will  be  presented: 

Advice  to  the  Medical  Witness 

W.  I.  Gilbert,  Esq.,  president,  Los  Angeles  Bar  As.so- 
ciation 

Malpractice,  an  Occupational  Hazard 
Louis  J.  Regan,  m.d. 

Medicolegal  Problems  Related  to  Sterilization,  Artificial 
Insemination  and  Abortion 

J.  W.  Holloway,  Jr.,  Esq.,  and  Edwin  J.  Holman,  Esq. 

Prevention  of  Transfusion  Accidents 
Alexander  S.  Wiener,  m.d. 

Legal  Aspects  of  Medical  Partnerships 
George  E.  Hall,  Esq. 


WATERBURY  HOSPITAL 
WATERBURY  HEART  ASSOCIATION 
Present  a Heart  Symposium  at  the  Waterbury  Hospital 
Thursday,  May  6,  1954 — 11:30  A.  M.  to  1:30  P.  M. 

I —  “Some  New  Concepts  of  Hypertension” 

George  A.  Perara,  m.d.,  assistant  professor  of  medi- 
cine, Department  of  Medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University 

II —  “Pathological  Aspects  of  Hypertension” 

Levin  L.  Waters,  m.d.,  associate  professor  of  pathol- 
ogy, Yale  University  School  of  Medicine 

III —  “The  Use  of  Hypo-Tensor  Drugs” 

Edward  D.  Freis,  m.d..  Department  of  Medicine, 
Georgetown  University  Medical  School,  Washington, 

D.C. 


CONNECTICUT  TRUDEAU  SOCIETY 

The  regular  Spring  Meeting  of  the  Connecticut  Trudeau 
Society  will  be  held  at  Cedarcrest,  Newington,  on  Wednes- 
day, May  26,  1954,  at  8:00  p.  m. 

Dr.  Maurice  B.  Strauss,  chief.  Medical  Service,  Veterans 
Administration  Hospital,  Boston,  Massachusetts,  will  discuss 
“Metabolism  and  Fluid  Balance  as  it  Effects  the  Thoracic 
Surgeon,  the  Cardiologist,  and  the  Internist.” 

Members  and  interested  physicians  are  cordially  invited  to 
attend. 
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Normal  Colon 


Ulcerative  Colitis 


Atonic  Colon- 


Smoothage  and  Bulk  in  Correcting  Constipation 

To  initiate  the  normal  defecation  reflex, 

the  '‘‘‘smoothage^’’  and  bulk  of  Metamucil®  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 
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from  County  Associations 
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Fairfield 

Daviei  T.  Monahan  of  Bridgeport  is  the  author  of 
“Peptic  Ulcer”  published  in  The  New  England 
Journal  of  Medicine,  December  17,  1953. 

Hartford 

The  March  1954  issue  of  the  State  of  Connecticut 
Labor  Department’s  Alonthly  Bulletin  carried  a three 
page  account  of  John  N.  Gallivan’s  citation  for  out- 
standing service  to  the  physically  handicapped  to- 
gether with  an  excellent  illustration  of  the  principals 
involved,  Drs.  Gallivan  and  Gildersleeve,  Mr.  John 
L.  Connors  and  Mr.  Arthur  V.  Geary. 

John  C.  Leonard,  director  of  medical  education 
at  the  Hartford  Hospital,  is  the  author  of  “Program 
for  Graduate  Training  in  Nonuniversity  Hospitals; 
The  Hospital  Viewpoint”  published  in  the  Council 
on  iVledical  Education  and  Hospitals  Section  of 
Journal  of  American  Medical  Association,  April  3, 
1954. 

A4r.  C.  Joseph  Stetler,  secretary  of  the  AMA’s 
Committee  on  Legislation  and  National  Emergency 
iVledical  Service,  was  guest  speaker  at  HCMA’s 
162nd  annual  meeting,  Tuesday,  April  6,  at  the 
Hartford  Club.  One  hundred  sixty-five  members 
attended  to  hear  him  speak  on  national  legislation 
alTecting  the  medical  profession. 

Mr.  Stetler  was  recently  named  by  former  Presi- 
dent Herbert  Hoover  as  a special  consultant  to  the 
Adedical  Services  Task  Eorce  of  the  Commission  on 
Organization  of  the  Executive  Branch  of  the  gov- 
ernment. He  will  direct  the  staff  activities  of  the 
Subcommittee  on  Emergency  Medical  Planning. 
(The  Medical  Task  Eorce  will  transmit  to  the  entire 
commission  its  findings  on  duplication  of  govern- 
ment activities  in  the  medical  field.) 

Dr.  D('=nald  R.  Morrison  of  Hartford  was  chair- 
man of  the  arrangements  committee  for  the  seventh 
annual  Cancer  Conference  for  Physicians  in  New 
Haven  this  month.  The  conference  discussed  cur- 
rent advances  in  the  Papanicolaou  technique  for 
cancer. 

“Recent  Progress  in  Cancer  Research  and  Con- 


trol” was  the  topic  of  Dr.  Aderrill  B.  Ruinow’s  talk 
at  an  organizational  meeting  of  the  American  Cancer 
Society,  Adanchester  Division,  last  Eebruary. 

Dr.  John  I.  Nurnberger  of  the  Institute  of  Living 
spoke  at  a meeting  of  the  Wheelock  College  Club 
of  Hartford  in  Adarch.  Dr.  Norman  Gross  spoke  to 
teenagers  at  the  Jewish  Community  Center  of 
Hartford. 

Dr.  John  C.  White,  president  of  the  Connecticut 
Heart  Association,  was  among  the  participants  at  a 
Hartford  Heart  Association  meeting  last  March  to 
raise  funds  for  the  association. 

The  National  Office  Adanagement  Association 
heard  Dr.  John  Donnelly,  clinical  director  of  the 
Institute  of  Living,  in  March.  He  spoke  on  “Psy- 
chiatry and  Its  Role  in  Industry.” 

A symposium  at  the  Worcester  Memorial  Hos- 
pital featured  a talk  by  Dr.  Edward  G.  Deming  on 
the  cleft  palate. 

* # # # 

New  president  of  HCMA  is  Dr.  Amos  E.  Friend 
of  Manchester.  Dr.  Friend  is  an  eye,  ear,  nose  and 
throat  specialist,  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngoloy,  and 
last  year  served  as  vice-president  of  HCMA. 

Dr.  Thomas  Ad.  Feeney  of  Hartford  is  vice- 
president.  Dr.  Feeney  is  a urologist  and  is  the  present 
chairman  of  the  Board  of  Directors. 

Dr.  Philip  M.  Cornwell  of  Hartford  was  elected 
secretary-treasurer.  Dr.  Cornwell  is  also  a urologist, 
and  last  year  served  in  the  same  capacity  as  secre- 
tary-treasurer. 

Dr.  Harold  M.  Clarke  of  New  Britain  is  alternate 
councilor  of  HCAdA  now.  Dr.  Clarke  is  a surgeon 
and  former  president  of  the  New  Britain  Medical 
Society. 

As  delegates  (and  members  of  the  Board  of  Direc- 
tors) the  following  were  elected:  Dr.  Samuel  Don- 
ner  of  Hartford,  an  internist;  Dr.  Herman  W. 
Winters  of  Bristol,  a surgeon,  and  Dr.  Samuel  H. 
Cohn  of  Hartford,  a surgeon  also. 

The  Board  of  Directors  of  HCAdA  has  voted  to 
endorse  the  polio  vaccine  program  proposed  by  the 
National  Foundation  for  Infantile  Paralysis  and  the 
State  Department  of  Health.  However,  the  Board 
pointed  out  that  it  is  possible  that  no  benefits  may 
be  “derived  from  the  vaccine  and  that  hazards  may 
be  involved.” 


( Continued  on  page  480) 
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in 

arthritis 
and  allied 
disorders 

Rapid  Relief  of  Pain 

usually  within  a few  clays 

Greater  Freedom 
and  Ease  of  Movement 
functional  improvement  in  a significant 
percentage  of  cases 

No  Development  of  Toleranee 
even  when  administered  over 
a prolonged  period 


BUTAZOLIDIN® 


(brand  of  phenylbutazone) 


Its  usefulness  and  efficacy  substantiated  by  numerous  published  reports, 
Butazolidin  has  received  the  Seal  of  Acceptance  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association  for  use  in: 

• Gouty  Arthritis  o Rheumatoid  Arthritis 

• Psoriatic  Arthritis  • Rheumatoid  Spondylitis 

• Painful  Shoulder  (including  peritendinitis,  capsulitis,  hursitis  and  acute  arthritis) 

Since  Butazolidin  is  a potent  agent, patients  for  therapy  should  be  selected 
with  care;  dosage  should  be  judiciously  controlled;  and  the  patient  should  be  regularly 
observed  so  that  treatment  may  be  discontinued  at  the  first  sign  of  toxic  reaction. 
Descriptive  literature  available  on  request. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.Y. 

In  Canada;  Geigy  Pharmaceuticals,  Montreal 
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CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
^<1‘  each  additional 

2^4  extra  if  keyed  through  Journal 
Payable  in  advance 

FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
rchnislicd  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tttry.  We  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  iMeriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meriden,  Conn. 

FOR  SALE:  Tycos  Aneroid  blood  pressure  $25.00 — Baum- 
onometers  $18.00  up — New  fluorescent  magnifying  focus 
lamp  $35.00 — Castle  and  Prometheus  recessed  16  inch  cabinet 
automatic  sterilizers  $75.00  up — New  short  wave  FCC  license 
$250  with  cabinet — Heavy  duty  Wappler  cautery  $30.00 — 
Galvanic  sine  wave  $45.00 — Dare  hemoglobinometer  $25.00 — 
New  fluorescent  14  x 17  x-ray  illuminaters  $20.00 — Develop- 
ing tank,  2 14  gallon,  $25.00 — 8 x 10  cassette  hi-speed  Patter- 
son screen  $15.00 — 8 x 10  Kodak  hangers  $1.00 — 8 x 10 
illuminater  $12.00 — Safe  light  $3.00 — Calipers  $2.00 — Wall 
examining  lamp  $25.00 — Castle  examining  lamp  $45.00 — 
Hemometers,  Sahli  $8.00 — Physical  therapy  table  $35.00 — G. 
U.  table  $85.00 — Clinical  or  nurse’s  desk  $50.00 — Medicine 
and  treatment  tables  $40.00 — Continental  physician’s  scale 
$35.00 — Instrument  cabinets  $40.00 — Lilly  biological  refrig- 
erator $95.00 — Examining  table  $50.00 — EENT  chairs  $35.00 
up — Suction  and  pressure,  Sklar  $125.00 — Eye  test  cabinet 
$30.00 — Otiscopes  and  ophthalmoscope  sets  $20.00  up — 
Welch-Alien  illuminated  proctoscope  set  $25.00 — Jones  and 
McKesson  new  basal  metabolism  $150.00 — Infra-red  lamps, 
1200  watt,  $25.00 — Treatment  chairs  $15.00 — Examining  stools 
$10.00 — Save  on  instruments — Newbeck-Lee  quartz  string 
cardiograph  $50.00 — Portable  Castle  sterilizers  $35.00  up — 
Microscopes  $75.00  up — Spencer  binocular  microscope,  new 
condition,  $300.00 — Pediatric  tables — New  B.-D.  tuberculin 
14  cc.  syringes  $1.50 — Utility  tables  $8.00  up — Waiting 
room  furniture  and  hundreds  of  small  items  at  tremendous 
sa\’ings.  We  have  no  overhead.  Our  warehouse  is  opened 
only  by  appointment.  Budget  terms.  Phone  Meriden  5-9675 
or  write  Harry  Sacker,  P.  O.  Box  642,  Meriden,  Conn. 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*AI1  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  have  set  a 
minimum  daily  adult  requirement. 

Distributed  by 

Borden^ s Mitchell  Dairy 

BRIDGEPORT  | 

NORWALK  STAMFORD  DANBURY  | 

NEW  HAVEN  SHELTON  MIDDLETOWN  i- 

I' 

i 

— 


THE  HAVEN 

Incorporated 

ABINGTON,  CONNECTICUT 
Chronic  and  Convalescent  Hospital 

K.  B.  Howe,  Physical  Therapist, 
Superintendent 

Route  44  Tel.  Putnam  8-2495 


SoapMaster  dispensers  in  your  washrooms 

afford  the  finest  possible  handwashings  at  the  lowest  possible  cost  — and  in 
a completely  sanitary  manner.  SoapMasters  are  fully  guaranteed. 

Choice  of  3 types  superb  quality  soap 

accepted  by  AMA,  available  for  use  in  the  SoapMaster  dispenser 
to  meet  all  requirements. 

For  name  of  local  distributor  write 

VOORHIS-TIEBOUT  CO.,  INC.  Red  Hook  3,  New  York 


Appetite  Poor? 

...here's  a practical,  natural  stimulant 
for  an  immediate  response 

rp'HROUGHOUT  the  history  of  medicine,  wine — the 
J classic  beverage  of  moderation — has  been  widely 
but  empirically  considered  to  be  a reliable  stimulant 
to  the  sense  of  taste. 

During  the  past  few  years,  as  part  of  a scientific 
study  of  wine  chemistry  and  physiology,  American 
medical  investigators  have  approached  this  matter  ob- 
jectively. They  have  conducted  extensive  laboratory 
and  clinical  tests,  and  learned  that  there  is  indeed  a 
physiological  rationale  for  the  use  of  wine  in  anorexia*. 

Unlike  alcohol  itself,  which  depresses  appetite  and 
olfactory  acuity,  wine  has  a striking  and  often  valu- 
able effect  as  a stimulant.  Largely  because  of  its 
natural  tannins  and  organic  acids,  table  wine  heightens 
the  ability  of  a patient  to  detect  faint  aromas,  to  enjoy 
the  flavors  of  food,  and  to  partake  more  substantially 
of  needed  nutriments. 

In  anorexic  patients,  the  prescription  of  such  wine 
in  moderate  amounts  has  quickly  brought  a significant 
rise  in  caloric  intake  and  a welcome  increase  in  body 
weight. 

Wine's  mild  relaxant  qualities,  observed  by  many 
generations  of  physicians,  may  also  be  important  in 
the  care  of  many  patients  whose  lack  of  appetite 
stems  primarily  from  tenseness  and  anxiety. 

In  addition  to  its  physiological  effects,  wine  can 
bring  an  incalculable  psychological  boost  to  the  patient 
by  adding  a touch  of  color  and  grace  to  his  diet — by 
making  him  feel  that  he  is  having  “something  special" 
— that  he  is  being  treated  as  a person  rather  than  as 
a case. 

The  excellence  of  California’s  wines  makes  them 
appealing  to  all,  including  your  connoisseur  patients. 
Their  economy  makes  it  possible  to  prescribe  these 
appetite-stimulating  beverages  without  burdening  the 
patient’s  budget.  Wine  Advisory  Board,  717  Market 
Street,  San  Francisco  3,  California. 


*Research  information  on  wine  is  available  upon  request. 
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Along  the  same  lines,  the  Board  gave  Dr.  Burdette 
J.  Buck  authority  to  appoint  a communicable  disease 
committee  (including  polio)  to  assist  and  guide 
individual  physicians,  hospital  staffs  and  others  in  the 
diagnosis  and  treatment  of  communicable  diseases. 

Litchfield 

The  hoard  of  directors  of  the  Litchfield  County 
Mospital  in  Winsted  voted  to  erect  a new  $800,000 
hospital  adjacent  to  the  present  structure.  The  new 
hospital  will  contain  70  beds  and  will  be  built  on 
the  south  side  of  the  present  50  bed  hospital,  now  50 
years  old. 

Middlesex 

Irving  Flolley,  who  was  on  the  staff  of  the  Con- 
necticut State  Hospital  for  over  twenty  years,  died 
at  the  age  of  82  in  iVIiddletowm. 

John  Korab  attended  the  annual  meeting  of  the 
American  Heart  Association  in  Chicago  early  in 
April. 

Harold  Speight  and  F.  Erwin  Tracy  attended  the 
annual  meeting  of  the  American  College  of  Physi- 
cians held  in  Chicago  the  first  week  in  April. 

The  Middlesex  County  Medical  Association  held 
its  annual  meeting  at  the  Commodore  iVIacDonough 
Inn,  Middletown,  on  Thursday,  April  8.  Our  guests 
w'ere  G.  H.  Gildersleeve,  president  of  the  State 
Society;  Thomas  Danaher,  president  of  the  Council; 
Creighton  Barker,  executive  secretary;  James  Burch, 
director  of  publicity;  Stanley  Osborn,  State  commis- 
sioner of  health.  Election  of  officers  for  the  coming 
year  was  held,  with  the  following  results:  President, 
Christie  McLeod;  Vice-President,  Willard  Buckley; 
Clerk,  Vincent  J.  Vinci;  and  Councilor,  F.  Erwdn 
Tracy.  Four  candidates  were  elected  to  membership. 
The  speaker  of  the  evening  was  Sidney  Shindell  who 
is  chairman  of  the  State  Commission  for  the  Chron- 
ically 111.  He  gave  an  enjoyable  and  illuminating 
talk  on  “Legal  Aspects  of  iVIedical  Practice.” 

New  Haven 

David  M.  Little,  Jr,  attending  anesthesiologist  at 
Grace-New  Haven  Community  Hospital  and  assist- 
ant clinical  professor  of  anesthesiology  at  Yale  Uni- 
versity School  of  Medicine,  now  on  leave  of  absence 
at  Great  Lakes,  Illinois,  is  the  author  of  “iModern 
Balanced  Anesthesia”  published  in  the  Journal  of 
the  Medical  Association  of  Georgia,  March  1954. 


The  New  Haven  Medical  Association  meeting  on 
April  7 was  addressed  by  John  W.  Streider  on  “The 
Surgical  Management  of  Pulmonary  Metastatic 
Disease.”  Dr.  Streider  comes  from  the  Department 
of  Surgery,  Massachusetts  Memorial  Hospital,  Bos- 
ton. On  April  2 1 at  the  New  Haven  Medical  Asso- 
ciation James  L.  Poppen,  Department  of  Neurosur- 
gery, Lahey  Clinic,  Boston,  spoke  on  “Subarach- 
noid Hemorrhage  and  Its  Treatment.”  The  Wood- 
ward Lecture  of  the  Yale  Medical  Society  was  given 
on  April  5 by  Dr.  Andre  Lwoff,  chief.  Department 
of  Microbial  Physiology,  Pasteur  Institute,  Paris, 
France.  Dr.  Lwoff  was  educated  at  the  University 
of  Paris  and  has  done  postgraduate  work  at  Heidel- 
berg and  Cambridge  Universities.  He  has  been  a 
Dunham  Lecturer  at  Harvard.  His  early  investigative 
wmrk  has  been  concerned  with  microbial  nutrition. 
His  recent  activities  have  been  in  the  field  of  bac- 
terial viruses,  where  he  has  wmrked  on  lysogenic 
bacteria,  particularly  on  the  induction  of  latent  in- 
active viruses  into  mature  infectious  particles. 

Daniel  Levy  of  New  Haven,  president  of  the 
Grace-New'  Haven  Hospital  staff,  w^as  recently 
elected  president  of  the  New  Haven  County  Adedi- 
cal  Association. 

New  London 

The  162nd  annual  meeting  of  the  New  London 
County  iVIedical  Society  was  held  on  April  i,  1954. 
Isadore  Hendle  presided.  New  officers  for  the 
coming  year  were  elected  as  follows:  President,  John 
Suplicki,  Norwich;  Vice-President,  Eric  Blank, 
New  London;  Secretary-Treasurer,  William  Mur- 
ray, New  London;  Board  of  Trustees,  Harold  Ber- 
gendahl,  Norwioh,  and  Roger  Fowler,  Mystic. 

Delegates  to  State  House  of  Delegates:  H.  Peter 
Schwarz,  Norwich;  Adalcolm  Ellison,  John  Brosnan, 
William  Adurray,  all  of  New  London;  Sidney  Drob- 
nes,  Norwich;  ist  Alternate,  H.  Von  Glahn,  Old 
Lyme;  2nd  Alternate,  Maurice  Adoore,  Norwich. 

Delegates  to  County  Associations:  Hartford, 

Lewds  Sears,  Norwich;  New  Haven,  Willard  Morse, 
New  London;  Tolland,  H.  Von  Glahn,  Old  Lyme; 
Fairfield,  Roger  Ryley,  Adystic;  Litchfield,  Kurt 
Oppenheimer,  Norwich;  Adiddlesex,  Thomas  Soltz, 
New  Imndon;  Windham,  Frank  Miselis,  Montville. 

At  the  Scientific  Session  of  the  annual  meeting  of 
the  county  the  speaker  was  David  Kramer,  associate 
professor  of  medicine  at  Jefferson  Adedical  College. 
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Sealy,  creators  of  the  noiv-famous  Posturepedic  innerspring 
mattress  designed  in  cooperation  with  leading  orthopedic  sur- 
geons, is  now  pleased  to  announce  to  the  medical  profession 
its  latest  achievement  ^ — the  Posturepedic  Foam  Rubber  Set. 

Sealy  has  at  last  accomplished  in  foam  rubber  what  it  pio- 
neered in  innerspring  mattresses.  Now,  all  the  characteristics 
of  the  Posturepedic  with  its  firm,  healthful  support  have  been 
combined  with  the  many  advantages  of  foam  rubber  to  achieve 
a completely  new  conception  in  healthful  sleeping  comfort. 

You  are  cordially  invited  to  inspect  the  new  Sealy  Pos- 
turepedic Foam  Rubber  Set  at  your  nearest  Sealy  F)ealer. 
Literature  and  Sealy  Professional  Discount  Plan  sent  promptly 
upon  request. 


P.O.  Box  1000,  WATRUIlUEiY.  CoNNr'.CTICUT 
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I hope  to  see  you  soon  . . . 

r\ 

Tm  the  SAUNDERS  representative 

in  Connecticut 

Joseph  Junemati 

He  spoke  on  the  “Diagnosis  and  Management  of 
Gangrene.” 

The  monthly  dinner  lecture  meeting  of  the  Law- 
rence and  iMemorial  Associated  Hospitals  was  held 
March  i8.  The  speaker  was  S.  Charles  Kasdon,  assist- 
ant clinical  professor  of  gynecology,  Tufts  College 
iMedical  School;  consultant  in  gynecology,  and 
director  of  the  Cytology  Laboratory,  New  England 
Center  Hospital.  His  subject  was  “Modern  Approach 
to  Carcinoma  in  situ  of  the  Cervix.” 

On  iVIarch  9 William  Wawro,  attending  surgeon, 
1 lartford  Hospital,  spoke  to  the  staff  of  the  Lawrence 
and  Memorial  Llospital  on  “Chemotherapy  of  Dis- 
seminated Cancer.” 

James  M.  Sturtevant  announces  the  removal  of  his 
office  to  35S  iMontauk  Avenue  for  the  practice  of 
pediatrics.  Archie  Lewandrowski  announces  the 
opening  of  his  office  at  295  Long  Hill  Road,  Groton 
for  the  practice  of  internal  medicine. 

The  doctors  of  Groton  have  recently  worked  out 
a plan  for  emergency  coverage  on  weekends.  Nor- 
wich already  has  a plan  in  operation.  This  leaves 
only  New  London  to  work  out  a plan  for  emer- 
gency coverage. 

The  regular  monthly  meeting  of  the  staff  of  the 
William  W.  Backus  Hospital  was  held  on  April  8. 
Gordon  Myers,  cardiologist  of  Massachusetts  Gen- 
eral Hospital,  Boston  discussed  “The  Application  of 
Cardiac  Catheterization  to  the  Study  of  Heart 
Disease.”  The  meeting  was  preceded  by  a dinner. 

It  has  recently  been  announced  that  Mrs.  Helen 
Lena,  widow  of  the  late  Hugh  Lena,  is  giving  Dr. 


CONNECTICUT 

AMBULANCE 

ASSOCIATION 

Emergency  Hospital  - - - _ Bridgeport 

Nelson  Ambulance  Service  - - Bridgeport 

Dunn  Ambulance  Service  - - - - Bristol 

Maynard  Ambulance  Service  East  Hartford 
Aetna  Ambulance  Service  - - - Hartford 

Maple  Hill  Ambulance  Service  - Hartford 
Kamen’s  Ambulance  Service  - - Meriden 
Chamberlain  Ambulance  Service  - Milford 
New  Britain  Ambulance  Service  New  Britain 
Flanagan  Ambulance  Service,  Inc.  New  Haven 
Union-Lyceum  Ambulance  Service 

New  London 

Fairfield  Oxy.  & Amb.  Service  - Stainford 
Academy  Ambulance  Service  - - Stratford 

Campion  Ambulance  Service  - Waterbury 
Fitzgerald’s  Ambulance  Service  Waterbury 
Waterbury  Hospital  - - - - W aterbiiry 

^‘’Qualified  Drivers  and  Attendants’’’’ 


Lena’s  Surgical  Hospital,  154  Broad  Street,  New 
London,  to  the  Daughters  of  Mary  of  the  Immacu- 
late Conception  to  be  run  as  a general  hospital  to 
serve  all  faiths  in  this  area.  The  same  order  of  Nuns 
purchased  the  home  of  Dr.  Kelley  Davis  to  be  used 
as  a convent. 
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Baker’s  Modified  Milk  now  provides  the  recommended  daily  allowance 
of  all  known  essential  vitamins  in  the  amounts  of  milk  customarily 
taken  by  infants. 

At  normal  dilution*  per  quart,  vitamins  provided  are: 

Vitamin  A — 2500  U.S.P.  units  Thiamine  (Bi) — 0.6  milligram 

Vitamin  D — 800  U.S.P.  units  Riboflavin — 1 milligram 

Ascorbic  acid  (C) — 50  milli-  Niacin — 5 milligrams 

grams  Vitamin  65— 0.16  milligram 


Made  from  Grade  A milk 
(U.  S.  Public  Health  Service 
Milk  Code)  which  has  been 
modified  by  replacement  of 
the  milk  fat  with  vegetable 
and  animal  fats  and  by  the 
addition  of  carbohydrates, 
vitamins  and  iron. 


*Eqiial  parts  Baker’s  and  water 


BAKE  R’S  MODIFIED 


I LK 


THE  BAKER  LABORATORIES  INC. 

Milk  Products  Exclusively  for  the  Medical  Profession 

Main  Office:  Cleveland  3,  Ohio  Division  Offices:  Atlanta,  Dallas,  Denver, 

Plant:  East  Troy,  Wisconsin  Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 


A‘>'* 
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Ifiank  you  docht  iwfher  afcot/f. 


ha  listing  Aspinn  you  c^n  pr&ficnba 
; ^ha  Ravbr  Remains  fiteble  doiA/n  to  the  last  tablet 
Bottle  of  24  tablets  each) 


JTe  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,N.  Y. 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK.«, 


Cigarette 

Choose?” 


. . . REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 

DOUBLE  THE  FILTERING  ACTION! 


1 


NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

• This  new-type  filter,  of  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  filter  research.  Each  hlter  con- 
tains 20,000  tiny  lifter  elements  that  give  efficient  filter- 
ing action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

0 The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


New  King-Size 

Filter  Tip  VICEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


HEARING  h their  business! 


These  are  the  Audivox  Hearing  Aid  Dealers  who 
serve  you  in  CONNECTICUT.  Audivox  dealers 
are  chosen  for  their  competence  and  their  interest 
in  your  patients’  hearing  problems. 


AUDIPHONE  COMPANY  OF  HARTFORD 
721  Main  Street,  Room  319 
Hartford  3,  Connecticut 
Tel.:  6-8094 

FLIEG  AND  NEWBURY 
45  Water  Street 
Torrington,  Connecticut 
Tel.:  8540 


WATERBURY  HEARING  CENTER 
30  Bank  Street 
Waterbury,  Connecticut 
Tel.:  3-3980 


SUCCESSOR  TO 


Wes  tern  t leer  he 


HEARING  AID  DIVISION 


Deiitocain  (^^^Hartford 


l4jne*t  MOu. 

DENTOCDIN  TEETHING  LOTION 


FORMULA—  Alcohol 70% 

Benzocaine  .......  10% 

..  / Chloroform.  4 mins,  per  fluidounce. 

OH,  Mte  BaJuf.  . . . 

TEETHING  LOTION  makes  it  easier  to  go  through 
troublesome  teething  period.  A small  amount,  applied  with 
massage,  brings  quick,  soothing  relief  to  irritated  and 
gum  tissue,  aids  in  getting  infant  back  to  sleep. 

Bcuiire^  OH  jUte  Moilten  . . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
CAIN  TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 
DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
V j for  pain  of  adult  toothache. 


Available  on  pre- 
scription only.  ' 
Professional  samples 
and  descriptive 
literature  sent  on , 
iriquei^ 
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pedigree 


Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 

Only  audivox  in  the  hearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tel- 
ephone Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  brought  to  fruition 
by  Western  Electric  and  audivox  engineers. 

Pedigreed  in  its  field,  audivox  successor  to  Western 
Electric  Hearing  Aid  Division,  brings  the  boon  of  better 
hearing,  and  its  enrichment  of  living,  to  thousands.  With 
the  magical  modern  transistor,  with  scientific  hearing 
measurement  and  scientific  instrument-fitting,  serviced 
by  a nation-wide  network  of  professionally-skilled  deal- 
ers, audivox  moves  forward  today  in  a proud  tradition. 


Alexander 

Graham 

Bell 


audivox 


Successor  lo 


H^temEhctric 


Hearing  Aid  Division 


Audivox  new  all-transistor 
model  71  hearing  aid 


TO  THE  DOCTOR:  Send  your  patient  with  a hear- 
ing problem  to  a career  Audivox  and  Micronic 
dealer,  chosen  for  his  interest,  integrity  and  abil- 
ity. There  is  such  an  Audivox  dealer  in  every 
major  city  from  coast  to  coast. 
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the  secret  of  sleep  fh:  a 


PULVULES 

‘Seconal 

Sodium’ 

(Secobarbital  Sodium,  Lll.y) 


rapid  action  . . . 
short  duration  . o » 
awaken  refreshed 

SUPPLIED  IN  PULVULES 

No.  318 1/2  gr.  (0.0325  Gm.) 

No.  243 3/4  gr.  (0.05  Gm.) 

No.  240 1 1/2  grs.  (0.1  Gm.) 


DOSAGE: 

Insomnia,  1 1/2  grs.  Preoperative  hypnotic, 
3 to  4 1/2  grs.  O.  B.,  3 to  4 1/2  grs.  initially, 
follovi/ed  by  1 1 /2  to  3 grs.  at  one  to  three- hour 
i ntervals.  Not  more  than  12  grs.  in  twenty-four 
hours. 


til  tlllY  AND  COMPANY,  INDIANAPOIIS  6,  INDIANA,  U.  S.  A. 
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THE  L.  E.  PHENOMENON  AND  THE  CONCEPT  OE  THE  DISEASE, 

LUPUS  ERYTHEMATOSUS 

W ILLIAM  M.  WiEPERT,  M.D.,  AvOll 


INTRODUCTION 

Over  the  recent  years  and  concomitant  with 
the  development  of  technical  procedures  and  criteria 
for  more  exact  diagnosis,  systemic  lupus  erythema- 
tosus has  assumed  an  importance  disproportionate  to 
its  incidence  as  a clinical  entity.  That  this  is  so  may 
also  be  due  to  an  a\\  akened  interest,  both  practical 
and  conjectural,  in  the  whole  group  of  “collagen 
diseases”  in  which  systemic  lupus  erythematosus 
holds  a prominent  position.  Clinically,  it  has  been 
clearly  recognized  that  the  disease  has  multiple 
systemic  manifestations  in  addition  to  its  more  ap- 
parent, but  often  absent,  cutaneous  lesions.  Finally, 
a limited  but  encouraging  approach  to  treatment  has 
become  available. 

Despite  the  recent  advances,  systemic  lupus  ery- 
thematosus remains  a febrile  disease  of  unknown 
etiology,  characterized  by  dermatological  lesions, 
polyserositis,  depression  of  the  bone  marrow  ele- 
ments, and  widespread  visceral  involvement.  It 
occurs  in  both  sexes,  young  and  old,  but  has  a predi- 
lection for  fair-skinned  individuals  and  females  of 
childbearing  age.  The  known  duration  of  the  disease 
rarely  exceeds  five  years.  In  6o  per  cent  of  autopsy 
cases  wire  looping  of  the  renal  glomerulus  is  found. 
Verrucous  endocarditis  occurs  in  40  per  cent.  Less 
distinctive,  but  of  common  occurrence,  are  peri- 
arterial fibrosis  of  the  spleen  and  generalized  vascular 
lesions.  There  is  a trend  among  dermatologists, 
pathologists  and  internists  to  recognize  an  acute,  sub- 
acute and  chronic  stage  of  the  disease.  As  these  stages 
are  difficult  to  differentiate  except  after  prolonged 
observation,  FlaserilU  has  suggested  the  name,  sys- 
temic lupus  erythematosus,  to  cover  the  generalized 
form  of  the  disease.  He  uses  “discoid”  and  “dissemi- 


Thc  Author.  Assistant  in  Department  of  Medicine, 
Hartford  Hospital,  Hartford,  Connecticut 


SUMMARY 

The  L.  E.  phenomenon  has  been  described  in  its 
identity,  composition,  mechanism  and  specificity. 

The  discovery  of  the  L.  E.  cell  has  added  a simple 
and  practical  procedure  to  the  diagnosis  of  systemic 
lupus  erythematosus. 

An  endocrine  factor,  a hypersensitivity  state,  and 
third,  an  abnormal  enzyme  activity  upon  connective 
tissue  have  been  discussed  as  being  of  etiologic  signifi- 
cance in  this  disease.  Aggravation  of  the  clinical  mani- 
festations of  systemic  lupus  erythematosus  may  occur 
with  the  administration  of  drugs,  ultraviolet  light, 
trauma  and  operative  procedures. 


iiate”  to  describe  the  location  and  extent  of  skin 
lesions  when  present. 

In  this  paper  little  emphasis  is  placed  upon  the 
clinical  and  pathological  manifestations  of  systemic 
lupus  erythematosus  per  se.  Following  a brief  his- 
torical background  leading  to  the  discovery  of  the 
L.  E.  cell,  the  component  parts  of  the  L.  E.  phe- 
nomenon, its  mechanism  and  specificity  are  discussed. 
Finally,  the  current  thoughts  as  to  its  etiology  are 
presented. 

HISTORICAL  BACKGROUND 

In  1828  “erytheme  centrifuge”  was  the  first 
descriptive  term  used  for  systemic  lupus  erythemato- 
sus. Priority  for  this  is  given  to  I'heodor  Biett  in  a 
review  by  Cazenave  and  Chausit  in  1853.  Hebra^^ 
called  it  “seborrhoea  congestive”  in  1845.  In  1851 
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Cazenave,  remarking  upon  the  intense  alteration 
and  scarring  of  the  skin,  classed  it  with  lupus  vul- 
garis. He  gave  it  the  name  of  “lupus  erythematodes” 
to  distinguish  it  from  the  latter.  Hebra  in  1 856^3 
attributed  two  forms  of  skin  lesion  to  this  same 
disease;  (i)  a disc-hke  or  discoid  form,  and  (2)  a 
form  ^\'hich  he  called  “lupus  erythematosus  dissemi- 
natus”  or  “aggregatus.” 

Kaposi®  studied  the  pathological  anatomy  and  in 
1872,  without  differentiating  the  chronic  and  acute 
forms,  described  systemic  lupus  erythematosus  as  a 
generalized  and  disseminated,  acute  and  subacute, 
febrile  eruption  with  grave  local  and  constitutional 
syniptoms,  sometimes  endangering  the  life  of  the 
patient.  The  cause  of  death  in  his  cases  was  either 
pneumonia  or  tuberculosis. 

An  associated  sensitivity  to  cold  known  as  “chill- 
blain”  lupus  was  recorded  by  Hutchison  in  1884.^® 
It  is  thought  by  Ross  and  Wells^®  that  this  might 
have  been  a manifestation  of  the  Reynaud’s  phe- 
nomenon which  is  seen  in  systemic  lupus  erythema- 
tosus and  in  other  “collagen  diseases.” 

In  discussing  the  fifty  year  period  beginning  in 
1880,  Klemperer®  states  that  “it  is  amazing  that  the 
postmortem  studies  during  this  period  disclose 
nothing  unusual,  and  it  is  more  amazing  that  clini- 
cians and  pathologists  for  so  many  years  seem  to 
have  been  satisfied  that  so  striking  a clinical  picture 
should  not  be  associated  wdth  some  more  unusual 
pathologic  alterations  at  necropsy  than  tuberculosis 
and  pneumonia.” 

At  the  turn  of  the  century  Jadasshon®  summarized 
contemporary  dermatologic  experience  in  the  recog- 
nition of  acute  systemic  lupus  erythematosus  as  a 
constitutional  disease.  He  laid  great  stress  upon  the 
joint  symptoms,  ulcerations  of  mucous  membranes, 
glandular  sw^ellings  and  renal  involvement.  These 
findings  he  attribited  to  infection  or  toxins.  Osier 
remarked  on  the  systemic  manifestations  of  “lupus 
exudativum”  in  1904  wdth  a summary  of  29  cases. 
According  to  Tumulty^'^  he  also  mentioned  the 
endocardial  lesions  and  the  fact  that  the  disease  might 
occur  in  the  absence  of  skin  lesions. 

These  previous  observations  received  little  atten- 
tion until  Libman  and  Sacks®  in  1923  described  four 
cases  of  an  atypical  and  nonbacterial  verrucous  form 
of  endocarditis  in  twm  of  which  there  w^ere  the 
cutaneous  lesions  of  acute  lupus  erythematosus.  They 
considered  the  skin  lesions  important  only  to  call 


attention  to  the  possible  coexistence  of  endocarditis. 
In  the  light  of  the  present  knowdedge  of  systeinie 
lupus  erythematosus,  their  pathological  findings  are 
significant.  They  described  the  “pericarditis,  white- 
centered  petechii,  arthritis,  erythematous  and  pur- 
puric rashes,  ulcerative  lesions  of  mucous  mem- 
branes, pletiropulmonary  lesions  (three  pleural  ef- 
fusions) and  embolic  phenomena  enlargement  of  the 
liver,  acute  glomerular  nephritis,  a tendency  to  ‘ 
leticopenia  and  repeatedly  negative  blood  cultures.” 
Klemperer,  Pollack  and  Baehr  in  1941  and  1942®’'"*  ' 
brought  forth  the  fact  that  the  apparently  hetero- 
geneous changes  in  serous  membranes,  heart,  blood 
vessels,  kidneys,  spleen,  skin  and  other  tissues  w^ere 
manifestations  of  an  identical  morbid  process,  the 
fundamental  nature  of  which  v/as  an  alteration  of 
the  connective  tissue.  Elements  of  this  tissue— fibro- 
blasts, fibers  and  ground  substance— showed  morpho- 
logic evidence  of  injury  manifested  by  swelling  of 
the  ground  substance,  a straight  rigid  and  irregularly 
thickened  appearance  of  the  fibers,  proliferation  and 
degeneration,  and  in  some  instances  necrosis  of  the 
fibroblasts.  The  changes  so  described  had  already 
been  designated  “fibrinoid  degeneration”  by  Neu- 
mann in  1880.  Klemperer  pointed  out  that  fibrinoid 
degeneration  was  common  to  such  systemic  processes 
as  rheumatic  fever,  scleroderma,  periarteritis  nodosa, 
glomerulonephritis  and  systemic  lupus  erythemato- 
sus. He  grouped  these  entities  under  the  term  of 
collagen  disease.  In  systemic  lupus  erythematosus, 
the  profound  cytochemical  disturbance  showed  a 
dominance  of  the  degenerative  over  the  proliferative 
phase  of  collagen  alteration.  The  authors  remarked 
upon  the  nonspecificity  of  fibrinoid  degeneration.  It 
has  been  described  as  occcurring  locally  at  the  base 
of  peptic  ulcers,  sites  of  bacterial  infection,  around 
foreign  body  implantations  and  at  the  sites  of  other 
palpable  injury.  It  had  also  been  described  in  lesions 
associated  wdth  the  hypersensitive  state.  In  the  ab- 
sence of  demonstrable  cause,  it  w as  suggested  that 
systemic  collagen  alteration  might  be  an  expression 
of  a hypersensitivity  state.  However,  the  classic 
clinical  evidence  of  hypersensitivity  so  frequently 
observed  in  periarteritis  nodosa  w'as  lacking  in 
systemic  lupus  erythematosus. 

Rich^®  in  1946,  presenting  data  on  periarteritis 
nodosa  and  experimentally  produced  serum  sickness, 
noted  in  agreement  with  other  workers  the  clinical 
and  pathological  overlapping  and  transitions  between 
experimental  serum  sickness,  human  serum  sickness, 
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periarteritis  nodosa,  rheumatic  fever,  lupus  erythe- 
matosus, sulfonamide  hypersensitivity  and  rheuma- 
toid arthritis.  He  presented  some  evidence  that 
anaphylactic  hypersensitivity  was  an  underlying 
factor  in  the  connective  tissue  alterations  of  this 
group. 

The  most  important  advance  in  the  diagnosis  of 
systemic  lupus  erythematosus  occurred  with  the 
demonstration  of  the  L.  E.  cell  in  1948  by  Har- 
graves, Richmond  and  Morton.- 

I'HE  L.  E.  PHENOMENON 

For  the  production  of  the  L.  E.  phenomenon 
three  elements  are  essential:  ( 1 ) active  polymorpho- 
nuclear leucocytes;  (2)  a nucleoprotein  material;  and 
( 3)  the  plasma  or  serum  L.  E.  factor.  The  phenome- 
non itself  consists  of  the  visible  presence  of  L.  E. 
cells  and  rosettes,  the  latter  being  defined  as  clumps 
of  phagocytosing  polymorphonuclear  cells  sur- 
rounding masses  of  homogeneous  basophilic  material. 

A.  THE  L.  E.  CELL 

Hargraves,  Richmond  and  iMorton-  at  the  Mayo 
Clinic  were  working  with  heparinized  bone  marrow 
preparations  when  they  first  reported  the  L.  E.  cell 
in  1948.  Over  a two  year  period  they  noticed  a cell 
which  appeared  only  in  cases  of  systemic  lupus 
erythematosus.  This  cell,  which  they  designated  the 
L.  E.  cell,  was  almost  always  a mature  polymorpho- 
nuclear leucocyte  seen  best  in  clumps  on  the  fringe 
of  slide  preparations.  It  v as  active  in  phagocytosis 
of  free  nuclear  material.  It  showed  a round  vacuole 
of  varying  size  in  its  cytoplasm  containing  partly 
digested  and  lysed  nuclear  material.  At  times  one 
or  more  of  the  lobes  of  the  polymorphonuclear  cells 
appeared  to  swell,  degenerate  and  become  pale.  They 
then  became  either  L.  E.  cells  in  situ  or  the  lobular 
masses  were  extruded  and  phagocytized  by  others. 
The  presence  of  this  cell  was  suggested  as  a possible 
diagnostic  aid  in  systemic  lupus  erythematosus. 

The  same  authors  described  a second  cell  whose 
occurrence  was  associated  with  chronic  infection 
and  debilitating  disease.  They  named  this  cell  the 
“Tart”  cell  after  the  name  of  the  patient  in  whom 
it  was  first  noted.  It  had  been  observed  as  an  histio- 
cyte, a polymorphonuclear  or  eosinophilic  leucocyte. 
There  was  a secondary  more  darkly  staining  nuclear 
mass  in  the  Hof  of  the  primary  nucleus.  In  contrast 
to  the  lysed  cytoplasmic  inclusion  of  the  L.  E.  cell 
this  secondary  nuclear  mass  had  a sharply  defined 
nuclear  membrane  and  its  chromatin  and  parachro- 


matin  components  were  readily  differentiated.  In 
the  same  year,  Haserick  and  Sundberg®  described  the 
L.  E.  cell  in  4 out  of  5 cases  of  systemic  lupus 
erythematosus.  Other  workers  using  oxylated  peri- 
pheral blood  found  L.  E.  cells  but  in  numbers  so 
small  that  they  doubted  the  practicality  of  this 
method  as  a test. 

L.  E.  cells  have  been  found  in  body  fluids  other 
than  the  blood:  namely,  the  spinal  fluid,  pleural 
fluid  and  the  pericardial  fluid.  In  one  instance  the 
plasma  of  the  patient  with  lupus  erythematosus  was 
applied  to  the  exposed  papillary  layer  of  the  forearm 
in  two  volunteers  whose  skin  had  previously  been 
treated  with  diphtheria  toxoid  to  produce  inflamma- 
tion. One  hour  after  the  application  the  L.  E.  cell 
was  demonstrated  in  smears  taken  from  the  “win- 
dow” site.  In  another  instance  vesicles  were  pro- 
duced on  the  skin  of  a patient  with  systemic  lupus 
erythematosus  with  the  use  of  cantharides  paste. 
Smears  from  the  fluid  and  base  of  the  blisters  showed 
the  L.  E.  cell. 

In  1949  Haserick  and  Bortz^  added  patient’s  serum 
to  normal  heparinized  bone  marrow  and  brought 
about  the  formation  of  single  L.  E.  cells  and  groups 
of  polymorphonuclear  cells  arranged  in  rosettes  as 
they  phagocytized  clumps  of  basophilic  material. 
This  they  called  the  L.  E.  phenomenon.  They  postu- 
lated an  L.  E.  factor  in  the  serum  responsible  for  the 
phenomenon. 

Haserick'^  produced  the  phenomenon  using 
patient’s  serum  and  the  buffy  coat  of  dog  bone  mar- 
row. Others  obtained  the  L.  E.  phenomenon  with 
patient’s  serum  and  the  white  blood  cells  of  labora- 
tory animals  such  as  the  opossum,  rat,  rabbit  and 
guinea  pig. 

There  is  general  accord  that  the  use  of  peripheral 
blood  for  diagnosis  is  satisfactory.  The  simplest  and 
most  effective  method  for  producing  a positive  test 
is  the  MaGath  modification  of  the  two  hour  blood 
clot  used  at  the  Adayo  Clinic. Eive  cc.  of  venous 
blood  is  allowed  to  clot  in  a clean  test  tube  at  room 
temperature  for  i Yz  to  2 hours.  The  clot  is  removed 
and  pushed  through  a No.  40  mesh  stainless  steel 
wire  screen  (such  a screen  can  be  made  to  fit  over 
an  open  petri  dish).  The  fractionated  clot  is  then 
centrifuged  and  the  bufly  coat  smeared  and  stained 
with  Wright’s  stain.  Another  technique  used  on 
the  bone  marrow  consists  of  mixing  equal  parts  of 
bone  marrow  aspirate  and  a solution  of  heparin.  This 
mixture  is  incul)ated  30  min.  at  37°  C and  centri- 
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filled.  The  butTy  coat  is  smeared  and  stained  in  a 
similar  manner.  It  has  been  noted  that  “Tart  cells 
are  seen  frequently  with  the  peripheral  blood  tech- 
nic]ue  but,  if  the  previously  mentioned  criteria  are 
followed,  there  should  be  no  confusion  with  the 
I..  E.  cell. 

B.  THE  L.  E.  INCLUSION  BODY 

Histochemical  studies  of  the  structureless  baso- 
philic mass  of  the  L.  E.  inclusion  body  indicate  that 
it  is  desoxyribosenucleic  acid  (DNA)  which  is  in 
part  or  poorly  depolymerized.  Klemperer,  Gueft  and 
Lee  et  al.‘  in  1950  found  that  the  free  masses  of 
hemotoxylin-staining  material  seen  at  autopsy  only 
in  systemic  lupus  erythematosus  exhibit  the  same 
spectrophotometric  and  staining  reactions  character- 
istic of  poorly  polymerized  DNA.  They  trace  the 
origin  of  these  masses  to  fibroblasts,  histiocytes, 
endothelial  cells  (Kupfer  cells  included),  lympho- 
cytes and  polymorphonuclear  leucocytes,  all  of 
mesenchymal  origin.  There  was  a striking  similarity 
between  changes  in  the  tissues  and  those  in  the  bone 
marrow'  and  blood  of  patients  with  systemic  lupus 
erythematosus.  They  suggested  that  the  degrading 
process  of  the  DNA  w^as  effected  through  the  action 
of  an  enzyme  system. 

Kurnick  et  al.^*^  were  unable  to  show  that  the 
enzyme  DNase  w'hen  found  free  in  blood  serum  or 
wdaen  added  to  the  serum  could  produce  the  L.  E. 
phenomenon.  However,  when  they  investigated  the 
intracellular  DNase,  they  demonstrated  in  human 
leucocytes  the  presence  of  an  inhibitor  for  both 
human  DNase  and  the  L.  E.  phenomenon.  The 
inhibitor  w^as  a protein  and  soluble  in  saline.  It  was 
destroyed  by  heat  at  100°  C;  it  was  stable  at  50°  C 
and  on  storage  for  several  months  at  -20°  C.  They 
hypothesized  that  the  L.  E.  factor,  which  had  no 
DNase  activity  itself,  caused  a release  of  intracellu- 
lar DNase  from  inhibition  wfith  resultant  depoly- 
merization of  DNA.  They  found  a greater  amount 
of  inhibitor  in  the  cytoplasmic  fractions  of  lympho- 
cytes and  immature  polymorphonuclear  cells,  a fact 
in  keeping  with  observations  that  the  mature  poly- 
morphonuclear cell  was  the  most  frequent  source 
of  DNA. 

C.  THE  SERUM  FACTOR 

Several  properties  of  the  L.  E.  factor  have  been 
elucidated. With  the  use  of  protein  fractionation 
techniques  the  factor  responsible  for  the  production 
of  the  L.  E.  phenomenon  w'as  found  in  the  gamma 
globulin  portion  of  the  serum  protein.  The  factor 


W'as  not  found  in  other  disease  states  associated  with  i 
hyperglobulinemia.  The  phenomenon  could  be 
evoked  by  using  the  gamma  globulin  fraction  alone 
with  normal  white  cells  in  the  absence  of  serum 
complement.  It  w^as  stable  betw’een  o degrees  centi- 
grade and  65  degrees  centrigrade  and  could  be  stored 
for  six  months  if  kept  sterile.  The  phenomenon  was 
inhibited  by  para-ami nobenzoic  acid  but  not  by 
cortisone,  testosterone,  estradiol  or  progesterone. 
Antibodies  developed  in  rabbits  against  gamma  : 
globulin  containing  L.  E.  factor  inhibited  the 
phenomenon  when  they  w'ere  added  to  test  mix- 
tures. Conversely,  antibodies  against  normal  gamma  | 


globulin  or  the  gamma  globulin  of  patients  with 


phenomenon. 


In  1952  Hargraves’  suggested  that  since  the  L.  E. 
test  w^as  essentially  an  in-vitro  phenomenon,  the  most 
logical  change  that  might  cause  potentiation  of  the 
L.  E.  phenomenon  occurred  in  the  coagulation  of 
blood.  He  thought  platelets  or  their  disintegrating 
products  might  be  a source  of  the  L.  E.  factor. 

It  has  been  postulated  that  a pathologic  serum 
gamma  globulin  is  produced  in  collagen  disease  and 
that  in  systemic  lupus  erythematosus  it  is  associated 
with  the  plasma  factor.  Attention  has  been  directed 
to  the  elevated  levels  of  mucopolysaccharides  and 
nonspecific  hyaluronidase  inhibitors  in  patient’s 
serum. 

While  studying  a “heparinoid”  material  as  an 
anticoagulant  for  blood,  Interbitzin'’  noted  the  } 
formation  of  L.  E.  cells  following  incubation  of  this 
material  wfith  normal  serum  and  buflFy  coat  cells. 
He  pointed  out  that  heparinoid  material  and  muco- 
polysaccharides were  related  physicochemically  and  I 
biologically.  He  suggested  the  combination  of  a | 
pathologic  mucopolysaccharide  wfith  gamma  globu-  j 
lin  to  form  the  L.  E.  factor.  i 

Moolton  and  Clark^’^  presented  another  view'.  1 
They  identified  a virus  in  six  cases  of  systemic  lupus 
erythematosus  and  proved  the  relationship  of  the 
strains  by  agglutination  procedures.  The  viruses 
were  capable  of  producing  the  L.  E.  phenomenon 
in  vitro  after  1 1 passages  through  the  chick  embryo.  1 
This  phenomenon  could  be  blocked  by  specific  im-  ! 
mune  serum  which  also  agglutinated  in  fairly  high  ; 
titre  the  red  blood  cells  of  patients  suspected  of  lupus  j 
erythematosus.  In  one  instance  the  husband  of  a ' 
patient  with  systemic  lupus  erythematosus  when  ■ 
injected  repeatedly  with  the  patient’s  formalin-  I 
inactivated  virus  developed  a rising  titre  of  anti- 
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body.  His  serum  inhibited  the  L.  E.  phenomenon 
u'hen  mixed  ^\■ith  the  patient’s  serum  or  virus.  Trans- 
fusion of  his  plasma  into  the  patient  appeared  to 
induce  temporary,  partial  clinical  remission. 

1).  THE  I..  E.  PHENOMENON 

It  has  been  shown  that  the  process  by  Avhich  the 
L.  E.  phenomenon  takes  place  is  first,  the  depoly- 
merization of  DNA;  secondly,  a chemotactic  attrac- 
tion of  the  polymorphonuclear  cells  with  thirdly, 
phagocytosis  of  the  DNA  by  the  polymorphonu- 
clear cells. 

In  oyer  3,000  L.  E.  tests  reported  in  the  literature 
false  positive  tests  for  the  phenomenon  have  oc- 
curred rarely.  Ross  and  Wells’'^  state  that  the  test 
may  be  considered  specific. 

Single  instances  of  positive  L.  E.  tests  have  been 
reported  in  pernicious  anemia,  dermatitis  herpeti- 
formis, leukemia,  multiple  myeloma  and  miliary 
tuberculosis.  A plasma  sample  contaminated  with 
aspergillus  simulated  the  L.  E.  phenomenon.  The 
L.  E.  cell  was  reported  in  a patient  with  moniliases. 
A pseudo-L.  E.  cell  has  been  described  in  amyloi- 
dosis.^^ 

Walsh  and  Zimmerman^”  reported  six  cases  of 
patients  with  penicillin  reactions  simulating  serum 
sickness.  In  three  of  these  patients  with  severe 
reactions  both  L.  E.  plasma  factor  and  L.  E.  cells 
were  demonstrated.  The  cells  disappeared  with  the 
disappearance  of  the  reaction.  The  authors  were  not 
sure  of  the  interpretation  of  this  finding.  They 
realized  that  coexistent  systemic  lupus  erythematosus 
could  not  be  ruled  out,  but  suggested  also  ( i ) non- 
specificity of  the  test,  (2)  pathologic  and  serologic 
reactions  similar  to  systemic  lupus  erythematosus 
caused  by  penicillin,  and  (3)  hypersensitivity  with- 
out the  histologic  changes  of  systemic  lupus  erythe- 
matosus. 

DISCUSSION 

The  discovery  of  the  L.  E.  cell  has  led  to  the 
development  of  a simple  practical  clinical  method 
for  determining  the  presence  of  systemic  lupus 
erythematosus.  Consequently,  the  incidence  of  re- 
ported cases  has  arisen.  Factors  previously  thought 
to  have  etiologic  significance  are  now  considered 
sensitizing  agents  or  aggravators  of  the  clinical 
symptoms. 

There  are  several  schools  of  thought  as  to  the 
etiology.  An  endocrine  factor  has  been  proposed  by 
one  group;  a hypersensitivity  factor  by  another;  a 
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third  group  has  held  that  the  altered  connective 
tissue  is  a manifestation  of  an  enzyme  action. 

In  spite  of  the  predilection  of  the  disease  for 
females  during  active  menstrual  life,  it  has  not  been 
shown  that  hormonal  secretion  plays  a role  in  the 
etiology  of  systemic  lupus  erythematosus.  Premen- 
strual exacerbations  treated  with  testosterone  were 
considered  benefited  in  some  cases  but  the  overall 
results  were  not  significant.^^  Likewise,  castration 
had  no  effect.  Pregnancy  caused  no  significant  altera- 
tion in  the  clinical  course  of  the  disease. 

Proponents  of  the  theory  of  hypersensitivity  have 
postulated  an  abnormal  antigen-antibody  reaction  in 
the  tissues.  Infectious  organisms,  viruses  and  foreign 
proteins  have  been  incriminated  as  antigens.  Several 
frequently  observed  clinical  and  laboratory  features 
of  the  disease  have  been  emphasized  as  evidence  of 
this  theory.  Abnormal  immunological  backgrounds 
have  been  present  in  patients  with  systemic  lupus 
erythematosus:  namely,  a tendency  toward  trans- 
fusion reactions,  biological  false  positive  tests  for 
syphilis  and  a high  serum  globulin  of  the  gamma 
globulin  type.  Aggravation  of  the  clinical  mani- 
festations by  drugs  ( in  particular  gold,  sulfonamides 
and  penicillin)  by  ultraviolet  light,  trauma  and  op- 
erative procedures  has  occcurred.  iMonovalent  or 
incomplete  antibodies  have  been  demonstrated  in  a 
fair  percentage  of  cases  tested  by  the  Coombs  anti- 
globulin test.  Although  hemolytic  anemia,  thrombo- 
cytopenic and  thrombotic  thrombocytopenic  pur- 
pura have  been  considered  by  some  workers  as 
individual  diseases  coexistent  with  systemic  lupus 
erythematosus,  others  have  pointed  to  them  as  fur- 
ther evidence  of  an  abnormal  antigen-antibody  state. 
A final  bit  of  corroboration  for  the  hypersensitivity 
theory  has  been  claimed  as  a result  of  the  appar- 
ently beneficial  response  of  systemic  lupus  erythe- 
matosus to  ACTH  and  cortisone  therapy. 

However,  there  is  a group  that  does  not  think  the 
evidence  for  the  hyperallergic  theory  is  valid.  They 
point  to  the  nonspecificity  of  fibrinoid  degeneration 
emphasizing  that  it  may  be  seen  in  a variety  of  con- 
ditions some  of  which  may  not  be  correlated  with 
the  hypersensitivity  state.  The  very  existence  of  the 
L.  E.  factor  in  the  serum  of  patients  with  systemic 
lupus  erythematosus  and  the  demonstration  that  the 
factor  does  not  bring  about  the  depolymerization  of 
DNA  has  led  this  group  to  express  the  belief  that 
another  mechanism  is  responsible  for  the  etiolog\'  of 
the  disease.  The  demonstration  of  increaseil  blood 
levels  of  enzymes  such  as  hexosamines  or  mucopoK’- 
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saccharides  has  suggested  that  the  process  is  effected 
through  abnormal  enzyme  activity.  Furthermore,  it 
has  been  demonstrated  that  the  L.  E.  factor  blocks 
the  normal  inhibition  of  depolymerizing  enzymes. 
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A STUDY  OF  OVARIAN  CARCINOMA 


■Ji  yfTucH  can  be  done  to  improve  the  treatment  of 
ovarian  carcinoma  by  more  widespread  appli- 
cation of  the  available  knowledge  in  this  inaccessible 
disease.  The  five  year  salvage  at  present  averages 
about  20  per  cent. 

Many  reports  have  emphasized  the  silent  onset  in 
these  cases,  the  majority  of  which  finally  present 
themselves  because  of  abdominal  pain  or  enlarge- 
ment while  a smaller  number  note  abnormal  vaginal 
bleeding.  About  two-thirds  of  the  cases  appear  to 
have  widespread  involvement  at  the  time  that  they 
seek  medical  attention.  There  are,  however,  several 
facts  known  about  this  disease  which  present  a more 
hopeful  constructive  approach. 

Some  10-20  per  cent  of  female  genital  cancers  are 
ovarian  and  about  two-thirds  of  these  are  carcino- 
matous changes  superimposed  upon  papillary  serous 
cystadenomas.  iMany  of  these  still  benign  cystic 
tumors  could  be  picked  up  on  routine  six  months 
pelvic  examinations  if  performed  on  all  females  over 
the  age  of  35  years. 

The  use  of  postoperative  x-ray  therapy  has  been 
shown  to  improve  the  five  year  salvage  and  prolong 
life  in  those  cases  which  do  not  survive  five 
years.^’"-'^’’*”'' 

Pathologically  it  is  known  that  there  are  various 
types  of  carcinoma  of  the  ovary  which  differ  widely 
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SUMMARY 

In  reviewing  the  Meriden  Hospital  tumor  clinic  j 
records  on  carcinoma  of  the  ovary  for  the  period  1935-  j 
1951  many  encouraging  aspects  were  discovered.  In 
spite  of  the  inaccessibility  of  this  tumor,  the  more  j 
universal  application  of  complete  and  adequate  sur-  j 
gery  coupled  with  x-ray  therapy  appeared  likely  to 
raise  the  salvage  beyond  the  present  average  rate  of 
20  per  cent.  Semi  annual  pelvic  examinations  in  all 
females  beyond  the  age  of  35  years  would  lead  to  early 
discovery  and  the  removal  of  the  still  benign  ovarian 
tumors  which  are  known  to  precede  two-thirds  of  all 
ovarian  cancer. 


in  their  five  year  salvage  rates.  Papillary  serous 
cystadenocarcinoma,  (borderline  and  Grade  I), 
pseudomucinous  cystadenocarcinoma  and  granulosa 
cell  carcinoma  offer  the  best  prognosis.^  These  in- 
vestigators also  found  that  in  the  serous  cystadeno- 
carcinoma which  makes  up  about  two-thirds  of  all 
ovarian  carcinoma  grading  is  important:  Grade  I 
89.8  per  cent,  Grade  II  48.2  per  cent,  Grade  III  21 


OVARIAN  CAllCINOMA  — TAYLOR 


per  cent,  and  Grade  6.i  per  cent  five  year 
salvage.  Heckel  found  that  in  general  the  prognosis 
was  determined  by  the  degree  of  removability  of 
the  grow  th  plus  the  use  of  radiation;  this  combina- 
tion he  believed  largely  determined  the  survival 
time. 

From  the  surgical  standpoint,  since  there  is  early 
spread  of  ovarian  carcinoma  to  the  other  ovary  and 
the  uterus,  removal  must  be  complete,  that  is,  either 
panhysterectomy  or  subtotal  hysterectomy  plus  bi- 
lateral salpingo-oophorectomy.  There  is  relatively 
little  statistical  difference  in  salvage  between  pan- 
hysterectomy and  subtotal  hysterectomy,  although 
the  trend  in  general  is  toward  panhysterectomy. 

While  the  above  points  deal  with  treatment  and 
prognosis,  much  can  be  accomplished  in  prophylaxis. 
Crossen"’’  has  long  advocated  removal  of  involuting 
ovaries  at  gynecological  operations,  six  monthly 
examination  of  females  over  the  age  of  35  and  the 
, early  removal  of  ovarian  cysts,  especially  in  the 
' menopausal  patient  where  any  ovarian  enlargement 
' should  be  suspect  of  being  early  ovarian  carcinoma. 

! With  these  facts  in  mind  it  is  instructive  to  review^ 
the  statistics  on  ovarian  carcinoma  as  recorded  in 
the  tumor  records  of  the  Meriden  Hospital  Tumor 
I Clinic.  Fifty-eight  cases  of  ovarian  carcinoma  were 
■ recorded  in  the  Meriden  Hospital  Tumor  Clinic 
records  between  1935  and  1951  inclusive.  Forty- 
eight  cases  were  seen  prior  to  1948  with  a five  year 
' salvage  of  18.8  per  cent. 


'935 


I 


r 


'947  J 
1948  " 


'95' 


48  cases 


ro  cases 


6 
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'5 
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in  years 


>5  cases 


10 
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■n 

^4  cases 

^ I 

Dead  and  lived  less  than  5 years — 
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' Idvinst  in  years 


.7  cases 


I 

’ 

Dead  and  lived  less  than 
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5 years — 
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The  type  of  operation  performed  is  presented 


below: 

Exploratory  lap.-biopsy 16 

Subtotal  or  panhysterectoniy  with  bilat. 

salpingo-oophorectomy  14 

Bilat.  salpingo-oophorectomy  8 

Unilat.  salpingo-oophorectomy  16 

None  (pathology  found  at  postmortem) 4 

Cesarean  and  appendectomy 1 


The  percentage  of  complete  operation  w^as  25.8 
per  cent.  Of  those  living  58.3  per  cent  had  a com- 
plete operation  while  only  17.4  per  cent  of  those 
now'  dead  with  less  than  a five  year  survival  had  a 
complete  operation. 

Very  few  cases  had  x-ray  in  addition  to  operation. 
Among  those  cases  seen  prior  to  1948  there  were 
four  treated  by  x-ray.  These  survived  8,  4,  3 and  1 
year  and  made  up  8.3  per  cent  of  the  cases;  while  in 
those  cases  since  1948,  30  per  cent  received  x-ray 
therapy.  It  w'as  also  a sign  of  progress  to  note  that 
prior  to  1948,  18.8  per  cent  were  treated  by  com- 
plete operation  w'hereas  since  then  50  per  cent  w ere 
treated  by  complete  operation. 

It  is  instructive  to  consider  the  type  of  situation 
leading  to  survival.  The  patient  had  a type  of  tumor 
wdth  a normally  good  prognosis  (pseudomucinous 
cystadenocarcinoma.  Grade  1 or  2,  papillary  serous 
cystadenocarcinoma  or  granulosa  cell  carcinoma), 
had  the  benefit  of  either  complete  operation  or  x-ray 
or  both,  or  in  several  cases  in  addition  was  benefited 
by  fortuitous  circumstances  leading  to  unusually 
early  diagnosis.  In  one  case  an  ovarian  cancer  was 
discovered  at  a gall  bladder  operation,  while  a Meigs’ 
syndrome  in  another  case  led  to  early  diagnosis.  In 
another  case  an  early  diagnosis  was  made  possible 
because  of  a routine  six  months  check-up. 

The  symptoms  which  brought  the  patient  to  the 


physician  were: 

Abdomimil  pain  22  1 

Abdominal  enlargement  ii  169% 

Mass  in  abdomen 7 J 

Vaginal  bleeding  6 

None  5 

Fatigue,  etc 4 

iMeigs’  syndrome  3 


Thus  abdominal  pain  and  enlargement  either  gen- 
erally or  locally  were  present  in  69  per  cent  of  the 
cases  while  vaginal  bleeding  was  the  presenting 
symptom  in  10  per  cent.  In  36  per  cent  of  the  cases 
the  symptoms  were  present  for  six  months  or  longer 
and  in  the  past  five  years  there  appears  to  be  no 
improvement  in  this  tlelay  factor. 


Total  58  cases 
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By  age,  the  cases  were  distributed  as  follows; 

3rd  4th  5th  6th  7th  8th  Decade 

4 13  18  13  8 I 

DISCUSSION 

The  application  of  our  present  knowledge  can 
raise  the  five  year  salvage  in  ovarian  carcinoma  ap- 
preciably. The  beneficial  effect  of  x-ray  in  these  cases 
is  generally  accepted  and  recommended.  By  the  use 
of  postoperative  x-ray  in  all  cases  where  the  spread 
is  beyond  the  ovary  the  five  year  salvage  was  raised 
by  Kerr  and  Elkins-^  to  31.5  per  cent.  Meigs®  in  a 
report  stressed  the  fact  that  two-thirds  of  those 
surviving  five  years  or  more  in  his  series  had  the 
benefit  of  x-ray  and  his  five  year  salvage  rate  was 
28.4  per  cent. 

Even  in  seemingly  hopeless  cases  in  which  only  a 
biopsy  is  feasible  at  exploratory  operation,  Parks^ 
has  reported  three  cases  which  were  treated  with 
deep  x-ray  therapy  and  later  more  definitive  surgery 
so  that  they  survived  8,  12  and  5 years,  respectively. 
In  hopeless  appearing  cases  such  a regime  of  therapy 
is  to  be  recommended.  In  our  series  those  receiving 
x-ray  fared  better  than  those  treated  by  surgery 
alone  and  it  was  encouraging  to  find  that  in  the  past 
five  years  30  per  cent  received  the  benefit  of  x-ray 
therapy  in  addition  to  surgery  compared  to  8.3  per 
cent  previously. 

Surgically  the  value  of  complete  operation  cannot 
be  over  stressed.  It  was  not  entirely  technical  diffi- 
culties or  inoperability  which  limited  the  surgery 
to  one  or  both  adenxae  in  43  per  cent  of  the  cases, 
but  frequently  lack  of  knowledge  that  complete 
operation  was  indicated  or  ignorance  of  the  pathol- 
ogy with  which  the  operator  was  dealing  which  led 
to  incomplete  operation.  It  is  encouraging  to  note 
that  in  the  past  five  years  50  per  cent  of  the  cases 
received  the  benefit  of  complete  operation  compared 
to  18.8  per  cent  previously. 

The  presence  of  an  ovarian  tumor  would  seem  an 
indication  for  operation  in  general  but  when  one  is 
acc|uainted  with  the  fact  that  two-thirds  of  ovarian 
cancer  are  preceded  by  ovarian  tumors  which  at  one 
time  are  not  yet  malignant,  then  the  removal  of  any 
ovarian  tumor  becomes  a must  if  we  are  to  increase 
the  five  year  salvage  rate  in  this  disease.  One  finds  it 


difficult  to  conceive  of  a patient  who  would  wish 
to  retain  such  a tumor  when  acquainted  with  the 
facts.  Yet  in  our  series  there  were  several  patients  , 
with  a known  ovarian  mass  of  from  one  to  several 
years  duration  before  malignancy  apparently  set  in, 
and  in  some  of  the  cases  this  knowledge  was  known 
to  both  the  physician  and  the  patient. 

The  six  monthly  periodic  pelvic  examination  in  • 
all  females  over  the  age  of  35  years  must  at  present 
remain  our  basic  prophylactic  measure  against  car- 
cinoma of  the  ovary  until  the  time  comes  when 
some  nonspecific  screening  test  for  cancer  becomes  j 
available.  The  prophylactic  removal  of  involuting  ' 
ovaries  long  stressed  by  Crossen'^’'^  is  to  be  recom-  | 
mended  in  all  patients  subjected  to  pelvic  surgery  j' 
for  other  reasons.  A point  brought  out  in  the  Meri-  1 
den  Hospital  Tumor  Clinic  statistics  is  that  advan- 
tage should  be  taken  of  every  possible  opportunity  1 
to  observe  and  palpate  the  ovaries  during  any  ab- 
dominal operation  on  a female,  especially  beyond  , 
the  age  of  35  years.  Several  patients  in  our  series 
owe  their  five  years  survival  to  such  a practice  on  the 
part  of  their  surgeon. 

The  prophylactic  aspects  of  this  problem  deserve  ■ 
more  publicity  in  cancer  prevention  programs. 

CONCLUSIONS  ! 

The  five  year  salvage  statistics  in  ovarian  cancer 
can  be  made  to  compare  more  favorably  with  those 
in  other  types  of  cancer  if  our  present  day  knowl- 
edge is  more  generally  applied. 

Adore  stress  should  be  given  to  the  prophylactic 
and  preventive  approach  to  cancer  of  the  ovary. 
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TV yl" voc.-XROiAL  infarction  has  become  a fairly  coni- 
mon  disease.  The  diagnosis  of  recent  myo- 
cardial infarction  is  not  difficult  w hen  the  symptoms 
are  typical,  that  is,  w hen  there  is  substernal  pain 
which  radiates  down  the  left  shoulder,  the  left  arm, 
lasts  for  hours,  and  is  relieved  by  morphine.  When 
the  symptoms  are  not  classical  but  are  accompanied 
by  typical  electrocardiographic  findings  such  as, 
deep  Q waives,  S T elevations  and  reciprocal  S T de- 
pressions plus  T wave  inversions,  one  can  still  w ith 
little  hesitancy  say  that  this  is  a case  of  recent  myo- 
cardial infarction.  In  those  cases  in  which  the  symp- 
toms present  are  suggestive  of  a recent  myocardial 
infarction  and  the  electrocardiographic  findings  are 
equivocal,  a diagnosis  of  recent  myocardial  infarc- 
tion is  difficult.  Most  puzzling  are  those  occasional 
cases  in  which  the  symptoms  appear  to  be  those  of 
recent  myocardial  infarction  and  the  electrocardio- 
graphic findings  are  indicative  of  such  disease  but 
which  at  autopsy  reveal  patent  coronary  vessels  and 
no  evidence  of  recent  myocardial  infarction.  Because 
of  recent  experience  with  twx)  cases  such  as  those 
last  mentioned,  we  looked  through  the  literature  and 
found  that  others  have  had  experiences  somewhat 
similar  in  nature. 

Foster  and  Layman^  state  that  the  literature  reveals 
that  there  are  acute  cardiac  manifestations  associated 
with  urticaria  and  that  definite  cardiac  changes  may 
accompany  allergic  reactions.  They  report  a case  of 
a white  woman  age  65  who  developed  urticaria  fol- 
lowing medications,  and  whose  electrocardiographic 
changes  simulated  myocardial  infarction.  The  cardio- 
gram in  this  case  was  interpreted  as  a recent  posterior 
myocardial  infarction.  There  was  complete  A V 
dissociation  and  I V block.  Twelve  days  after  the 
original  electrocardiogram  wffien  the  patient  had  im- 
proved, another  electrocardiogram  w as  taken  which 
was  normal  except  for  first  degree  heart  block.  It 
was  felt  in  this  case  that  no  myocardial  infarction 


SUMMARY 

Two  cases  have  been  presented  that  entered  the 
Manchester  Memorial  Hospital  with  what  was  appar- 
ently acute  upper  abdominal  disease.  In  both  cases  there 
were  electrocardiographic  findings  simulating  recent 
myocardial  infarction.  Mr.  T.  M.,  a white  male,  age  65, 
developed  severe  upper  abdominal  pain  while  in 
church.  His  serum  amylase  was  over  1100  units  and  he 
had  boardlike  rigidity  in  his  upper  abdomen.  The  serial 
electrocardiograms  revealed  abnormal  Q waves,  S T 
elevations  and  depressions  with  T wave  inversions  con- 
sistent with  a diagnosis  of  recent  myocardial  infarction. 
Autopsy  showed  that  the  Q waves  were  due  to  an  old 
myocardial  infarction  and  the  S T and  T wave  changes 
were  due  to  a circumscribed  area  of  acute  fibrinous 
pericarditis.  Death  was  due  to  acute  hemorrhagic 
pancreatitis. 

Mr.  H.  P.,  a white  male,  age  80,  was  at  first  thought 
to  have  had  acute  appendicitis.  His  appendix  was  re- 
moved. Some  days  later  he  developed  right  upper 
quadrant  pain  that  suggested  acute  cholecystitis.  He 
wrs  later  operated  on  for  this  and  gall  stones  were 
found.  During  his  acute  upper  abdominal  distress  he 
developed  electrocardiographic  changes  consistent  with 
a diagnosis  of  recent  myocardial  infarction.  He  later 
expired  due  to  a bleeding  duodenal  ulcer.  Autopsy 
revealed  no  abnormal  cardiac  findings.  These  two  cases 
dcmcnctrate  that  in  acute  upper  abdominal  diseases 
the  electrocardiogram  may  show  changes  which  simu- 
late recent  myocardial  infarction. 


had  occurred  since  the  electrocardiographic  tracing- 
had  returned  to  normal  in  such  a short  period  of 
time  and  it  was  concluded  that  the  electrocardio- 
graphic changes  w ere  due  to  the  allergic  phenomena. 

Wallace,  Katz,  Langendorf  and  Buxbaum-  state 
that  in  toxemias  of  pregnanev  electrocardiographic 
changes  do  occur.  I'hcv  stated  tliat  patterns  sug- 
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fi^estive  of  an  acute  myocardial  infarction  were  found 
in  tw  o cases  in  w hich  there  was  toxemia  of  pieg- 
nancy-  These  men  point  out  that  pathological  ob- 
servations in  hearts  that  show  ed  electrocardiographic 
changes  always  revealed  focal  myocardial  necrosis, 
edema  or  infiltration.  They  feel  that  these  electro- 
cardiographic changes  were  produced  by  the  focal 
myocardial  necrosis,  infiltration  and  edema  rather 
than  by  myocardial  infarction  secondary  to  occlusion 
of  a coronary  artery.  They  state  that  it  is  know  n that 
left  axis  shift,  a prominent  Q and  a deep  inversion 
of  the  T wave  in  lead  3 develop  in  normal  preg- 
nancy. They  also  state  that  inversion  of  the  T waves 
in  leads  C F 2 and  C F 4 may  occur  in  the  last 
trimester  of  pregnancy  but  that  these  revert  to  nor- 
mal w’ithin  a week  after  delivery. 

Hodge,  Messer  and  Hilf'^  made  an  experimental 
study  of  the  effect  of  distension  of  the  biliary  tract 
on  the  electrocardiogram.  They  state  that  many 
times  it  is  difficult  to  differentiate  between  gall 
bladder  colic,  angina  pectoric  or  coronary  occlusion 
and  that  the  electrocardiogram  is  not  ahvays  an  aid 
to  the  correct  diagnosis  since  in  the  literature  such 
diseases  as  cholecystitis,  pancreatitis  and  perforated 
peptic  ulcer  may  cause  electrocardiographic  altera- 
tions. These  alterations  may  be  T w^ave  changes,  S T 
elevations  and  depressions  and  notching  of  the  Q R S 
complexes.  They  carried  out  a series  of  experimental 
studies  to  find  out  whether  a normal  heart  may 
develop  cardiac  changes  due  to  gall  bladder  abnor- 
mality. They  found  that  in  the  group  of  animals  in 
which  there  was  no  cardiac  pathology,  gall  bladder 
abnormality  did  not  significantly  alter  the  electro- 
cardiogram, but  in  those  animals  in  wdtich  cardiac 
damage  was  present  and  the  gall  bladder  pathology 
w'as  superimposed,  electrocardiographic  changes 
became  apparent.  They  distended  the  animal’s  gall 
bladder  acutely  in  order  to  bring  about  gall  bladder 
abnormality  and  watch  its  effect  on  the  electro- 
cardiogram. They  concluded  that  distension  of  the 
biliary  tract  in  dogs  w ithout  a pre-existing  lesion  of 
the  coronary  artery  or  the  myocardium  failed  to 
produce  any  significant  changes  in  the  electrocardio- 
gram, while  the  same  after  ligation  of  one  or  more 
coronary  arteries  produced  abnormal  deviations  of 
the  R S T segments  of  the  electrocardiogram. 

Fail'd^  review'ed  a series  of  65  cases  of  disease  of 
the  gall  bladder  and  biliary  tract.  There  were  58 
females  and  7 males.  Fifty  of  these  patients  had  a 
clinical  cardiac  lesion  while  the  remaining  15  re- 
vealed no  clinical  evidence  of  a departure  from 


normal  in  the  state  of  the  cardiovascular  system.  It 
was  possible  to  compare  in  40  cases  of  this  series  the 
preoperative,  postoperative  and  follow^-up  electro- 
cardiograms. This  comparison  revealed  that  the 
electrocardiogram  was  not  in  all  cases  an  accurate 
indication  of  the  state  of  the  myocardium  and  on 
occasion  there  was  difficulty  in  correlating  it  wfth 
any  change  which  the  clinical  cardiac  manifestations 
might  display.  In  cases  in  which  coronary  artery 
thrombosis  had  occurred,  how'ever,  the  electro- 
cardiographic findings  confirmed  the  clinical  diag-  1 
nosis  and  proved  of  definite  value  in  the  prognosis,  y 
He  also  states  that  the  clinical  manifestations  of  gall  ^ 
bladder  disease  may  closely  simulate  disease  of  the  1 
heart,  particularly  coronary  artery  disease,  and  that  \i 
the  reverse  is  equally  true.  , ! 


a small  group  of  patients  with  cardiac  complaints  j: 
before  and  after  surgical  removal  of  gall  stones.  As 
far  as  the  writers  could  ascertain  no  similar  study 
had  been  recorded  at  that  time.  These  patients  all 
exhibited  cardiac  symptoms,  chiefly  anginoid  in 
character  but  for  the  most  part  not  of  the  effort 
type,  and  all  were  found  to  have  abnormal  electro- 
cardiographic tracings,  chiefly  flat  or  inverted  T 
waves  in  the  first  two  leads.  Tw^o  of  these  patients 
had  no  previous  manifestations  of  gall  bladder  disease 
despite  the  presence  of  gall  stones  in  all. 

CASE  I 

Airs.  K,  age  60,  had  severe  precordial  pain  radiating  to  the  I 
left  shoulder,  usually  nocturnal,  rarely  induced  by  exertion 
and  present  since  1925  off  and  on.  She  was  seen  in  1930.  In  1 
addition  she  had  attacks  of  pain  in  the  abdomen  suggesting 
gall  stones.  X-rays  showed  non  visualized  gall  bladder. 
Electrocardiogram  showed  frequent  premature  ventricular 
beats  and  T wave  inversions  in  all  leads.  The  inverted  T 
waves  were  regarded  as  evidence  of  severe  myocardial  disease 
with  serious  outlook.  It  was  concluded  that  coronary  artery 
disease  was  present.  She  got  worse  as  time  went  on.  Finally 
she  became  jaundiced  and  operation  became  imperative. 
The  gall  bladder  was  removed  and  stones  were  present. 
Convalescence  was  uneventful.  Anginoid  and  dyspeptic  ' 
symptoms  disappeared.  Six  weeks  after  operation  an  electro- 
cardiogram showed  upright  T waves  in  leads  1 and  2 where 
previously  inverted.  Now  at  age  64  she  plays  golf  and  leads 
a normal  life. 

Five  other  cases  were  presented  in  this  series  all 
having  abnormal  electrocardiographic  tracings  and 
gall  bladder  disease,  all  having  symptoms  suggestive 
of  coronary  artery  disease  and  all  of  whom  following 
operation  improved  both  clinically  and  in  their 
electrocardiographic  findings. 

Fitz-Hugh  and  Wolferth  concluded  that  electro- 
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ciu'diographic  changes,  mainly  Mat  or  inverted  T 
waves  in  leads  i and  2,  occurred  in  the  presence  of 
gall  bladder  disease  and  disappeared  after  surgical 
intervention.  They  felt  that  the  disease  in  the  gall 
bladder  in  some  unexplained  wav  affected  the  heart. 

Clarke‘S  \\  rites  about  electrocardiographic  changes 
in  active  duodenal  and  gall  bladder  disease.  He  states 
that  a gro^ving  literature  attests  the  relationship  of 
both  upper  right  abdominal  disease  and  attacks  of 
acute  substernal  pain  w hich  simulate  angina  pectoris 
or  even  coronary  occlusion.  An  accurate  differential 
diagnosis  is  essential  especially  when  surgical  risk  is 
involved.  The  pain  of  coronary  occlusion  is  some- 
times referred  to  the  abdomen  and  resembles  that  of 
acute  upper  abdominal  disease.  In  such  instances  we 
rely  heavily  on  the  electrocardiogram  in  the  differ- 
ential diagnosis.  Our  aging  population  has  produced 
a higher  incidence  of  associated  gall  bladder  and 
coronary  artery  disease  and  rarely  acute  conditions 
of  both  diseases  occur  simultaneously.  It  is  important 
that  electrocardiographic  changes  which  are  found 
in  the  presence  of  these  diseases  should  not  be  mis- 
interpreted. He  presents  cases  wdrich  show'  an  un- 
usual alteration  in  the  electrocardiogram  w hich  may 
be  important  in  the  differential  diagnosis  of  acute 
duodenal  and  gall  bladder  disease  and  coronary 
occlusion. 

One  case,  that  of  a man  age  44  with  abdominal 
distress  and  upper  abdominal  and  low  er  chest  pres- 
sure was  presented.  While  this  man  wots  removing 
his  car  from  the  garage  after  breakfast  he  wots  seized 
wdth  severe  burning  pain  beneath  the  sternum  which 
did  not  radiate.  The  pain  was  made  w'orse  on  move- 
ment and  lasted  five  minutes.  He  had  subsequent 
repeated  attacks  of  substernal  distress  on  exertion 
which  w'ere  relieved  by  rest.  X-ray  revealed  a 
duodenal  ulcer.  There  were  T wave  changes  in  lead 
C R 4 which  gradually  disappeared  with  rest  and 
diet.  Another  case  was  presented  in  which  x-ray 
showed  a diverticulum  of  the  duodenum  with  signs 
of  irritability.  The  electrocardiogram  showed 
changes  in  T i and  T 4 which  reverted  to  normal 
with  diet  and  rest.  Later  this  patient  was  entirely 
symptom  free  and  carrying  on  regular  work. 

A third  case  w'as  presented,  that  of  a physician, 
age  57,  with  typical  attacks  of  coronary  insufficiency 
w hich  w'ere  present  over  a period  of  1 2 years.  Cer- 
tain foods  and  exertion  would  precipitate  the  attack 
and  rest  and  sedation  would  stop  it.  The  patient  had 
been  told  that  he  had  both  cholecystitis  and  coronary 
occlusion.  In  August  1941  while  walking  he  had 


severe  substernal  pain,  bloating  and  gas.  Standing 
still  gave  relief.  He  managed  to  get  home  but  was 
perspiring  profusely  and  vomited.  He  w^as  in  mild 
shock.  Morphine  w'as  required.  The  next  day  he  felt 
perfectly  well.  Several  weeks  after  this  attack  x-rays 
showed  chronic  cholecystitis.  Serial  electrocardio- 
grams show^ed  S T and  T w^ave  changes  which  later 
reverted  to  normal.  Clarke  concludes  that  acute  in- 
flammatory and  ulcerative  conditions  involving  the 
gall  bladder  or  duodenum  cause  irritation  and  spas- 
ticity of  the  surrounding  structures  and  create  stimuli 
which  act  reflexly  through  autonomic  pathways  to 
restrict  or  in  some  other  manner  alter  the  coronary 
blood  supply.  It  seems  probable  that  due  to  these 
minor  alterations  in  the  coronary  circulation  the 
electrocardiographic  changes  are  brought  about. 

Murphy  and  Liveseg’*  state  that  the  differential 
diagnosis  between  myocardial  infarction  and  acute 
surgical  lesions  of  the  upper  abdomen  is  at  times 
difficult,  yet  obviously  of  the  greatest  importance. 
They  discuss  the  case  of  a wdrite  man  age  68  w'ho  was 
hospitalized  on  February  8.  On  the  day  of  admission 
the  patient  became  weak  and  collapsed  on  the  street. 
The  past  history  revealed  upper  abdominal  pain  for 
ten  years.  The  pain  w as  dull  and  non  radiating.  The 
patient  lost  weight  and  resorted  to  bicarbonate.  The 
blood  pressure  at  this  time  w^as  170/ 100.  The  patient 
continued  to  have  dull  pain  following  meals.  There 
w'as  melena  and  hematemasis.  On  February  10  there 
w'as  sudden  severe  epigastric  pain  with  a typical 
boardlike  belly.  The  blood  pressure  fell  to  60/ 30  and 
shock  w'as  present.  An  electrocardiogram  revealed 
S T depressions  in  leads  1,  2 and  C R 4 and  5,  which 
strongly  suggested  lateral  w^all  infarction  of  the  left 
ventricle.  How'ever,  a diagnosis  of  perforated  ulcer 
w^as  made.  The  patient  died  seven  hours  after  onset. 
Autopsy  revealed  no  old  or  recent  coronary  occlu- 
sion or  myocardial  infarction. 

Gottesman,  Casten  and  Beller®  discuss  changes  in 
the  electrocardiogram  induced  by  acute  pancreatitis. 
They  tell  of  a man,  age  38,  admitted  to  the  hospital 
on  May  30,  1938.  He  had  chills,  fever  and  upper 
abdominal  pain.  The  pain  became  progressively 
worse.  An  electrocardiogram  taken  before  entering 
the  hospital  show'ed  changes  which  w ere  interpreted 
as  indicative  of  an  acute  coronary  occlusion.  An 
electrocardiogram  at  the  hospital  on  iMay  30  showxd 
notching  of  P 2 and  P 3 and  premature  auricular 
beats.  The  patient  died.  No  autopsy  was  obtained. 
They  tell  of  a man,  age  53,  who  four  hours  after 
onset  of  abdominal  pain  and  gaseous  eructation 
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vomited  and  had  severe  substernal  oppression.  He  had 
had  similar  previous,  severe  episodes.  At  this  time  an 
electrocardiogram  \\  as  taken  which  showed  auricular 
fibrillation  and  was  interpreted  as  indicative  of  pos- 
terior myocardial  infarction.  Further  clinical  course 
suggested  coronary  thrombosis.  Autopsy  showed 
pancreatitis  and  no  coronary  occlusion  or  myocardial 
infarction. 

Another  case  that  of  a male  negro,  age  38,  who 
following  alcoholic  excess  developed  signs  and  symp- 
toms of  acute  pancreatitis.  Blood  amylase  was  410. 
Flectrocardiograms  revealed  T wave  changes  and  T 
wave  inversions  in  leads  i,  2 and  4.  The  heart  clinic- 
ally sounded  normal  but  the  electrocardiograms  were 
interpreted  by  the  cardiologist  as  indicative  of  coro- 
nary thrombosis.  The  patient  recovered  and  subse- 
quent electrocardiograms  appeared  normal. 

Idle  most  interesting  case  however  discussed  by 
these  men  was  that  of  a woman,  age  68,  i\'ho  entered 
the  hospital  with  abdominal  distension  and  prostra- 
tion. There  ^\'as  cyanosis,  shock,  pain  and  distended 
veins.  Gallup  rhythm  was  present.  The  blood  pres- 
sure ^^■as  50/40.  The  electrocardiogram  showed 
sinus  tachycardia,  a small  Q i and  a deep  Q 2,  3,  4 
with  R T elevations  in  all  the  leads.  T i showed  low 
voltage.  These  changes  were  interpreted  as  charac- 
teristic of  an  acute  myocardial  infarction.  The  clini- 
cal diagnosis  of  acute  myocardial  infarction  was  also 
made.  Death  occurred  three  hours  after  admission. 
Autopsy  revealed  acute  pancreatitis.  The  coronary 
arteries  were  patent  throughout  and  there  was  no 
evidence  of  myocardial  infarction.  Gottesman, 
Casten  and  Beller  did  animal  experiments  in  order 
to  bring  out  electrocardiographic  changes  that  were 
due  to  acute  pancreatitis.  They  caused  acute  pan- 
creatitis in  dogs.  In  all  the  dogs  in  which  acute  pan- 
creatitis was  experimentally  produced  distinct  aber- 
rations of  the  electrocardiograms  were  observed.  At 
autopsy,  in  none  of  the  dogs  were  there  evidences  of 
myocardial  infarction  or  myocardial  damage. 

We  \\’ish  to  present  the  two  cases  of  the  writer’s 
recent  experience  which  had  acute  upper  abdominal 
disease  and  which  developed  electrocardiographic 
changes  simulating  recent  myocardial  infarction. 

The  first  case  is  T.  Al,,  age  65,  male  who  was  admitted  to 
the  .Mancliester  Memorial  Hospital  on  April  5,  195^  at  4:45 
p.  M.  The  patient  complained  of  high  epigastric  pain  which 
began  in  the  morning  while  he  was  in  church.  This  pain 
gradually  grew  worse  and  he  called  his  family  doctor  who 
admitted  him  to  the  hospital.  History  taken  on  admission 
revealed  that  for  the  past  three  years  he  was  distressed  by 
substernal  pain  following  exertion.  He  also  told  of  fretpient 


heart  burns  for  which  he  had  been  treated.  No  G.I.  x-ray  ; j 
scries  had  been  done.  ! ' 

Physical  examination  at  the  hospital  revealed  a boardlike  , | 
rigidity  of  the  upper  part  of  his  abdomen.  Serum  amylase  1 
on  admission  was  over  1 100  units. 


The  electrocardiogram  taken  at  this  time  as  seen  above 
revealed  many  premature  ventricidar  beats.  There  is  de- 
pression of  S T in  leads  2 and  3.  There  is  a Q S present  in 
V 2 and  elevation  of  S T in  V i,  2,  3,  4,  5.  S T is  elevated  j 
in  A V L and  depressed  in  V F.  An  electrocardiographic  ■ 
diagnosis  of  recent  anterior  myocardial  infarction  was  made.  I 
A diagnosis  of  acute  hemorrhagic  pancreatitis  was  also  made 
The  patient  was  not  seen  by  the  cardiologist  and  only  the 
electrocardiographic  reading  was  transmitted  to  the  chart. 
On  April  6 the  patient  seemed  a bit  worse.  His  temperature 
gradually  began  to  climb  from  100°  rectally  until  at  12:00 
midnight  it  was  104.6°.  His  pulse  rose  steadily  from  100  toi45 
at  12:00  midnight.  A serum  amylase  done  the  next  day  again 
was  over  1100  units. 


An  electrocardiogram  taken  on  the  morning  of  April  6 seen 
above  reveals  that  changes  have  taken  place.  There  is  now 
elevation  of  S T in  lead  i witli  some  inversion  of  the  T | 
wave.  S T is  depressed  in  lead  3.  S T is  elevated  in  A V L j 
and  T is  inverted  in  A V L.  S T is  depressed  in  A V F.  ] 
There  is  now  a Q S in  V i,  2,  3.  S T is  elevated  in  V 2,  3, 

4,  5,  6 and  T is  inverted  in  V 2,  3,  4,  5,  6.  It  would  appear 
from  the  above  electrocardiogram  that  tlicre  was  extension 
of  a recent  anterior  myocardial  infarction.  At  8:00  p.  m.  on 


ELT  CTROCARDIOGRAPHIC  CHANGES  — SEGAL 


497 


April  6,  1953  a consultation  was  held  at  the  request  of  the 
patient’s  family  doctor.  The  surgeon  and  tlie  cardiologist 
were  present.  It  was  ijuite  apparent  tliat  the  patient  was 
critically  ill.  Mis  pulse  was  rapid,  around  125.  Mis  tempera- 
ture was  103.4°  rectally  and  his  respirations  were  now 
around  40.  The  upper  part  of  his  abdomen  showed  board- 
like rigidity.  The  patient  showed  all  the  other  criteria  for 
acute  hemorrhagic  pancreatitis  such  as  clet  ated  blood  sugar 
and  as  stated  preyiously  yery  high  serum  amylase.  Examina- 
tion of  the  heart  reyealed  a typical  to  and  fro  pericordial 
friction  rub  and  yet  clinically  the  patient  did  not  appear  to 
be  dying  because  of  the  cardiac  condition.  In  fact  he  did 
not  appear  clinically  like  one  who  had  had  a recent  myo- 
cardial infarction.  It  was  felt  as  a result  of  the  consultation 
that  he  was  suffering  from  acute  hemorrhagic  jiancrcatitis 
and  this  was  primarily  the  cause  of  his  poor  condition.  There 
was  now  a doubt  as  to  whether  he  had  had  a recent  myo- 
cardial infarction  because  of  his  clinical  appearance.  On 
April  7,  1953  the  patient  seemed  worse.  The  serum  amylase 
was  still  oyer  iioo.  The  blood  calcium  was  3.3  millequiva- 
lents. 


An  electrocardiogram  taken  on  the  morning  of  April  7 as 
seen  aboye  reyeals  T is  more  deeply  inr  erted  in  lead  i than 
in  previous  electrocardiogram.  S T is  still  depressed  in  lead 
3.  S T is  elevated  in  A V L and  depressed  in  A V F.  T here 
is  a Q S in  V 1,2,  3 and  there  is  marked  elevation  of  S T in 
2,  3,  4,  5.  T is  inverted  in  V 2,  3,  4,  5,  6 and  it  will  be 
noticctl  that  T is  more  deeply  inverted  in  V 6 than  in  the 
previous  electrocardiogram.  The  S T’s  show  upward  coving 
in  V 2,  3,  4,  5.  The  patient  gradually  grew  worse  and  expired 
on  April  7,  1953  at  5:  30  p.  m.  An  autopsy  W'as  done  and  this 
revealed  a diffuse  acute  hemorrhagic  pancreatitis.  There  was 
an  old  anterior  myocardial  infarct  which  covered  an  area 
equivalent  to  the  area  of  suspected  damage  as  seen  on  the 
electrocardiograms.  This  area  was  over  the  anterior  lower 
part  of  the  left  ventricle  and  somewhat  lateral.  There  was  a 
thinning  of  the  myocardium  just  above  the  apex.  Over  the 
area  of  old  infarct  there  was  a localizcil  circumscribed  fibri- 
nous pericarditis. 

The  next  case  is  M.  P.,  age  80,  male,  white.  T'his  patient 
entered  the  Manchester  iMcmorial  Hospital  on  August  25, 
1952  at  2:45  p.  M.  Me  was  complaining  of  right  lower  quad- 
rant pain  for  four  days.  Elc  had  vomited  and  had  diarrhea 
for  three  days.  On  admission  his  temperature  was  100°,  his 
pulse  76  and  liis  respiration  20.  Mis  blood  pressure  w as  138/86. 


He  showed  right  lower  quadrant  tenderness  with  minimal 
spasm.  His  white  count  was  13,150.  On  August  26,  1952  an 
appendectomy  wuis  performed.  Pathological  diagnosis  of  the 
specimen  was  chronic  obliterative  appendicitis.  Postopera- 
tivcTy  the  patient  did  not  do  well.  His  temperature  ranged 
around  100.6°  and  then  on  the  ninth  jiostoperative  day  it  went 
up  to  101.6°.  He  complained  of  some  upper  abdominal  pain 
and  chest  pain. 


An  electrccardicgram  w'as  taken  on  September  5 which 
can  be  seen  above.  There  is  depression  of  the  S T in  lead  1 
and  elevation  in  lead  3.  A Q S is  present  in  lead  3 and  T is 
inverted  in  lead  3.  There  is  slight  depression  of  S T in  A V 
L and  cievation  in  A V P’.  There  is  ait  abnormally  appearing 
Q w’ave  in  A V F.  T is  inverted  in  V i,  2,  3.  S T is  slightly 
depressed  in  V 4,  5,  6.  Since  no  electrocardiogram  w as  taken 
before  the  operation  there  wnis  none  present  for  comparison. 
The  above  changes  were  thought  to  be  due  cither  to  a pul- 
monary embolus  or  a recent  posterior  myocardial  infarct. 
The  patient's  temperature  gradually  subsided  and  lie  seemed 
improved. 


A second  electrocardiogram  wnis  taken  on  September  8 
W'hich  can  be  seen  above.  S T is  no  longer  depressed  in  lead 
I nor  elevated  in  lead  3.  T is  still  inverted  in  leatl  3.  T'  is  flat 
in  A F and  there  is  mwv  a small  R aiul  S wave  in  .\  \'  F. 
T is  more  deeply  inverted  in  V 2,  3,  4 than  in  the  previous 
elecrrocardiot>ram.  It  was:  felt  that  the  changes  in  this  electro- 
cardiogram were  probabU'  due  to  [nilmonary  embolus.  I le 
did  fairly  well  until  September  10  when  he  began  to  have 
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temperarure  that  rose  as  higli  as  103'’.  On  September  ii  he 
sliowed  extreme  riglit  upper  tjuadranr  tenderness  and  eleva- 
tion of  the  temperature  up  to  103°  and  an  elevated  white 
count.  It  was  felt  at  that  time  that  lie  had  an  acute  chole- 
cystitis but  operation  was  delayed  because  of  the  electro- 
canliographic  findings,  lie  w'as  therefore  treateil  conserva- 
tively and  placed  on  antibiotics.  His  right  upper  quadrant 
pain  gradually  subsided. 


On  September  15  another  electrocardiogram  was  taken 
which  can  be  seen  aboi'e.  Auricular  fibrillation  was  present 
and  the  ventricular  rate  104.  Changes  had  taken  place  in  the 
electrocardiogram  and  it  can  be  seen  that  there  was  now  an 
abnormal  Q wave  in  V 3,  4,  5 and  there  appeared  to  be  a 
Q S wave  in  V 6.  S T was  elevated  in  3,  4,  5,  6 and  there 
was  inversion  of  the  T wave  in  V 3,  4,  5,  6.  It  was  felt  from 
this  electrocardiogram  that  a recent  anterior  myocardial 
infarct  had  taken  place.  Patient’s  temperature  again  sub- 
sided. He  seemed  to  be  doing  nicely. 


On  September  19  another  electrocardiogram  was  taken 
as  can  be  seen  above.  Normal  sinus  rhythm  is  present.  T is 
inverteil  in  leatls  2 and  3.  There  is  a deep  S wave  in  lead  3. 
T is  inverted  in  A F and  there  is  a deep  S wave  in  A V F. 

T is  deeply  inverted  in  V i,  2,  3 and  biphasic  in  V 4.  The 
T waves  are  definitely  abnormal  in  this  electrocardiogram 
but  arc  nonspecific  in  nature.  The  Q waves  and  S T eleva- 
tion have  disappeared.  The  patient  continued  to  do  fairly 
well.  However,  by  September  26  his  white  count  again  be- 
came elevated.  He  had  pronounced  symptoms  of  right  upper 


quadrant  pain,  tenderness  and  spasm  and  on  September  27,  ! 

1952  he  was  operated  upon  and  a cholecystectomy  was  per-  ' 
formed.  A culture  of  F coli  was  obtainctl  from  a distended 
gall  bladder.  There  were  several  mulberry  shaped  stones 
within  the  gall  bladder.  The  patient  seemed  to  do  fairly 
well  following  the  operation. 


On  October  2 another  electrocardiogram  was  taken  which 
may  be  seen  above.  It  can  be  seen  that  the  electrocardiogram 
is  gradually  reverting  to  normal.  The  deeply  inverted  T 
waves  in  V i,  2,  3 are  no  longer  present  and  there  is  very 
slight  inversion  of  the  T in  V 1,2.  The  T is  still  inverted  in 
lead  3 but  not  inverted  in  lead  2 as  in  previous  electrocardio- 
gram. There  are  no  abnormal  Q waves  or  S T elevations 
and  depressions.  On  October  6,  1952  the  patient  developed  a 
phlebitis  in  the  left  leg  and  was  given  anticoagulants  for  this. 
Three  days  later  he  developed  massive  G I hemorrhage  and 
went  into  shock.  This  was  treated  with  multiple  transfusions 
and  was  stabilized  for  a while.  His  prothrombin  time  was 
returned  to  normal  with  vitamin  K.  The  patient  continued 
to  have  G I bleeding  and  died  on  October  16,  1952  in  spite  j 
of  all  treatment.  Autopsy  revealed  a bleeding  duodenal  ulcer.  | 
The  heart  and  lungs  were  entirely  negative. 

DISCUSSION 

It  can  be  seen  that  a review  of  the  literature  reveals  ! 
and  our  experiences  indicate  that  many  extra  cardiac  1 
factors  may  produce  symptoms  of  coronary  artery  | 
disease  and  electrocardiographic  changes  that  simu-  | 
late  recent  myocardial  infarction.  In  most  of  the  i 
cases  in  the  literature  the  electrocardiographic  | 
changes  that  simulated  myocardial  infarction  were  I 
non  specific,  that  is,  there  were  no  Q waves  but  there 
were  S T and  T wave  changes.  In  one  case,  however, 
the  electrocardiographic  changes  were  specific  in  j 
nature,  that  is,  there  w ere  deep  Q waves  and  S T 1 
elevations.  In  the  two  cases  admitted  to  the  Man-  | 
Chester  Memorial  Hospital  there  w ere  specific  elec-  I 
trocardiographic  changes,  that  is,  abnormal  Q waves,  j 
S T elevations  and  depressions  and  T wave  inver-  | 
sions.  Since  S T elevations  and  Q waves  appear  wdth  j 
rare  exceptions  only  in  recent  myocardial  infarction 
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then  it  can  easily  be  seen  that  in  cases  presenting 
rheniselves  ^\■ith  acute  upper  abdominal  disease  and 
electrocardiographic  findings  simulating  recent  myo- 
cardial infarction,  a definitive  diagnosis  must  be 
approached  w ith  extreme  caution.  Sometimes  only 
time  will  tell  as  to  whether  the  electrocardiographic 
changes  w ere  specific  or  non  specific  in  nature  and 
sometimes  certainty  as  to  the  cause  of  the  electro- 
cardiographic changes  may  only  be  proved  by 
autopsy. 

CONCLUSION 

Extra  cardiac  disease  may  cause  electrocardio- 
graphic changes.  Adost  of  the  time  extra  cardiac 
diseases  when  they  cause  electrocardiographic 
changes  cause  non  specific  electrocardiographic 
changes,  that  is,  S T and  T w ave  changes.  Occasion- 
ally extra  cardiac  diseases  may  cause  specific  elec- 
trocardiographic changes,  that  is,  abnormal  Q waves, 
S T elevations  and  depressions  and  T wave  inver- 
sions and  these  specific  changes  seem  to  indicate 
that  a recent  myocardial  infarction  has  taken  place. 
Among  the  more  important  extra  cardiac  diseases 
that  may  cause  electrocardiographic  changes  are 
acute  upper  abdominal  lesions.  When  acute  upper 
abdominal  lesions  such  as  acute  cholecystitis  w ith 
cholelithiasis,  duodenal  ulcer,  perforated  ulcer  and 
acute  pancreatitis  cause  electrocardiographic  changes 


simulating  recent  myocardial  infarction,  it  becomes 
very  difficult  to  be  sure  as  to  wdiether  the  patient 
has  suffered  either  an  acute  upper  abdominal  catas- 
trophe, a recent  myocardial  infarction,  or  both. 
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SECONDARY  GLAUCOMA  IN  ONE-EYED  PATIENTS 
Two  Unusual  Cases 


Gl.xucoima  is  usually  divided  into  primary  and 
secondary.  The  primary  type  of  glaucoma  is 
that  to  which  no  definite  etiology  can  be  assigned. 
The  secondary  is  that  in  which  a cause  is  known. 
AJany  cases  of  primary  glaucoma  are,  with  careful 
studies,  being  resorted  and  reclassified  into  secondary 
types. 

CASE  I 

On  December  2,  1952  Mr.  A.  B.,  a 44  year  old  wliite  con- 
struction worker,  was  referred  to  the  Eye  Clinic  of  New 
Haven  Hospital  for  eye  emergency  consideration.  He  had  a 
childhood  injury  to  the  right  eye  which  has  been  complicated 
by  a low-grade  glaucoma.  One  year  prior  his  visual  acuity 
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SUMMARY 

Two  cases  are  reported  of  one-eyed  patients  with 
secondary  glaucoma,  who,  despite  a very  poor  prog- 
nosis, have  been  able  by  careful  preoperative  studies 
and  wise  selection  of  operation  to  maintain  the  little 
residual  vision  they  possessed.  In  both  these  cases  the 
livelihood  of  the  patient  as  well  as  his  family  depended 
upon  careful  treatment  and  operation. 
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W'as  20/30  and  on  admission  was  20/200.  His  tension  fluctu- 
ated from  normal  to  extremely  high,  hour  per  cent  pilo- 
carpine, 0.5  per  cent  cortone,  and  cod  liver  oil  every  two 
hours  controlled  the  ten.sion  fairly  well.  1 he  left  eye  was 
injured  in  England  during  his  war  service.  The  sight  was 
completely  obliterated  by  a large  corneal  scar.  T he  patient 
had  been  referred  to  the  \^eteran’s  Ailministration  and  was 
not  acceptable  there  on  the  basis  of  lost  records.  I le  was 
sent  to  the  Boston  Eye  and  Ear  Infirmary  for  consultation 
and  a cyclodialysis  or  cyclodiathermy  was  recommended  to 
control  the  tension  in  the  right  eye  and  a full  thickness 
corneal  transplant  of  the  left  eye  was  considered.  A doctor 
in  Hartford  in  charge  of  Public  Welfare  insisted  that  this 
work  be  done  in  Connecticut. 

The  patient  was  admitted  on  January  15,  1953  because  of 
a misunderstanding.  Further  history  obtained  from  him 
showed  he  had  had  an  iridectomy  or  an  iridencleisis  of  the 
right  eye  following  trauma  at  age  9.  His  complaints  were 
that  he  had  halos,  nausea,  headache,  and  extreme  loss  of 
vision  of  the  right  eye.  Pressure  on  this  admission  showed  a 
severely  damaged  cornea  with  Anger  tension  of  4 plus.  His 
son  had  “eyes  like  his  daddy”  and  showed  iris  defects  con- 
genital and  marked  astigmatism  but  normal  tension. 

On  January  17  a cyclodiathermy  and  paracentesis  of 
the  right  eye  was  performed.  The  lids  were  sutured.  The 
paracentesis  was  opened  on  several  occasions  while  in  the 
hospital  to  relieve  the  recurrence  of  tension.  VTsual  acuity 
was  4/200  on  January  20.  On  January  31  the  patient  was  seen 
by  Dr.  Edmund  Spaeth  of  Philadelphia  who  happened  to  be 
visiting  in  New  Haven.  At  this  time  his  pressure  was  again 
elevated.  His  vision  was  5/200  and  an  Elliott  trephine  was 
suggested  by  Dr.  Spaeth. 

On  February  2 an  Elliott  trephine  was  performed  without 
incidence.  On  February  20  it  was  noted  that  his  vision  was 
8/200  in  the  right  eye.  Finger  tension  was  normal  and  slit 
lamp  examination  showed  again  severe  epithelial  damage  with 
staining  with  flouresceine.  No  endothelial  disturbance  and 
no  flare  were  noted.  Seen  on  repeated  occasions  the  cornea 
was  always  noted  to  have  large  bullous-like  blebs  and  never 
any  endothelial  changes.  The  operative  bleb  continued  to 
work  and  finger  tension  continued  normal. 

On  repeated  occasions  the  corneal  epithelium  was  removed, 
curretted,  and  touched  with  2 per  cent  tincture  of  iodine 
or  silver  nitrate  in  an  effort  to  cause  regeneration  of  the 
epithelium.  The  corneal  epithelium  continued  to  break  down 
despite  bandaging,  all  medications,  including  neosone,  cod 
liver  oil,  and  huge  doses  of  vitamins.  The  patient  was  seen 
by  Dr.  E.  M.  Blake  and  no  further  suggestions  could  be 
offered. 

Vision  continued  at  the  3/200  to  5/200  level.  Bullae  con- 
tinued to  reform.  On  July  22  the  patient  could  only  count 
fingers  at  4 feet.  Finger  tension  continued  normal  and  the 
eye  continued  to  irritate  him  but  he  did  not  have  the  asso- 
ciated nausea  and  vomiting  he  had  when  he  was  referred. 
It  was  felt  that  it  was  undesirable  to  apply  the  tonometer  in 
view  of  this  bullous  keratitis  and  recurrent  epithelial  break- 
down over  a period  of  several  months. 

On  May  25  another  large  bulla  was  removed  and  the  patient 
remarked  that  he  could  see  a fly  on  the  wall.  \^hthout  cor- 
rection and  with  complete  removal  of  all  the  epithelium 


under  pontocaine  anesthesia  his  vision  was  20/60.  His  tension 
was  17. 

On  October  14  the  epithelium  again  .stained,  finger  tension 
was  normal.  He  was  seen  that  same  day  by  Dr.  David  Cogan 
of  Boston  who  was  visiting  New  Flaven.  Although  he  was 
unable  to  see  the  patient  under  the  slit  lamp  he  had  no  sug- 
gestions as  to  what  to  do  about  the  recurrent  epithelial 
breakdown. 

This  case  represents  what  all  who  had  seen  this 
patient  felt  was  a secondary  type  of  glaucoma, 
secondary  to  congenital  defects  and  trauma.  The 
unusual  aspect  is  the  recurrent  breakdown  of  the 
epithelium  for  which  nothing  to  date  has  been  suc- 
cessful, even  though  the  tension  has  been  made 
normal. 

C.'\SF,  2 ' 

Mr,  J.  S.,  age  34,  was  referred  to  the  Glaucoma  Clinic  in  ' 
the  New  Haven  Hospital  on  June  9,  1952  as  a therapeutic  j 
problem.  The  patient  was  a 34  year  old  white  male  with  a j 
liLstory  of  congenital  lues  and  associated  bilateral  interstitial 
keratitis  as  a child.  Fie  had  had  considerable  antiluetic  treat- 
ment. He  showed  corneal  infiltrates  of  the  left  eye  and  the 
right  eye.  Increased  tension  in  both  eyes  with  deep  cupping 
of  the  right  eye  was  also  shown.  His  left  eye  had  a good 
red  reflex  but  the  fundus  was  not  .seen  because  of  corneal 
scarring,  bulging,  and  edema.  The  left  eye  was  exotropic. 
Vision  was  20/30  in  the  right  eye  with  a minus  5 sphere 
combined  with  a minus  150  cylinder  axis  15.  There  was 
absent  light  reflex  on  the  left.  The  patient  showed  a Schibtz 
tonometer  reading  of  about  36  O.D.  on  each  visit  despite  j 
4 per  cent  pilocarpine  five  times  a day.  His  miosis  was  good. 
He  had  not  used  florapryl  up  to  this  point.  It  was  felt  by  the  i 
referring  doctor  that  surgery  would  be  required  to  prevent  | 

further  field  loss.  | 

( 

Vision  on  admission  on  June  13,  1952  was  20/70  in  the  \ 
right  eye  without  correction  and  20/40  with  correction,  j 
There  was  no  light  perception  in  the  left  eye.  Tension  with  ' 
the  electronic  tonometer  in  the  right  eye  was  39  and  in  the 
left  was  5.  At  that  time  the  patient  was  on  4 per  cent  pilo-  . 
carpine  four  times  a day  and  o.i  per  cent  florapryl  at  bed-  ; 
time.  In  the  right  eye  there  was  an  impression  of  edema  of  ; 
the  iris  or  a “physiological  iris  bombe.”  The  patient  was  , 
dilated  cautiously  with  10  per  cent  Neosynephrine  and  ' 
Paredrinc  and  the  pressure  fell  to  32  or  34  mm.  on  the  elec-  1 
tronic  tonometer. 

Fundus  examination  showed  a very  large  deep  glaucoma- 
tous cupping  with  the  vessels  pushed  far  nasally.  No  flares 
nor  cells  were  noted  in  the  right  eye.  They  were  noted  in 
the  left  eye.  Both  corneas  showed  “ghost  vessels.”  The  angle 
gonioscopically  was  wide  with  the  trabeculae  well  noted. 
T he  slit  lamp  showed  a clear  lens  in  the  right  eye.  There  | 
was  a small  area  of  atrophy  at  3 o’clock  on  the  iris  of  the  ^ 
right  eye.  The  patient  was  told  to  discontinue  all  medica- 
tions for  24  to  48  hours  and  to  have  a repeat  tension.  Since  j 
the  trabeculae  were  open  and  since  there  was  a good  angle 
and  a suggestion  of  a “physiological  iris  bombe”  as  described  ' 
by  Chandler,  it  was  planned  to  do  an  iridectomy.  1 

Field  examination  of  the  right  eye  with  his  correction,  j 
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using  a 3 nini.  white  test  object  at  330  mm.,  showed  an  en- 
larged blind  spot  and  a field  extending  above  to  20  degrees, 
temporallv  to  70  degrees,  inferiorally  to  40  degrees,  and 
medially  to  20  degrees  with  a suggestion  of  a nasal  cut. 
Central  field  examination  of  the  right  eye,  with  his  correc- 
tion, using  a 3 mm.  white  test  object  show^ed  a Roene-like 
step  e.xtending  below'  to  25  degrees  and  above  showed  a very 
large  defect. 

Seen  in  consultation  on  March  5 with  Dr.  Eugene  AI. 
Blake,  it  w'as  the  latter’s  impression  that  there  was  an  “iris 
bombe”  type  of  iris  present.  He  felt  that  this  represented  a 
secondary  type  of  glaucoma,  secondary  to  syphilis. 

On  A I arch  6 the  patient  had  a basilar  type  of  iridectomy 
done  with  a preoperative  plan  to  accomplish  two  things,  (i) 
to  preserve  the  sphincter,  and  (2)  at  the  same  time  to  tear 
the  iris  deep  in  the  base.  It  was  hoped  by  preserving  the 
sphincter  to  permit  the  better  action  of  constrictor  drugs, 
should  this  be  necessary.  The  diagnosis  at  no  time  had  been 
clear  as  to  whether  this  was  a primary  or  secondary  type  of 
glaucoma.  Unfortunately  the  iris  biopsy  was  lost.  At  the  end 
of  the  operation  the  wound  edge  was  appro.ximated  with  a 
6.0  silk  and  2 per  cent  atropine  solution  w^as  instilled. 

On  the  second  postoperative  day  the  patient  saw  w^ell  but 
on  the  third  said  that  he  was  unable  to  see  from  his  one 
remaining  eye,  the  right.  No  evidence  of  lens  damage  or  any 
explanation  for  this  could  be  found  under  the  slit  lamp. 
Finger  tension  was  normal.  The  patient  was  placed  on  4 per 
cent  homatropine,  sodium  sulfacetimide,  and  neosone  oph- 
thalmic ointment.  Later  in  that  day  the  patient  said  he  again 
could  sec  and  in  talking  it  over  with  his  former  physician  it 
was  felt  that  the  apparent  blindness  was  hysterical. 


1 he  following  is  a follow  up  report  from  the  patient’s 
referring  ophthalmologist:  Adarch  12,  1953 — Basal  iridectomy 
with  preserved  sphincter,  O.D.  Adarch  6,  1953.  Vision  O.D. 
with  correction,  minus  5.00  S minus  1.50  cx  15,  plus  pinhole 
20/200.  Slight  edema  upper  right  lid,  O.D.  moderately  in- 
jected, some  corneal  edema,  fair  dilatation,  lens  appears  clear, 
good  red  refle.x,  fundus  details  not  well  seen  because  of 
corneal  edema,  no  separated  choroid,  tension  to  fingers  very 
soft.  Adarch  16,  1953 — Tension  nearer  normal  today,  less 
edema  of  cornea,  fundus  seen  better,  cupping  and  atrophy  of 
disc  and  scattered  pigment  as  before.  Vision  with  correction 
plus  pinhole  20/70  minus  i.  iVIarch  26,  1953 — Vision  with 
correction  20/70  minus  2,  with  pinhole  20/50  minus.  Appar- 
ently patient  will  need  more  minus  cylinder.  Tension  O.K. 
April  4,  1953 — Vision  with  correction  20/40.  Tension  30 
Schidtz.  Aday  16,  1953 — Vision  with  correction  20/50  minus 
I.  Tension  25  Schidtz.  August  22,  1953 — Refraction.  Adinus 
5.00  S minus  3.50  cx  10.  Tension  25  Schidtz.  20/40  minus  1. 
October  24,  1953 — Tension  25  Schidtz.  A^ision  with  new  cor- 
rection above  20/40. 

This  case  is  unusual  in  that  merely  an  iridectomy 
combining  tearing  at  the  base  of  the  iris  has  made  his 
tension  normal  and  maintained  his  visual  acuity  and 
field  to  date. 


In  addition  to  the  referring  physicians  I should  like  to 
extend  my  thanks  to  Dr.  Andrew  AA^^ong,  Dr.  Louise  Lovekin, 
and  Dr.  Harold  Patterson  for  their  pre  and  post  operative 
help  with  these  patients. 
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SUMMARY 

Two  cases  of  primary  adenocarcinoma  of  the  appen- 
dix are  described  and  discussed. 


relative  rarity  of  primary  adenocarcinoma  of 
the  appendix,  especially  prior  to  1940,  is  inter- 
esting to  note  and  difficult  to  explain.  One  explana- 
tion which  suggests  itself  is  that  the  early  reliance 
on  gross  examination  alone  may  have  failed  to 
identify  some  of  these  tumors.  With  the  replace- 


ment of  this  substandard  practice  by  full  examina- 
tion, many  more  of  these  tumors  are  now  being 
discovered. 

Much  of  the  early  statistics  are  of  little  value,  since 
the  earlier  workers  made  no  clear  distinction 
between  the  various  types  of  tumors  of  the  appendix, 
such  as  carcinoid,  mucocele,  and  primary  adenocar- 
cinoma of  the  colonic  type.  Also  many  of  the  early 
cases  were  reported  as  appendiceal  carcinoma  when 
the  tumor  involved  both  cecum  and  appendix,  even 
though  there  was  no  clear  evidence  of  origin  in  the 
appendix  rather  than  in  the  cecum.  Young  and  Wy- 
man’ pointed  up  this  important  distinction  and 
reviewed  the  literature,  finding  only  four  acceptable 
cases  to  which  they  added  one  of  their  own.  Uihlein 
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and  McDonald-  reviewed  the  experience  of  the 
Mavo  Clinic  and  found  five  cases  over  a thirty-one 
year  period;  these  comprised  only  3.5  per  cent  of 
their  cases  of  appendiceal  neoplasm,  which  included 
127  cases  (HS.2  per  cent)  of  carcinoid  tumor  and 
tw  elve  cases  (H.3  per  cent)  of  cystic  tumors  (i.e.,  the 
so-called  malignant  mucocele).  Lesnick  and  Miller' 
reviewed  the  problem  in  1949  and  reported  on  five 
cases. 

Since  these  reports  there  have  been  many  papers 
reporting  new  cases  singly  and  in  groups  up  to  five. 
Recently  Sillery^  compiled  116  reported  cases,  to 
which  he  added  two  more;  and  since  his  paper, 
several  more  cases  have  been  added. Most  of  these 
are  clearly  true  cases  of  invasive  primary  adenocar- 
cinoma of  the  appendix. 

Repor  r OF  Cases 

CASE  [ 

F.  iM.,  a 61  year  old,  wliite  female  was  adniitteil  to  the  New 
Britain  General  Hospital  with  a history  of  intermittant  right 
lower  quadrant  pain  of  five  weeks’  duration.  Physical  exam- 
ination showed  severe  lower  abdominal  pain  and  tenderness. 
Laboratory  studies  showed  a leukocyte  count  of  11,000  per 
cu.  mm.,  with  81  per  cent  polymorphonuclear  leukocytes. 
A laparotomy  was  performed  and  an  apparently  acutely  in- 
flamed appendix  was  removed. 


Figure  i 

Adenocarcinoma  of  the  appendix  invading  muscularis 
in  Case  I 


The  surgical  specimen  showed  the  appendix  to  have  a 
thickened,  firm,  gray  fibromuscular  wall  and  a small  lumen. 
Some  mesoappendiceal  fat  was  included  and  this  showed  a 
circumscribed  area  of  homogeneous  light  gray  tis.sue,  0.8  cm. 
in  diameter.  Microscopic  examination  showed  malignant 
tumor  of  epithelial  and  glandular  type;  the  neoplastic  glands 


were  imperfectly  formed  and  showed  loss  of  polarity, 
mitoses,  and  large,  atypical  nuclei.  Outside  the  area  of  tumor 
the  appendix  showed  necrosis  and  polymorphonuclear  in- 
filtration characteristic  of  acute  appendicitis.  The  small  mass 
of  tissue  in  the  mesoappendiceal  fat  was  seen  to  be  a 
metastatic  adenocarcinoma  in  a lymph  node. 

On  the  twelfth  hospital  day  a second  laparotomy  was 
performed  and  16.0  cm.  of  terminal  ileum,  cecum,  and  20.0 
cm.  of  a.scending  colon  were  excised  with  their  mesentaries. 
Lahoratory  study  of  this  specimen  showed  some  remanants  of 


Figure  2 

High  magnification  of  tumor.  Case  I 


carcinoma  in  the  appendiceal  stump,  not  involving  the  cecum  j 
proper,  and  metastatic  tumor  in  two  out  of  twenty-five 
mesenteric  lymph  nodes  studied. 

xAfter  the  second  operation  the  patient  did  well  for  several 
days  when  a left  hemiplegia  suddenly  developed.  After  slight  j 
clinical  improvement  a second  cerebrovascular  accident  led  1 
to  her  death  thirteen  days  after  the  second  operation.  | 
Autopsy  permission  was  refused.  i 

CASE  II  , 

F.  B.,  a 71  year  old,  white  male  was  admitted  to  the  New  1 
Britain  General  Hospital  with  a six  day  history  of  malaise  | 
and  anorexia  and  three  days  of  abdominal  pain,  which  was  1 
periumbilical  initially,  but  later  was  worse  with  localization 
in  the  right  lower  quadrant.  Physical  examination  showed 
extreme  right  lower  quadrant  tenderness,  with  rebound 
tenderness  and  depressed  peristaltic  sounds.  Leukocyte 
count  was  14,650  per  cu.  mm.,  with  81  per  cent  polymorpho- 
nuclear leukocytes  and  4 per  cent  immature  neutrophilic 
granulocytes  (“stab  forms’’). 

At  operation  the  surgeon  found  a large,  bulky  appendix 
which  “looked  peculiar,”  but  was  apparently  acutely  in- 
flamed. Gross  examination  showed  thickening  and  loss  of 
the  usual  architectural  details,  involving  all  but  the  proximal 
2.0  cm.  of  the  appendiceal  wall,  and  perforation  at  the  tip. 
Microscopic  examination  showed  necrosis  and  polymorpho- 
nuclear infiltration  at  the  tip,  and  invasive  tumor  replacing 
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most  of  the  mucosa  at  the  midpoint.  The  tumor  cells  formed 
papillary  masses  and  small,  irregular  glands,  and  grew  into 
the  muscularis  as  short  cords  of  undifferentiated  cells  with 
large,  pleomorphic,  hyperchromatic  nuclei.  Tumor  cells  were 
seen  in  the  lymphatic  channels  in  the  outer  part  of  the  wall, 
and  extended  to  the  line  of  excision  on  the  mesoappendiceal 
border.  The  pro.ximal  1.7  cm.  of  the  appendix  was  free  of 
tumor. 


Figure  3 

Papillary  adenocarcinoma  of  the  appendix.  Case  II 


A second  operation  was  performed  eleven  days  later,  and 
a specimen  consisting  of  15.0  cm.  of  ileum  and  12.0  cm.  of 
cecum  and  ascending  colon  with  attached  mesentary  was 
resected.  Continuity  of  the  bowel  was  reestablished  with  an 
end-to-side  ileocolostomy.  The  specimen  showed  an  abscess 
in  the  bowel  wall  and  mesentary  adjacent  to  the  appendiceal 
stump,  and  in  the  mesenteric  fat  a single  cluster  of  neoplastic 
cells.  Twelve  lymph  nodes  were  examined,  and  one  of  these 
showed  similar  tumor.  There  was  an  interesting  incidental 
finding  of  melanosis  coli. 

The  patient  withstood  the  operation  very  well  and  was 
discharged  in  good  condition.  At  the  time  of  writing,  six- 
teen months  after  operation,  he  is  living  and  well. 

Grateful  thanks  are  due  to  Dr.  William  Watson  for  permis- 
sion to  report  these  cases,  and  to  Dr.  Paul  Rosahn  for  many 
helpful  suggestions. 

DISCUSSION 

These  two  cases  presented  as  acute  appendicitis, 
with  history,  physical  examination,  and  labora- 
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Figure  4 

High  magnification  of  tumor.  Case  II 


tory  findings  consistent  with  this  diagnosis.  In  each 
case  the  surgeon  felt  that  this  diagnosis  was  sup- 
ported by  the  operative  findings.  Only  when  the 
specimen  was  carefully  examined  in  the  laboratory 
did  the  true  nature  of  the  lesion  become  evident.  In 
the  first  case  the  diagnosis  was  unsuspected  until  the 
microscopic  slides  were  examined,  but  in  the  second 
case  the  gross  appearance  was  suggestive  enough  to 
lead  the  pathologist  to  obtain  a preliminary  finding 
by  frozen  section. 

In  each  case  the  tumor  was  of  the  colonic  adeno- 
carcinoma type,  and  in  each  case  it  was  confined  to 
the  appendix  and  associated  lymph  nodes. 

The  primary  adenocarcinoma  of  the  appendix 
usually  presents  as  an  acute  appendicitis  because  it 
is  just  that;  the  acute  process  is  set  up  by  the  obstruc- 
tive nature  of  the  lesion,  and  the  sequence  of  events 
is  the  same  as  that  which  leads  to  any  appendicitis 
from  obstruction.  There  are  no  specific  diagnostic 
points  by  which  the  disease  can  be  identified  pre- 
operatively,  and  the  diagnosis  is  generally  made  on 
pathological  examination. 

It  is  entirely  possible  that  in  some  cases  an 
appendectomy  may  excise  the  entire  tumor,  and 
further  therapy  may  be  unnecessary.  In  neither  of 
the  cases  presented  was  this  true,  since  tumor  was 
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seen  at  the  limits  oi  excision,  suggesting  incomplete 
removal,  and  tumor  was  found  in  the  ileocolectomy 
specimen  removed  at  later  operation.  It  is  generally 
conceded  that  partial  ileocolectomy  is  the  safer 
course,  even  when  the  tumor  has  apparently  been 
completely  removed  by  the  original  appendectomy. 
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CONNECTICUT  CIVIL  DEFENSE  MEDICAL  SERVICES 

Edgar  B.  Prout,  m.d.,  Hartford 


TiyCoDERN  atoiuic  w at  is  war  at  home.  The  enemy 
attack  will  be  directed  to  the  destruction  of 
military  installations,  essential  industries,  especially 
the  war  industries,  and  the  centers  of  large  popula- 
tion concentration. 

There  have  been  designated  by  the  Federal  Gov- 
ernment 70  critical  target  areas  in  this  country.  The 
critical  target  map  shows  Connecticut  is  the  state 
most  nearly  covered  completely.  There  are  five  criti- 
cal target  areas  designated  in  this  State;  Hartford, 
New  Britain-Bristol,  Bridgeport,  New  Haven  and 
Waterbury.  The  Stamford-Norwalk  area  is  listed  as 
a target  area,  but  not  as  a critical  one.  New  London 
has  been  added  by  the  State  because  of  the  installa- 
tions there.  Consequently,  the  civil  defense  planning 
for  the  State  is  formulated  to  a great  extent  for  the 
protection  of  these  target  cities  where  there  are  war 
industries  and  the  greatest  concentration  of  popu- 
lation. 

The  medical  services  are  planned,  both  for  self 
help  as  much  as  this  can  be  provided,  with  aid 
coming  to  the  target  city  chiefly  from  the  surround- 
ing communities  that  have  been  designated  as  mutual 
aid  areas,  and  to  render,  as  well,  help  to  another  area 
if  the  target  city  itself  is  not  struck.  This  mutual 
aid  extends  beyond  the  State  boundaries  through 
an  arrangement  with  the  six  New  England  States, 
New  York  and  New  Jersey,  who  have  a mutual  aid 
compact. 


The  Author.  Chief  of  Health  Sendees,  State  Office 
of  Civil  Defejise 


SUMMARY 

This  is  a discussion  of  the  possibilities  encountered 
should  atomic  warfare  come  home  to  Connecticut.  The  | 
various  target  areas  in  this  industrial  State  are  deline-  j 
ated  and  the  effects  to  be  expected  from  modern  bomb-  j 
ing  of  these  areas  described.  The  medical  services  i 
planned  to  meet  such  an  emergency  are  described.  | 
Emphasis  is  placed  on  the  need  for  preparation  even  I 
though  the  catastrophe  may  never  come.  | 


The  Federal  directives  have  assumed  that  a 2V2  j 
(X)  bomb  will  probably  be  used.  This  is  equivalent  ! 
to  the  explosive  power  of  50,000  tons  of  TNT.  It  | 
is  recognized  that  bombs  of  greater  power  or  pos-  ; 
sibly  the  “H”  bomb  may  be  used.  The  i (X)  bomb  | 
used  in  Hiroshima  and  Nagasacki  was  equivalent  to  ; 
20,000  tons.  i 

By  extensive  studies  of  the  effect  of  the  Japanese  j 
bombings,  estimates  of  the  number  of  deaths  and  the 
injured  have  been  made.  These  studies  have  con-  ' 
sidered  the  difference  of  types  of  buildings,  our  ! 
w'arning  systems  and  population  concentrations  in 
this  country,  as  compared  with  those  in  Japan.  . 

The  peak  daytime  populations  of  the  target  cities  > 
have  been  estimated  in  several  ways:  by  count;  | 
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Chambers  of  Commerce  reports;  personnel  records 
of  the  war  industries;  and  from  statistics  of  the  State 
Labor  Department.  The  cities  have  been  divided 
into  districts  and  the  percentage  of  deaths  and  in- 
jured are  calculated  in  these  districts  in  their  rela- 
tion to  ground  zero. 

Grossly  the  number  of  deaths  in  target  areas  is 
assumed  to  be  about  one-fifth  of  the  population 
there,  and  the  injured  approximately  one-sixth. 

In  general  the  type  of  injuries,  it  is  considered, 
will  be  60  per  cent  burn  cases  (thermal  and  radia- 
tion), 50  per  cent  mechanical  injuries,  and  20  per 
cent  radiation  exposures.  Many  will  have  more  than 
one  type  of  injury  which  accounts  for  the  more  than 
100  per  cent.  For  the  purpose  of  treatment  and  hos- 
pital designation,  a further  division  is  made.  Ap- 
proximately one-third  of  the  cases  can  be  treated  on 
an  outpatient  basis;  approximately  one-third  of  the 
less  seriously  injured.  Class  B,  will  require  moderate- 
ly prolonged  and  moderate  extensive  hospital  care; 
and  one-third  will  require  urgent  care  in  established 
general  hospitals  or  emergency  hospitals.  These 
latter  are  considered  to  be  as  Class  A cases.  They  are 
further  divided  into:  Group  i,  about  10  per  cent, 
who  it  is  considered  will  be  so  severely  injured  that 
they  will  not  recover  by  any  means  of  treatment; 
Group  2,  about  20  per  cent,  who  will  require  urgent 
surgery  in  general  hospitals  outside  of  the  target 
city;  Group  3,  about  20  per  cent,  those  cases  in 
which  surgery  can  be  safely  delayed  to  some  extent; 
Group  4,  40  per  cent,  who  will  have  extensive  burns 
that  will  not  require  immediate  surgery  but  must 
be  treated  for  burns  and  shock;  Group  5,  about  10 
per  cent,  who  will  require  observation  and  study 
before  treatment  is  instituted— these  are  chiefly  those 
exposed  to  considerable  radiation.  Groups  3,  4 and 
5,  can  be  cared  for  in  the  miscellaneous  hospitals, 
such  as  public  institutions  and  convalescent  homes, 
or  in  improvised  hospitals. 

The  one-third.  Class  B cases  (those  less  seriously 
injured)  can  be  at  least  temporarily  cared  for  in  the 
casualty  stations  that  serve  for  first  aid,  triage  and 
as  secondary  hospitals.  These  stations  are  to  be 
located  3 /4  to  4 miles  from  ground  zero  and 
selected  where  there  are  ample  water  supplies,  heat 
and  floor  space  to  accommodate  200  bed  cases. 

The  number  of  surgical  and  medical  teams  re- 
quired is  determined  by  the  number  of  cases  of  each 
type  and  by  the  number  of  cases  each  of  these  teams 
can  be  expected  to  care  for  during  the  emergency 
period. 


The  Connecticut  State  Department  of  Health  has 
recently  made  a survey  of  all  the  available  hospital 
beds  and  the  State  Civil  Defense  Office  has  listed 
these  in  a manner  by  which  the  number  of  available 
emergency  beds  in  general,  miscellaneous  and  im- 
provised hospitals  can  be  quickly  found,  as  they 
are  listed  in  each  area.  From  this  survey  the  direc- 
tion of  the  cases  for  the  immediate  surgical  care  and 
for  medical  care  can  be  readily  made. 

The  field  teams  are  set  up  to  serve  in  the  bombed 
area  after  the  attack.  These  consist  of  first  aid  groups 
and  litter  bearer  groups.  Although  not  in  the  Fed- 
eral plan,  it  is  the  opinion  of  the  State  Office  that 
one  physician  should  accompany  each  large  group 
so  that  the  immediate  transfer  of  the  most  urgent 
cases  can  be  made  from  the  field. 

It  is  in  the  field  service  that  the  most  intimate 
contact  with  the  other  divisions  of  civil  defense  is 
made.  The  Highway  Department  is  responsible  for 
the  clearing  of  the  main  highways  leading  into  the 
bombed  area  and  those  on  the  periphery  connecting 
the  medical  stations.  It  is  planned  that  the  fire 
departments,  police,  wardens  and  rescue  groups, 
communications,  welfare,  transportation  and  those 
responsible  for  the  public  utilities  cooperate  and 
coordinate  their  services.  The  special  weapons  de- 
fense, such  as  the  identification  of  the  chemical  and 
biological  agents  and  decontamination,  and  radiation 
monitoring,  are  parts  of  the  medical  services  that 
enter  into  the  general  planning,  as  well  as  that  of  the 
special  blood  program. 

Medical  supplies  have  been  procured  and  stored 
in  the  State.  There  are  202  first  aid  units  that  have 
been  designed  by  the  Federal  Government  for  the 
minimum  supplies  necessary  to  care  for  500  casual- 
ties. The  emergency  hospital  supplies  are  being 
assembled  by  the  Federal  office.  These  are  designed 
to  provide  the  materials  in  a hospital  unit  for  a 200 
bed  emergency  hospital.  There  are  extensive  special 
and  reserve  Federal  supplies,  for  the  northeastern 
region,  stored  at  Ellenville,  New  York,  and  Gilbert- 
ville,  A/Iassachusetts,  which  are  available  for  use  in 
the  State. 

A good  library  of  information  on  the  medical  as- 
pects and  services  in  civil  defense  has  been  estab- 
lished in  the  State  Office.  This  has  been  developed 
from  releases  and  bulletins  from  the  Federal  Civil 
Defense  Administration;  studies  by  several  states; 
and  from  bulletins  prepared  by  the  State  Depart- 
ment of  Health,  of  which  there  are  18,  ^^’ith  one  011 
biological  warfare  recently  completed. 
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This  will  give  an  idea  of  some  of  the  things  that 
have  been  done,  and  what  has  entered  into  the 
planing  for  medical  services. 

I'he  details  of  the  studies  are  contained  in  the 
operational  plan  and  in  the  analyses  of  the  facilities 
and  medical  personnel  requirements  that  have  been 
made  for  each  area. 

The  general  Fairfield  area  has  been  divided  into 
three  sectors  for  operational  purposes.  The  major 
services  have  been  designed  to  protect  Bridgeport, 
the  principal  target  city. 

It  is  considered  necessary  that  Stamford,  Norwalk, 
Greenwich  and  Danbury  have  medical  services 
planned  for  self  aid,  as  well  as  for  mutual  aid.  The 
details  for  these  are  outlined  in  the  operational  plan 
for  the  area. 

If  the  City  of  Bridgeport  is  struck,  it  is  estimated 
that  about  one-sixth  of  the  population  in  the  disaster 
area,  approximately  35,000,  will  be  injured;  and  that 
about  one-fifth,  approximately  42,000  will  be  killed. 

I'he  resident  population  of  Bridgeport,  as  of  July 
I,  1953,  was  165,400;  the  peak  daytime  population, 
as  estimated  by  the  State  Labor  Department,  is  210,- 
000.  The  calculations  of  the  numbers  of  casualties 
are  based  on  the  peak  population. 

The  number  of  surgical  teams  required  for  the 
emergency  is  estimated  as  184;  the  number  of  triage 
teams  working  with  the  surgical  groups  as  23.  These 
are  to  care  for  the  acute  surgical  cases. 

The  number  of  medical  teams  required  is  82.  They 
are  to  treat  those  not  requiring  urgent  surgery,  such 


as  burns,  shock,  minor  wounds  and  fractures,  and 
others. 

The  minimum  number  of  physicians  and  surgeons 
re(]uired  for  the  emergency  services  in  the  Bridge- 
port area  is  considered  to  be  432;  the  number  of 
dentists,  244;  and  the  number  of  nurses,  964.  There 
are  871  physicians,  415  dentists  and  3,038  nurses 
registered  in  the  Bridgeport  area. 

The  total  mobilization  of  all  avilable  medical  per- 
sonnel is  necessary  if  the  unprecedented  demands  of 
the  medical  services  are  met  even  reasonably  well. 
Preparation  for  this  should  be  carried  out  without 
delay  and  full  voluntary  cooperation  is  needed  for 
satisfactory  operation  of  this  overall  plan.  It  is  the 
responsibility  of  the  local  community  to  protect  and 
care  for  its  own  people  with  the  cooperation  and 
help  of  the  State  and  Federal  Civil  Defense  Admin- 
istration. ^ 

If  by  some  good  fortune  we  are  not  called  upon  | 
to  render  such  service,  little  will  be  lost;  but  the 
losses,  without  planning  and  the  readiness  to  serve, 
will  be  great,  perhaps  even  more  than  we  have 
estimated,  if  we  are  not  prepared. 

It  is  assumed  that  with  adequate  warning  of  an 
impending  raid,  good  public  discipline  and  coopera- 
tion, the  overall  daytime  casualties  would  be  reduced 
by  approximately  one-half.  The  number  of  lives 
saved  would  be  approximately  in  the  same  propor- 
tion, if  proper  care  of  the  injured  can  be  given 
through  well  planned,  well  organized  medical  | 
services.  ! 
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EDITORIALS 


The  l62nd  Passes  Into  History 

The  1,900  physicians  of  Connecticut  who  did  not 
find  it  possible  to  attend  any  of  the  sessions  of  the 
162nd  annual  meeting  held  in  Hartford  the  last  week 
in  April  missed  a real  treat.  We  feel  quite  certain 
that  the  984  physicians  who  did  attend  will  agree 
that  it  was  one  of  the  finest  sessions  our  State  Society 
has  ever  enjoyed.  We  were  privileged  to  be  hosts  to 
146  guests  and  enjoyed  the  friendly  presence  of  227 
exhibitors. 

The  Program  Committee  and  the  Committee  on 
Arrangements  deserve  great  credit  for  arranging  an 
excellent  program  and  carrying  it  through  with  a 
finesse  which  was  appreciated.  The  general  sessions 
meeting  in  the  auditorium  of  Bulkeley  High  School 
afforded  an  unusual  assortment  of  subjects  presented 
by  outstanding  experts  from  large  medical  centers  in 
the  eastern  section  of  the  United  States  and  Canada. 
There  was  a symposium  on  biliary  tract  disease  and 
another  on  diabetes,  as  well  as  a panel  discussion  on 
dysphagia  and  heartburn.  The  various  specialties 
held  their  section  meetings,  addressed  in  most  in- 
stances by  guest  speakers.  Many  of  the  specialty  and 
auxiliary  societies  also  met  during  the  two  days  of 
the  scientific  program.  The  Woman’s  Auxiliary 
convened  its  annual  session  at  nearby  Trinity  Col- 
lege. 

It  is  Hartford  Hospital’s  centennial  this  year.  One 
of  the  afternoon  programs  of  the  State  Society  meet- 
ing was  given  over  to  a short  historical  presentation 
nf  the  Hospital,  interesting  anecdotes  connected  with 
its  family  life,  and  a clinical  pathological  conference 


put  on  by  members  of  its  staff.  Then  at  the  annual 
dinner  John  C.  Leonard,  director  of  medical  educa- 
tion at  the  hospital,  took  over  after  the  presentation 
of  the  50  year  membership  awards  and  papers  were 
read  on  “The  Last  One  Hundred  Years”  written  by 
Dr.  Wilmar  M.  Allen,  former  director  of  Hartford 
Hospital,  and  on  “Looking  Ahead  One  Hundred 
Years”  by  the  present  director.  Dr.  T.  Stewart 
Hamilton.  Following  these,  Francis  W.  Hatch  of 
the  Board  of  Directors  at  the  Massachusetts  General 
Hospital  entertained  the  assembly  with  bits  of  humor 
and  wisdom,  purporting  to  emphasize  the  import- 
ance of  cooperation  between  the  lay  board  of  direc- 
tors and  the  medical  staff  in  any  community  hos- 
pital. 

With  the  House  of  Delegates  meeting  on  Tuesday 
and  the  scientific  sessions  following  on  Wednesday 
and  Thursday,  altogether  the  week  was  a busy  one 
for  many. 

Hospital  Care  of  Poliomyelitis 

The  medical  profession  has  apparently  reoriented 
itself  in  the  treatment  of  poliomyelitis  and  its  atti- 
tude toward  the  best  methods  of  handling  a disea.se 
for  which  no  “medical  magic”  has  been  developed. 
Sister  Kenny’s  contribution  to  treatment  in  many 
instances  made  the  patient  more  comfortable  v bile 
his  biological  defenses  were  trying  to  reduce  to  a 
minimum  the  final  physical  damage  he  w as  to  inherit 
from  the  infection.  Physicians,  nurses  and  physical 
therapists  trained  in  the  Kenny  method  of  diagnosis 
and  treatment  appeared  in  considerable  numbers 
throughout  the  country.  It  was  not  long  before  there 
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was  talk  of  “pure  Kenny”  and  “modified  Kenny” 
methods.  The  “pure  Kenny”  led  to  some  rather  un- 
usual recommendations  such  as  keeping  children  out 
of  school  for  a whole  year  regardless  of  whether  the 
patient  came  out  of  the  acute  phase  with  no  demon- 
strable paralysis  or  with  considerable  involvement. 
This  certainly  represented  an  extreme.  As  a further 
result  of  the  Kenny  stimulation  there  was  a ground- 
swell  to  set  up  centers  for  the  treatment  of  polio- 
myelitis. Wherever  there  were  isolation  hospitals, 
the  recognized  cases  were  hospitalized  there.  In 
many  instances  patients  in  the  acute  stage  of  the 
disease— the  “viremic  phase”— were  transported  great 
distances  to  be  admitted  to  such  centers  on  the 
premise  that  some  special  treatment  could  be  found 
there  which  was  not  obtainable  in  the  community 
hospital. 

We  are  now  swinging  back  to  a middle  of  the 
road  approach  to  the  acute  case  of  polio;  we  are 
mindful  of  the  fact  that  a patient  in  the  acute  phase 
has  an  active  infective  process  with  the  virus  being 
circulated  throughout  the  body  bathing  the  anterior 
horn  cells,  and  other  nervous  tissues— the  sensitive 
target  tissues  of  the  disease.  It  has  been  frequently 
pointed  out  that  a patient  has  his  best  chance  of 
avoiding  extensive  central  nervous  system  involve- 
ment if  he  is  kept  quiet  during  this  period,  with  as 
little  physical  motion  as  possible.  During  this  stage 
of  the  disease  devoted  nursing  care  comes  as  close 
to  the  necessary  “medical  magic”  as  we  can  expect  in 
our  present  state  of  knowledge. 

Because  of  these  developments  it  is  logical  that  an 
increasing  number  of  physicians  are  not  rushing 
every  patient  during  the  polio  season  to  a polio  cen- 
ter for  a spinal  puncture  if  he  displays  any  of  the 
early  symptoms  of  the  disease.  Many  today  feel  that 
it  is  better  medical  care  to  keep  the  patient  at  home 
and  under  frequent  observation. 

The  development  of  the  “polio  center”  concept 
brought  about  some  other  professional  and  lay  atti- 
tudes. The  layman  thought  of  it  as  a horrid  disease 
because  it  had  to  be  treated  in  such  a special  way— in 
such  a special  facility.  The  doctor  and  nurse  shut  out 
from  acquaintance  with  the  hospital  care  of  such 
patients  developed  a feeling  of  inadequacy  since 
apparently  only  highly  trained  personnel  operating- 
in  “polio  centers”  could  treat  and  care  for  these 
patients.  Then  too,  unnatural  fear  of  the  disease  ap- 
peared. Its  degree  of  communicability  was  distorted 
out  of  all  proportion  to  the  facts.  Married  nurses 


refused  to  care  for  polio  patients  lest  they  carry 
home  the  virus  on  their  persons  or  clothing.  (It  took  , 
years  for  researchers  to  learn  how  to  keep  the  virus  : 
alive  and  grow  it  outside  the  human  body.) 

Much  of  this  is  undergoing  change.  In  1948  the 
American  Medical  Association  Directory  of  Hos-  : 
pitals  indicated  that  21  isolation  hospitals  had  dis- 
appeared from  the  scene  within  the  previous  17  year  ; 
period.  The  1953  directory  indicated  that  34  more 
had  been  closed  during  the  five  years  from  1948  to 
1953.  Today  there  are  only  3 1 such  institutions  listed 
in  the  United  States,  located  in  only  1 5 of  the  states 
of  the  Union— all  east  of  the  Mississippi  River  where  ,, 
the  concept  of  the  “colonial  pest  house”  has  been  ] 
part  of  the  tradition  of  the  people.  ' 

In  Connecticut  there  is  an  increasing  number  of 
general  hospitals  which  feel  that  “polio”  should  be  | 
cared  for  like  any  other  disease  in  the  community.  * 
Grace-New  Haven  Hospital,  Norwalk  Hospital, 
Waterbury  Hospital,  Bridgeport  Hospital,  Stamford 
Hospital,  St.  Mary’s  Hospital,  Waterbury,  Danbury 
Hospital,  Backus  Hospital,  Norwich,  Greenwich 
Hospital,  Sharon  Hospital  have  been  admitting  cases 
of  polio  as  a matter  of  policy  and  not  by  accident. 

As  we  go  to  press  several  general  hospitals  in  : 
Hartford  County  are  also  contemplating  opening  :i 
their  doors  to  patients  with  poliomyelitis  and  other  : 
communicable  diseases. 

Changing  Techniques  in  Preventive  jj 
Medicine  I 

I j 

The  techniques  employed  in  preventive  medicine  [i 
may  be  either  communal  or  individual  and  strangely  ' 
enough,  the  latter  are  the  older.  There  is  no  doubt  h 
that  the  Chinese  were  acquainted  with  inoculation  ;■ 
as  a restraining  factor  in  the  spread  of  epidemics  of  |, 
smallpox  hundreds  of  years  ago  though  Garrison  :i 
thought  that  they  probably  got  this  knowledge  j 
from  the  East  Indians.  Inoculation  was  quit;  exten- 
sively used  even  in  this  country  before  Jenner  put 
farmer  Jesty’s  preventive  cowpox  inoculation  on  the 
map,  a great  improvement  on  inoculation  which 
sometimes  resulted  in  fatal  attacks  of  smallpox. 

It  is  difficult  for  citizens  of  civilized  countries,  ! 
especially  city  dwellers,  to  imagine  the  unhygienic  ; 
conditions  which  prevailed,  even  in  some  very  large 
cities,  two  or  three  centuries  ago.  In  London,  for 
example,  before  the  epidemic  of  plague  in  1665  and 
the  succeeding  great  fire  in  1666,  the  streets  were 


K I)  1 1 O K 1 A L S 


509 


narrow,  houses  had  overhanging  second  stories 
which  shut  out  much  sunlight,  there  was  no  domes- 
tic running  water,  and  the  sewage  ran  freelv"  in  the 
open  gutters  along  the  curbs.  No  \\  onder  this  era  was 
described  as  the  “age  of  smells”  as  contrasted  with 
the  existing  “age  of  noise.”  When  London  was  re- 
built after  the  great  fire,  overhang  of  the  second 
stories  of  houses  was  banned,  sewers  were  construct- 
ed, and  running  \\  ater  ^vas  installed  in  many  houses. 
Ho^\’ever,  long  after  this  not  all  large  cities  had  an 
impeccable  ^\’ater  supply.  In  Albany,  New  \ork,  for 
example,  as  late  as  1897  the  drinking  water  ^\'as 
taken  unfiltered  from  the  Hudson  River  only  5 miles 
below  Troy.  As  one  Rabelaisian  critic  remarked: 
“The  Inhabitants  of  Albany  can  alw  ays  tell  when  the 
asparagus  season  begins  in  Troy.”  However,  the 
great  accomplishments  of  communal  hygiene,  still 
by  no  means  universally  prevalent,  were  pure  water 
and  food,  adequate  disposal  of  sewage,  and  sanitary 
housing  conditions. 

With  the  advent  of  Bacteriology  and  Immunology 
at  the  end  of  the  nineteenth  and  the  beginning  of  the 
twentieth  century  new  preventive  factors  came  into 
operation.  The  restriction  of  some  parasitic  diseases 
was  solved  by  attacking  their  insect  vectors  or  by 
producing  artificial  immunity  by  the  inoculation  of 
vaccines  or  sera.  While  there  are  still  some  common 
infections,  notably  those  of  viral  origin,  the  preven- 
tion of  which  is  unsolved  or  only  partly  solved,  there 
are  others  such  as  typhoid  fever,  smallpox,  diphtheria 
and  tetanus,  w hich  a modern  medical  student  rarely 
sees.  Aseptic  techniques  too  have  practically  wiped 
out  the  former  septic  horrors  of  surgery  and  ob- 
stetrics. 

Perhaps  the  most  disappointing  of  proposed  indi- 
vidual preventive  measures  has  been  the  periodic 
examination  of  supposedly  healthy  adults.  In  baby- 
hood and  early  childhood  special  clinics  have  been 
created  to  care  for  the  oflFspring  of  the  indigent  and 
alert  pediatricians  have  adopted  the  successful  pre- 
ventive techniques  and  often  apply  them  for  a fixed 
annual  fee  to  the  children  of  parents  able  to  pay. 
In  adults  the  situation  is  different,  for  it  seems  diffi- 
cult to  persuade  many  of  them  to  submit  to  periodic 
check-ups  wdien  they  feel  w'ell.  Even  some  doctors 
seem  to  regard  such  examinations  as  uninteresting, 
though  organizations  exist  wdiich  do  such  w'ork  for 
an  annual  fee  and  some  life  insurance  companies 
furnish  such  surveys  to  their  policy  holders  gratis. 

In  recent  years  possible  solutions,  or  at  least  partial 


ones,  to  this  problem  have  appeared,  namely,  special 
clinics  such  as  those  for  industrial  workers,  and  for 
tuberculosis,  circulatory  disease  and  cancer  have  been 
set  up  and  screening  processes  of  groups  of  people 
for  specific  diseases  have  been  used.  For  some  reason 
the  specific  seems  to  appeal  to  the  popular  imagina- 
tion where  the  general  fails  to  appeal.  The  free 
screening  of  thousands  of  people  for  pulmonary 
tuberculosis  in  Los  Angeles  County  and  other  places 
has  given  highly  informative  and  valuable  results, 
and  the  more  recent  screening  of  volunteers  for 
diabetes  mellitus  conducted  at  the  Illinois  State  Fair 
showed  263  positive  out  of  1/^73  examinations.*  Ob- 
viously this  method  can  be  applied  to  other  diseases 
and  should  be,  notably  because  many  chronic  diseases 
are  symptomatically  silent.  Even  these  methods  are 
not  100  per  cent  perfect,  not  merely  because  human 
judgment  may  err  but  also  because  some  latent 
diseases  cannot  be  detected  by  physical  examination 
even  with  the  help  of  technical  tests.  None  the  less  it 
cannot  be  denied  that  great  progress  has  been  made 
in  the  past  half  century  and  that  more  can  be  hoped 
for  in  the  future. 

G.  B. 


*Gowcn,  Illinois  State  Medical  Journal,  Nov.  1953. 

Future  Liability  for  Military  Service 

The  Connecticut  State  Advisory  Committee  to 
Selective  Service,  wTich  is  operated  by  the  Society, 
has  been  informed  that  the  requirements  of  the 
military  services  for  physicians  between  July  i, 
1954  and  June  30,  1955  are  such  that  all  w'ho  have 
obligations  for  military  service  in  Priority  I and 
Priority  II  and  that  portion  of  Priority  III  born  after 
August  30,  1922,  wfill,  in  all  probability,  be  called  to 
duty. 

Due  to  new^  processing  regulations  it  will  take 
much  longer  to  issue  commissions  after  applications 
are  filed  than  in  recent  months.  Therefore,  every 
effort  should  be  made  to  have  those  physicians  who 
wfill  finish  internships  and  residencies  by  July  i 
apply  at  once  for  commissions  so  there  will  not  be  a 
protracted  period  of  waiting  between  the  end  of  the 
hospital  year  and  the  call  to  active  duty.  The  only 
exceptions  to  the  above  are  those  cases  of  individual 
physicians  who  occupy  positions  that  have  been 
declared  essential  in  medical  practice  in  remote  com- 
munities or  those  physicians  who  hold  essential 
positions  on  medical  faculties. 
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Family  Incomes  in  Connecticut 

People  in  Connecticut,  on  the  average,  have  more 
money  to  spend  or  save  than  in  any  other  part  of 
the  United  States.  In  the  survey  of  family  incomes 
in  the  United  States  made  annually  by  Sales  Man- 
agement  magazine,  it  is  shown  that  in  1953 
average  American  family  had  $5,173  to  spend  after 
paying  income  taxes.  In  some  states  the  family  in- 
come w as  far  above  the  national  figure.  Connecticut 
led  the  nation  wdth  an  average  spendable  family 
income  of  $6,730.  Mississippi  was  lowest  with  $3,154. 
The  District  of  Columbia  was  second  after  Con- 
necticut, $6,544,  New  Jersey,  $6,065,  Wyoming, 
$5,878  and  Illinois,  $5,862. 

The  survey  also  gave  figures  for  233  metropolitan 
retail  areas  w ithin  the  states  and  again  Connecticut 
communities  led.  The  Bridgeport-Stamford-Nor- 
w'alk  area  had  the  highest  family  income  average  for 
the  country,  next  came  Washington,  D.  C.,  then  the 
Hartford-New  Britain  area.  Although  medical  care 
is  not  exactly  a commodity  to  be  purchased  like  food 
or  clothing,  it  is  purchasable  and  costs  a price.  These 
figures  of  high  family  income  have  a profound  effect 
upon  medical  practice  in  this  State. 

Expenditures  for  Health  in  Connecticut 

Wide  variations  in  the  1952  per  capita  expenditures 
for  public  health  from  tax  funds  in  the  towns  and 
cities  of  Connecticut  have  come  to  light  from  figures 
released  by  the  State  Department  of  Health.  The  all 
time  low  for  any  town  in  the  State  during  1952  was 
$0.04  per  capita  spent  by  Hartland  while  the  all 
time  high  for  the  same  year  was  $2.87  expended 
by  Greenwich. 

One  might  postulate  that  Hartland  is  a small  town, 
possibly  very  healthy,  but  in  that  same  population 
group  of  1,000  or  less  we  find  that  the  little  town  of 
Union  expended  $2.11  per  capita  in  the  interest  of 
public  health.  Other  towns  which  apparently  found 
little  use  for  such  expenditures  were  Burlington  and 
Chester  each  with  $0.07  per  capita  expended.  The 
variation  in  tax  funds  expended  for  public  health 
protection  is  in  direct  proportion  to  the  actual 
amount  of  services  provided  in  the  communities. 

A look  at  the  large  cities  of  Connecticut  shows 
less  variation.  The  range  w^as  from  a low  of  $1.10  in 
Waterbury  to  $2.16  in  Hartford,  the  other  five  cities 
being  spread  w^ell  over  the  intervening  range. 

It  is  a bit  difiicult  to  explain  how  any  towm  can  do 
justice  to  its  inhabitants  healthwise  on  an  expendi- 


ture of  a few  cents  per  capita.  It  may  be  that  private  ' 
enterprise,  that  valuable  Yankee  characteristic,  makes 
it  unnecessary  to  dip  into  tax  funds  to  supply  public 
health  needs.  Or  might  it  not  be  true  that  Green- 
w'ich  w'ith  its  $2.87,  Westbrook  wdth  $2.80,  Orange 
w'ith  $2.57,  Old  Saybrook  wdth  $2.52,  Hartford  wdth 
$2.16,  North  Branford  wdth  $2.02  and  Weston  with 
$2  per  capita  expended  are  really  doing  a much 
better  job?  Where  there  are  such  wide  variations  we 
suspect  there  must  be  a better  product  to  justify  the 
the  expense. 

Mortality  Figures 

At  the  recent  meeting  of  the  Society  of  Actuaries 
some  interesting  figures  relating  to  mortality  statistics  | 
w^ere  presented.  The  Prudential  Insurance  Company,  ; 
after  studying  88,000  claims,  found  that  women  life 
insurance  policyholders  experience  a mortality  one-  j 
third  less  than  that  for  men.  For  the  age  group  10  I 
to  25  the  female  mortality  w^as  50  per  cent  less  than  | 
for  men,  betw^een  30  and  34  years  it  was  17  per  cent 
less,  and  from  60  to  64  it  was  about  42  per  cent  less. 

It  was  also  found  by  this  study  that  wmmen  keep 
their  policies  in  force  at  a much  higher  rate  than 
men. 

This  same  Society  of  Actuaries  made  a Medical 
Impairment  Study  and  came  up  with  the  discovery 
that  the  mortality  among  persons  wdth  physical 
impairments  has  decreased  in  the  aggregate  in  about 
the  same  proportion  as  that  among  standard  risks 
during  the  past  15  years.  Even  though  substandard  j 
insurance  is  on  the  increase  there  may  be  an  increase  ! 
in  the  number  of  risks  previously  declined  and  now'  j 
accepted  at  a lower  extra  premium  rate  due  to  the  ; 
spectacular  advances  in  medicine  and  public  health. 

It  was  reported  that  in  the  current  study,  favorable 
mortality  was  shown  by  persons  who  had  had  pul- 
monary tuberculosis,  by  women  wTo  had  reported 
female  diseases  and  conditions,  and  by  persons  who  : 
had  suffered  nervous  breakdown  or  who  were  psy-  ! 
choneurotic.  A history  of  migraine  headaches  or  of 
cerebral  concussion  without  residual  damage  did  not 
indicate  that  higher  than  average  mortality  might 
be  expected. 

One  of  the  important  findings  of  the  study  was  i 
that  persons  wdio  had  reported  two  or  more  deaths  j 
under  age  60  in  their  immediate  families  from  heart  I' 
or  vascular  conditions  show'ed  a death  rate  consider-  [ii 
ably  above  average.  Policyholders  who  had  been  ■ 
operated  on  for  gastric  or  duodenal  ulcers  showed  : 
higher  mortality  than  similar  cases  in  the  last  study  |l' 
made.  ! 
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PRECIPITATE  LABOR 

Emil  D.  Karlovsky,  m.d.,  ii/7/d  Herbert  Thoms,  m.d.,  New  Haven 


'^HE  records  show  that  approximately  12  to  13 
mothers  out  of  every  100  delivered  at  the  Grace- 
New  Haven  Community  Hospital,  University  Serv- 
ice from  1949  until  July  1951  had  labors  of  three 
hours  or  less.  Because  of  this  incidence  it  becomes 
important  to  consider  the  possible  causes,  dangers, 
disadvantages  or  advantages  of  short  and  precipitate 
labor. 

The  definition  of  a precipitate  labor  is  usually 
given  as  a labor  Ydiich  lasts  from  its  onset  until  com- 
pletion in  three  hours  or  less.  It  is  important  to 
distinguish  between  true  and  apparent  precipitate 
labor.  A true  precipitate  labor  conforms  to  the 
above  definition.  An  apparent  precipitate  labor  on 
the  other  hand  may  appear  to  be  three  hours  or  less 
in  duration, Y’hile  actually  it  is  longer.  This  happens 
whenever  the  early  labor  contractions,  because  of 
their  mildness  and/or  painlessness  are  overlooked; 
the  time  of  onset  of  labor  being  somewhat  ob- 
scured. It  is  important  to  dilferentiate  precipitate 
labor  from  precipitate  delivery.  A precipitate  de- 
livery is  a rapid  and  usually  unexpected  culmination 
of  labor  of  any  length,  the  delivery  being  not 
anticipated  is  on  this  account  often  unattended. 

This  paper  is  a survey  of  270  mothers  whose 
labors  were  three  hours  or  less  in  duration.  Two 
hundred  were  multigravidas  and  70  were  primi- 
gravidas. 

The  incidence  of  precipitate  labor  is  variably 
reported  from  five  to  nine  per  cent.  We  found  the 
incidence  to  be  12.9  per  cent  in  1,000  unselected 
deliveries.  Also  we  found  that  a precipitate  labor  is 
eight  times  more  frequent  in  the  multigravida  than 
in  the  primigravida.  One  can  only  speculate  as  to 
some  of  the  factors  wdiich  may  have  influence  in 
precipitate  labor.  It  is  conceivable  that  mothers  pre- 
pared for  childbirth  in  a training  program  are  more 
likely  to  have  a precipitate  and  in  general  a shorter 


labor.  A prepared  patient  usually  builds  up  certain 
emotional  defences,  has  less  tension  and  is  able  to 
tolerate  pain  to  a better  extent.  Also,  a prepared 
patient  usually  requires  less  anesthesia  or  analgesia, 
either  of  wdiich  can  be  responsible  for  prolongation 
of  labor,  particularly  if  used  prematurely  or  in 
excessive  amounts. 

The  causes  for  a precipitate  labor  are  obviously 
numerous.  In  multigravidas  diminished  resistance  of 
the  cervix  and  soft  parts  accounts  in  many  instances 
for  precipitate  labor.  This  is  occasionally  seen  in  the 
primigravida,  the  first  stage  proceeding  rapidly  and 
only  the  soft  tissues  of  the  pelvis  exerting  a delaying 
resistance  in  the  second  stage.  In  many  instances 
artificial  rupture  of  membranes  or  prematurely  rup- 
tured membranes  in  individuals  with  diminished 
cervical  resistance  seem  to  have  a tendency  to  short- 
en labor  both  in  primigravidas  and  multigravidas. 

The  size  of  the  pelvis  and  the  size  of  the  infant  may 
eft'ect  the  duration  of  labor.  The  contracted  pelvis 
has  long  been  associated  with  prolonged  labor.  In 
this  series  the  incidence  of  a borderline  contraction 
of  the  pelvis  in  primigravidas  who  had  precipitate 
labor  was  less  frequent  than  for  the  other  primi- 
gravidas. However,  this  was  not  true  of  the  multi- 
gravidas as  the  incidence  of  such  pelves  w^as  the  same. 

Eight  per  cent  of  multigravidas  in  these  i,ooo  de- 
liveries had  an  infant  of  4,000  Gm.  or  over,  how^- 
ever,  only  2.5  per  cent  of  multigravidas  with  pre- 
cipitate labor  had  infants  in  this  group.  The  same 
ratio  w^as  found  true  for  the  primigravidas.  Three 
per  cent  of  all  primigravidas  were  found  to  have  an 
infant  of  4,000  Gm.  or  over,  but  only  i.i  per  cent 
of  the  precipitate  labor  group  had  an  infant  of  that 
size.  The  incidence  of  small  infants,  2,500  Gm.  or 
less,  born  to  multigravidas  was  found  not  to  have 
any  specific  relation  to  the  length  of  labor.  How- 
ever, 1 2 per  cent  of  primigravidas  with  a precipitate 
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labor  had  infants  of  2,500  Gm.  or  less  as  compared 
to  an  eight  per  cent  incidence  of  such  infants  in  all 
other  primiijravidas.  This  would  indicate  that  in  the 
primigravida  the  size  of  infant  does  have  some  asso- 
ciation with  precipitate  labor. 

In  this  group  of  precipitate  labors  approximately 
20  per  cent  seemed  to  he  the  result  of  abnormally 
strong  and  frequent  contractions.  In  such  labors 
dangers  to  both  the  mother  and  child  are  inherent. 
Tumultuous  uterine  contractions  with  but  short 
intervals  of  relaxation  can  impair  oxygenation  of 
the  infant.  To  this  may  be  added  the  descent  of  the 
infant  through  the  pelvis  with  the  danger  of  cerebral 
injury.  Analgesics  even  in  average  doses  not  only 
may  not  improve  such  a situation,  but  on  the  con- 
trary may  be  deleterious  in  their  depressant  action  if 
the  birth  takes  place  within  an  hour  after  adminis- 
tration. Larger  doses  of  analgesics  or  of  inhalation 
anesthesia  may  slow  down  too  rapid  progress,  but 
even  here  caution  is  necessary.  Unless  one  has  had 
a wide  clinical  experience  it  would  seem  wise  to 
withhold  such  medication  and  institute  the  continu- 
ous inhalation  of  oxygen. 

In  well  selected  cases,  chiefly  in  multigravidas, 
medical  induction  of  labor  and  artificial  rupture  of 
membranes  will  result  in  precipitate  labor  in  some 
15  to  20  per  cent  of  instances.  An  interesting  finding 
was  that  twice  as  many  primigravidas  in  the  pre- 
cipitate group  when  compared  to  those  with  longer 
labors  had  some  grade  of  pregnancy  toxemia.  This 
was  not  true  in  the  multiparous  group. 

In  considering  the  incidence  of  laceration  we 
found  there  were  less  first  and  second  degree  lacera- 
tions and/or  extension  of  episiotomy  than  in  those 
with  longer  labors.  In  this  group  there  were  no  third 
degree  lacerations  or  other  extensive  soft  part 
trauma.  None  of  the  70  primigravidas  had  a post- 
partum hemorrhage.  The  incidence  in  the  200 
multigravidas  was  essentially  the  same  as  in  the  larger 
group. 

There  w as  no  puerperal  morbidity  in  the  group 
of  primigravidas  and  in  the  multigravidas  no  signifi- 
cant diflference  between  them  and  the  larger  group. 

Four  of  the  multigravidas  had  forceps  delivery. 
In  tw^o  the  indication  was  fetal  distress.  Eight  primi- 
gravidas had  forceps  deliveries  and  in  six  the  indica- 
tion was  fetal  distress.  In  ten  other  instances  fetal 
distress  was  noted  at  some  time  during  the  labor.  All 
of  these  infants  w^ere  delivered  in  good  condition 
with  no  apparent  sequelae.  We  are  under  the  im- 


pression that  symptoms  of  fetal  distress  may  be  of  | i 
higher  incidence  in  mothers  w ith  precipitate  labor,  j 

In  this  series  there  wxre  three  fetal  deaths,  none  : 
of  which  can  be  directly  attributed  to  the  shortness  : 
of  labor.  One  w'as  a 1,500  Gm.  premature  infant  ^ 
that  died  12  hours  after  a breech  extraction  per-  j 
formed  under  pudendal  block  anesthesia.  This  was  j' 
the  third  similar  episode  for  this  unfortunate  mother  ji 
who  previously  lost  all  three  infants  neonatally  after  ;; 
a premature  labor.  The  second  w'as  a 2,428  Gm.  j 
infant  that  had  severe  erythroblastosis.  The  third  w'as  ji 
a 1,500  Gm.  infant  that  died  five  minutes  after  a ji 
spontaneous  delivery.  The  mother  was  an  unregis-  | 
tered  w'oman  with  positive  serology.  Autopsy  w'as  j. 
denied.  There  w^as  one  more  death  not  included. 
This  occurred  five  weeks  after  delivery.  The  infant 
weighed  1,945  Gm.  at  birth.  The  cause  of  death 
remains  undetermined.  There  wxre  no  cases  of  sus- 
pected cerebral  trauma.  There  were  no  unattended 
deliveries. 

In  this  series  of  270  deliveries  the  use  of  analgesia 
and/or  anesthesia  was  less  than  in  the  group  with 
longer  labors.  Tw^enty  per  cent  of  multigravidas  had 
no  anesthesia,  but  had  analgesia.  Tw^enty  per  cent  ' 
had  no  analgesia,  but  had  anesthesia.  Twenty-five  per  ; 
cent  had  neither  analgesia  or  anesthesia  and  the  j 
remaining  35  per  cent  had  both.  Twdce  as  many  | 
multigravid  mothers  delivered  without  analgesia  or 
anesthesia  than  those  with  longer  labors. 

Twenty-tw^o  per  cent  of  primigravidas  had  no 
anesthesia  and  had  analgesia,  and  eight  per  cent  had 
anesthesia  and  no  analgesia.  Thirty-four  per  cent  of  ! 
primigravidas  delivered  without  either  analgesia  or  | 
anesthesia.  In  the  entire  group  36  per  cent  had  both  ; 
analgesia  and  anesthesia. 

DISCUSSION 

The  contributory  factors  leading  to  a precipitate 
labor  are:  Large  pelvis,  small  infant,  strong  and  fre-  I 
quent  uterine  contractions,  absence  of  pain  and  ten-  { 
sion,  diminished  resistance  of  the  cervix  and  soft  , 
parts,  and  ruptured  membranes.  Any  combination  of  i 
three  of  these  factors  will  increase  the  likelihood  of  i 
a short  or  a precipitate  labor.  Certain  of  these  factors 
may  be  considered  as  static:  the  size  of  the  pelvis  ! 
and  the  infant,  the  lessened  resistance  of  the  cervix  ' 
and  soft  parts.  Uterine  contractions,  pain  and  tension,  j 
however,  are  subject  to  control  and  membranes  can  I 
be  ruptured  in  selected  cases.  | 

In  this  series  it  appears  that  as  far  as  the  mother  is  i 
concerned  a precipitate  labor  has  no  disadvantages,  t 
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save  for  the  occasional  uncomfortable  or  painful 
labor.  For  the  majority  of  mothers  this  type  of  labor 
seems  to  be  ideal.  However,  the  precipitate  labor  in 
about  20  per  cent  is  the  result  of  severe  and  frequent 
uterine  contractions  and  impairment  of  fetal  circula- 
tion is  an  ever  present  danger.  A particularly  poor 
combination  is  a precipitate  labor  due  to  overactiv- 
itv  of  the  uterus  and  the  presence  of  a premature 
infant.  If  a precipitate  labor  is  culminated  by  a pre- 
cipitate delivery  there  is  an  increased  incidence  of 
perineal  and  vaginal  lacerations.  If  delivery  is  unat- 
tended there  would  be  theoretically  an  increase  in 
puerperal  infection.  Cerebral  trauma  may  result  from 
a too  rapid  descent  of  the  infant  through  the  pelvis. 
In  an  unattended  delivery  the  infant  may  be  deprived 
of  proper  care. 

We  believe  that  mothers  should  be  seen  early  in 
labor.  This  is  particularly  true  in  mothers  \vho  have 
had  the  training  for  childbirth  experience  and  who 
may  discount  early  uterine  contractions  and  pay  no 
attention  to  them.  With  us  mothers  can  be  admitted 
to  the  hospital  for  a four  hour  period  during  which 
they  are  observed.  If  she  is  not  in  labor  the  patient 
may  return  to  her  home  and  the  hospital  makes  no 
charge  for  this  admission.  Once  a patient  is  admitted 
in  labor  it  is  the  admitting  physician’s  responsibility 
to  stay  with  the  mother  for  20  to  30  minutes  timing 
the  contractions  and  checking  the  fetal  heart.  If  there 
is  any  reason  to  suspect  that  the  labor  will  progress 
rapidly,  constant  attendance  by  a physician  or  nurse 
is  imperative.  Only  in  this  way  can  early  evidence 
of  fetal  distress  be  detected.  The  selection  and  cor- 
rect timing  of  analgesia  and  anesthesia  will  improve 
the  safety  of  both  mother  and  child.  Continuous 
inhalation  of  oxygen  can  be  started  whenever  the 
need  arises.  Precipitate  labor  in  the  majority  of 
cases,  if  well  supervised  and  intelligently  conducted, 
is  an  ideal  labor  for  the  mother  and  without  increased 
danger  for  the  infant. 


Effect  of  Atomic  Radiation  on  Pregnancy 

Radiation  from  the  atomic  bomb  explosion  over 
Nagasaki,  Japan,  in  1945  had  considerable  effect  on 
the  outcome  of  pregnancies  of  women  in  the  city 
who  were  pregnant  at  the  time. 

Among  30  pregnant  women  with  major  signs  of 
radiation  injury,  there  were  three  miscarriages,  four 
stillbirths,  three  babies  who  died  within  the  first 
month  of  life,  three  infants  who  died  w ithin  the  first 
year  of  life,  and  one  w’ho  died  at  two  and  one-half 


years.  Four  of  the  surviving  16  children  were  men- 
tally retarded. 

Drs.  James  N.  Yamazaki,  Stanley  W.  Wright  and 
Phyllis  M.  Wright,  Los  Angeles,  found  this  evidence 
in  a study  of  pregnant  women  exposed  to  the  atomic 
blast  at  Nagasaki  and  their  offspring.  Their  report 
appears  in  the  American  Journal  of  Diseases  of  Chil- 
dren, published  by  the  American  iVIedical  Associa- 
tion. 

The  pregnant  women  studied  were  divided  into 
two  groups— 98  who  were  within  the  radiation  area, 
30  of  whom  showed  what  the  physicians  termed 
major  radiation  injury  signs,  and  a control  group  of 
1 1 3 pregnant  women  who  were  outside  the  radiation 
area  of  the  city  at  the  time  of  the  bombing. 

The  over-all  morbidity  and  mortality  of  the  out- 
come of  pregnancy  among  the  30  women  who  suf- 
fered major  radiation  injury  signs  was  approximately 
60  per  cent,  as  compared  to  10  per  cent  among  the 
68  other  pregnant  women  within  the  radiation  area, 
and  about  six  per  cent  among  the  1 1 3 women  outside 
the  radiation  area,  the  doctors  stated. 

In  the  group  of  68  women  who  were  within  the 
radiation  area  but  sustained  no  major  signs  of  radia- 
tion injury,  there  was  one  miscarriage,  two  still- 
births, three  babies  who  died  within  the  first  month 
of  life,  and  one  case  of  mental  retardation. 

In  the  control  group  of  1 13  pregnant  women  out- 
side the  radiation  area,  there  were  two  miscarriages, 
one  stillbirth,  one  baby  who  died  within  the  first 
month  of  life,  and  three  infants  who  died  within  the 
first  year  of  life. 

In  addition,  the  study  disclosed  that  children  born 
to  mothers  with  major  signs  of  radiation  injury  were 
retarded  in  growth  and  development,  the  doctors 
stated.  These  children  were  significantly  smaller  in 
heio'ht  and  head  circumference  than  those  children 

O 

born  to  mothers  in  the  control  group. 

“It  is  difficult  to  evaluate  the  effect  of  radiation 
on  this  mortality  and  morbidity,  since  other  factors, 
such  as  trauma,  burns,  infections,  etc.,  may  have  a 
deleterious  effect  on  the  fetus,”  the  doctors  stated. 
“The  evidence  strongly  suggests,  however,  that 
radiation,  either  directly  to  the  fetus  or  indirectly  as 
a result  of  its  effect  on  the  maternal  tissues,  \\  as  of 
considerable  importance  in  determining  the  outcome 
of  these  pregnancies.” 

The  physicians  are  associated  with  the  Labora- 
tories of  the  Atomic  Bomb  Casualty  Commission, 
Hiroshima,  Japan,  and  the  Department  of  Pediatrics, 
University  of  California  Medical  Center. 
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DOCTORS  AND  SOCIAL  SECURITY 

Doctors  of  great  wealth,  and  those  who  have  no  interest  in  establishing  funds  for  their  own  retirement 
or  (in  case  of  their  death)  for  the  support  of  wives  and  dependent  children,  need  waste  no  time  on  this 
article.  It  is  directed  to  those  of  modest  or  moderate  rneans  who  do  have  an  interest  in  the  above  objectives. 

In  last  month’s  issue  of  this  Journal  there  appeared  an  admirable  article  by  Attorney  David  M.  Rich- 
man,  entitled:  "Social  Security:  Present  Attempts  to  Include  the  Self-Employed  Professionals.’’  This  was 
but  part  of  a lucid  and  convincing  discussion  of  the  subject  by  Mr.  Richman  a month  earlier  before  a joint 
meeting  of  several  committees  of  the  State  Bar  Association,  the  State  Dental  Association,  and  our  Society. 
It  was  because  of  the  enthusiasm  of  the  physicians  in  that  audience  that  he  was  asked  to  permit  publication 
of  part  of  his  talk  in  the  Journal.  And  it  is  through  his  kindness  and  deep  interest  that  I am  now  privi- 
leged to  present  more  of  the  facts  relating  to  this  issue,  which  is  of  far  greater  importance  to  physicians 
than  most  of  them  realize.  It  is  my  hope  that  all  who  have  not  read  Mr.  Richman’s  article  will  do  so  before 
proceeding  with  this  supplement,  which  consists  largely  of  material  that  he  graciously  supplied. 

The  inclusion  of  self-employed  professionals  in  the  Social  Security  system  would  cost  500,000  doctors, 
dentists,  lawyers,  accountants,  engineers  and  other  professional  groups  in  the  United  States  63  million 
dollars  a year  at  the  nresent  rate  of  3 per  cent  on  the  first  $4,200  of  income,  if  the  Reed  Bill  (HR7199)  is 
enacted.  This  huge  tax  payment  would  be  increased  steadily  over  the  next  fifteen  years  to  nearly  100  mil- 
lion dollars  annually,  because  the  rates  rise  each  five  years  until  they  reach  5J4  cent  in  1970.  In  Con- 
necticut, it  would  mean  $1,134,000  in  Social  Security  tax  payments  each  year  for  self-employed  profes- 
sionals. Every  such  person  would  pay  $126  per  year  at  the  present  rates,  with  increases  scheduled  annually 
for  the  next  I6  years,  up  to  $220.50  per  year,  providing  the  $4,200  base  is  maintained.  It  is  evident  that 
this  will  not  remain  constant,  since  it  has  already  been  increased  from  $3,000  to  $3,600,  and  the  Reed  Bill 
provides  for  a further  increase  to  $4,200.  It  is  quite  likely  that  the  base  will  be  raised  during  the  next  I6 
years  to  $6,000  or  more.  Even  if  the  base  remains  at  $4,200  and  the  tax  rate  is  not  increased  beyond  the 
51/4  pci"  cent  now  scheduled  for  1970  and  thereafter,  a physician  entering  this  system  at  the  age  of  30  years 
and  continuing  until  his  retirement  at  age  65  would  have  paid  a total  of  more  than  $6,800. 

What  does  he  receive  in  return  for  this  investment.^  Upon  attaining  the  age  of  65  years  he  would 
receive  an  average  of  $52  to  $62  per  month,  provided  he  was  then  earning  not  more  than  $1,000  per  year. 
At  the  present  time  50  million  people  are  contributing  to  the  Social  Security  Fund,  and  more  than  5 million 
have  reached  the  age  of  65.  But  only  2 million  of  these  can  live  on  their  Social  Security  monthly  checks 
which,  in  December  1953,  averaged  $52!  The  other  3 million  wage  earners  who  have  been  contributing  to 
the  Social  Security  Fund  for  many  years  have  been  forced  to  re-enter  the  labor  market  in  order  to  live 
decently.  They  must  wait  until  they  are  75  years  of  age  in  order  to  enjoy  the  so-called  "benefits’’  of  their 
Social  Security  payments. 

The  proponents  of  the  Social  Security  Act  never  contemplated  that  the  self-employed  professionals 
should  be  included  in  the  system ; it  was  designed  to  cover  only  those  whose  income  is  in  the  form  of  wages 
or  salaries  from  employers.  The  original  Act  and  all  later  amendments  have  specifically  excluded  self- 
employed  professionals.  Many  such  professional  workers  are  at  the  height  of  their  earning  power  at  the  age 
of  65,  and  are  not  willing  to  abandon  a fascinating  and  rewarding  activity  in  order  to  qualify  for  the 
pitifully  meager  Social  Security  payments.  The  average  retirement  age  for  doctors  is  said  to  be  74  years. 

A far  more  equitable  plan  is  now  pending  in  Congress,  the  Jenkins-Keogh  bill.  If  enacted  into  law  it 
will  enable  the  self-employed  professional  to  deduct  each  year  a limited  amount  of  "earned  income’’  and 
apply  this  toward  a "Restricted  Retirement  Fund"  or  toward  the  purchase  of  a "Restricted  Retirement 
Annuity  Contract.”  He  will  be  able  to  deduct  annually  up  to  $7,500  or  10  per  cent  of  earned  income, 
whichever  is  less,  but  not  more  than  a total  of  $150,000  during  his  lifetime.  As  stated  before  a Congres- 
sional committee,  this  bill  "would  give  the  11  million  self-employed  people  who  want  to  save  for  their  old 
age  an  opportunity  to  do  so  under  conditions  approximately  equal  to  those  provided  by  corporate  pension 
plans  approved  by  the  Bureau  of  Internal  Revenue." 

The  American  Medical  Association,  the  American  Dental  Association,  and  the  Connecticut  State  Bar 
Association  are  strongly  opposed  to  the  compulsory  inclusion  of  their  members  in  the  Social  Security 
system,  as  provided  by  the  Reed  bill,  and  are  in  favor  of  enactment  of  the  Jenkins-Keogh  bill.  It  is  my  per- 
sonal belief  that  every  physician  who  knows  the  facts  will  cordially  endorse  that  official  stand.  If  so,  it  is 
not  too  late  to  make  your  views  known  to  your  Congressmen  and  Senators. 

To  Mr.  Richman,  my  co-author  and  silent  partner,  I extend  heartfelt  thanks  for  his  careful  studies 
and  generous  helpfulness.  H M M ‘ M D 

Since  this  President’s  Page  was  written,  there  have  been  rapid  developments  in  Congress.  As  this  issue  goes  to 
press,  the  House  Ways  and  Means  Committee  has  voted  to  exclude  physicians  from  the  Social  Security  plan. 
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ANNUAL  MEETING  OF  THE  COUNCIL 

The  1954  Anniuil  Meeting  of  the  Council  was  called  to  order  by  the  Chairman,  Dr.  Danaher,  at  4:30 
p.  M.  on  I'hursday,  May  13,  at  the  offices  of  the  Society  in  New  Haven.  There  were  present  in  addition  to 
Dr.  Danaher,  Drs.  Marvin,  Stringfield,  Couch,  Barker,  Murdock,  Gibson,  Feeney,  Gallivan,  Tracy,  Russell, 
Labensky,  Ottenheimer,  Gens,  Clarke,  Walker,  Dwyer,  Gilman.  Absent:  Drs.  Weld,  Gildersleeve,  Fincke, 
Ursone,  Flaherty,  Buckley,  Archambault. 

The  Chairman  introduced  new  members  of  the  Council  and  changes.  Dr.  Marvin  succeeds  13r.  Gil- 
dersleeve as  President.  Dr.  Oliver  L.  Stringfield  becomes  President-Elect.  Dr.  Gildersleeve  succeeds  Dr. 
Whalen  as  Councilor-at-Large.  Dr.  Ursone  succeeds  Dr.  Walker  as  Councilor  from  Litchfield  County. 
Dr.  Walter  I.  Russell  succeeds  Dr.  Gettings  as  Councilor  from  New  Haven  County.  Dr.  Harold  M.  Clarke 
succeeds  Dr.  Ogden  as  Alternate  Councilor  from  Hartford  County.  Dr.  Walker  succeeds  Dr.  Ursone  as 
i\lternate  Councilor  from  Litchfield  County.  Dr.  Christopher  E.  Dwyer  succeeds  13r.  Otis  as  Alternate 
Councilor  from  New  Haven  County. 


DR.  DANAHER  REELECTED 

The  president  assumed  the  chair  to  recieve  nom- 
inations for  Chairman  of  the  Council  for  the  year 
1954-1955.  Dr.  Danaher  was  nominated  and  reelected 
unanimously. 

EAIREIELD  COUNTY  1955 

An  invitation  from  the  Fairfield  County  Medical 
x\ssociation  was  presented  for  the  Society  to  hold  its 
1955  Annual  Meeting  at  Stratford.  The  invitation 
was  accepted  with  appreciation. 

EXAMINERS  OE  HYPER  I RICHOLOGISTS 

The  terms  of  service  of  Reginald  F.  Gillson,  New 
Haven  and  Michael  J.  Morrissey,  Hartford,  as  mem- 
bers of  the  State  Board  of  Examiners  of  Hypertrich- 
ologists  expire  on  June  30,  1954  Section  1761c 
of  the  General  Statutes  of  Connecticut  provide  that 
physician  members  of  this  Board  shall  be  nominated 
by  the  Council  of  the  State  Medical  Society.  The 
remaining  members  of  the  Board  have  asked  that  Dr. 
Gillson  be  renominated  and  they  would  also  like  to 
have  Dr.  Morrissey  renominated,  but  he  has  declined 
to  serve  again.  Dr.  Gillson  was  renominated  and  Dr. 
Ellwood  C.  Weise,  Sr.,  Bridgeport,  was  also  ap- 
proved for  nomination. 


COMMITTEE  ON  BY-LAW  CHANGES 

Dr.  Danaher  appointed  a Subcommittee  to  Review 
and  Recommend  Changes  in  the  By-Laws  and 
Charter  relating  to  the  status  of  Alternate  Council- 
ors, the  Speaker  and  Vice-Speaker  of  the  House  of 
Delegates  as  members  of  the  Council,  Chairman,  F. 
Erwin  Tracy,  C.  Louis  Eincke  and  Walter  I.  Russell. 

COMMITTEE  ON  STATE  RETIREMENT  PLAN 

The  Chairman,  Dr.  Danaher,  referring  to  an  item 
in  his  Annual  Report  to  the  House  of  Delegates  on 
April  27,  concerning  appointment  of  a Subcommittee 
to  Inquire  into  the  Establishment  of  a Retirement 
Plan  for  Staff  Members,  asked  that  the  following 
committee  be  approved  for  tliis  purpose.  Chairman 
John  N.  Gallivan,  Cole  B.  Gibson  and  Edward  J. 
Ottenheimer. 

COMMI  ITEE  ON  CRASH  INJURY  RESEARCH 

It  was  voted  to  add  Brae  Rafferty,  Willimantic 
to  the  Society’s  Advisory  Committee  to  the  Cornell 
Crash  Injury  Research. 

ADVISOIUl’  COMMI  ITEE  to  S'lATE  WT.LEARE  DEPARTMEN'l' 

It  WTS  voted  that  Dr.  J.  Llarold  Root,  Waterbmy, 
a pediatrician,  be  appointed  to  the  Society’s  Advisory 
Committee  to  the  State  Welfare  Department. 
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FEDERAI,  GRANTS 

I'hc  answers  prepared  by  the  Society’s  Committee 
on  Public  Health,  to  the  questionnaire  on  Federal 
Grants,  that  had  been  received  from  the  Commission 
on  Intergovernmental  Relations  (See  AMI5  1/14/54 
“C”),  were  presented  and  approved  and  the  secretary 
\\  as  directed  to  forward  them  to  Griffenhagen  Asso- 
ciates, New  ^’ork  City,  which  organization  had 
been  engaged  in  making  the  inquiry  in  Connecticut 
for  the  Intergovernmental  Commission. 

INTERN  I RAINING 

The  opinion  of  the  Committee  on  Medical  Educa- 
tion and  Licensure  concerning  intern  training  and 
recruitment  which  had  been  requested  from  the 
Society  by  the  American  Adedical  Association  (see 
AAdB  4/7/54  “C”)  was  presented  and  wdth  some 
revision  adopted  as  follows  to  be  forwarded  to 
George  Kliimp,  chairman  of  the  Ad  Hoc  Committee 
on  Internships  of  the  American  Aledical  Association. 

1.  It  is  alleged  that  teaching  hospitals  have  in- 
creased the  number  of  available  internships  and  resi- 
dencies since  the  “matching  plan”  went  into  effect, 
and  it  should  be  urged  that  such  hospitals  discontinue 
this  policy.  If  this  allegation  is  correct,  it  has  had 
the  effect  of  limitino'  the  number  of  interns  available 
for  smaller  hospitals  wdiich  thereupon  scour  the 
country  and  the  w'orld  for  any  available  interns  to 
fill  their  requirements  without  regard  to  their  train- 
ing or  capabilities.  This  obviously  defeats  the  pur- 
pose of  the  teaching  institutions  which  are  trying  to 
improve  the  quality  of  medical  education. 

2.  It  is  believed  that  a rotating  internship  for  the 
first  year  after  graduation  is  highly  desirable  and  all 
specialty  boards  should  be  urged  to  require  such  a 
year  of  rotating  internship  prior  to  entering  upon  a 
program  of  specialized  training. 

SUMMER  PT.ANS 

Plans  for  Council  activity  during  the  summer  were 
discussed  at  length.  The  impropriety  of  having  a 
summer  Executive  Committee,  wTich  is  not  in  any 
way  authorized  in  the  By-law's,  wtis  presented  by  Dr. 
Gallivan.  It  was  concluded  that  there  wMuld  be  no 
Executive  Committee  appointed  and  whenever 
necessary  for  Council  action  on  business,  if  it  could 
not  be  concluded  by  postal  vote  from  the  members 
of  the  Council,  the  Chairman  wtis  given  the  authority 
to  call  a meeting. 

Dr.  Ottenheimer  generously  invited  the  Council 
to  meet  at  his  farm  in  Windham  during  the  summer 
and  his  invitation  was  accepted  unanimously.  It  w as 


agreed  that  the  Council  w ould  meet  in  Windham  in  ; 
July,  on  a date  to  be  determined  by  the  Chairman,  | 
Dr.  Ottenheimer  and  the  secretary,  and  at  that  time  i 

any  cumulative  business  could  be  discharged.  | 

New  Members  ! 

EAIREIELD  COUNTY  \ 

Edith  A I.  Beck,  Greenwich 

Alexander  Bel  I win,  Stamford 

Leo  H.  Berman,  Norwalk 

Edward  S.  Breakell,  Stamford 

Spencer  E.  Brow  n,  Darien 

Frank  C.  Bucknam,  Newtown  | 

Richard  E.  Caron,  Eairfield 

George  W.  Changus,  Danbury 

Gregory  K.  Dwyer,  South  Norwalk 

How'ard  K.  Ente,  Westport 

Robert  H.  Ereedman,  Stamford 

Gail  A.  Gaines,  Newtow'n 

Jerry  Goldfarb,  Stamford 

Walter  I.  Gryce,  Danbury 

Charles  K.  Hamilotn,  Danbury 

A^ictor  A.  Alacheinski  Brooklyn,  N.  A’. 

Donald  H.  ATllard,  Stamford 
Albert  AI.  Adoss,  Newtow  n 
Paul  D.  Adurphy,  Bridgeport 
Robert  H.  Noonan,  Bridgeport 
Walter  J.  Richar,  Stamford 
Arthur  W.  Samuelson,  Bridgeport 
Joseph  J.  Sciarrillo,  Bridgeport 
Franklin  H.  Streitfeld,  VVestport 
Jerrold  vonWedel,  Cos  Cob 
Roy  G.  Wiggans,  Jr.,  Norw'alk 
William  F.  Zehl,  Glenbrook 
Richard  A.  Zucker,  Wilton 

UTCHFIELl)  COUNTY 

Llew  elyn  E.  Liberman,  Torrington 

WTNDHAM  COUNTY 

Lloyd  H.  Davis,  Storrs 

STUDENT  AtEMBERS  ELECTED 

Alaureen  Archambault,  Taftville 
Tufts  Adedical  College— Class  of  1957  j 

Pre-Aded:  Tufts  College  I 

Parent:  Henry  A.  Arclaambault,  m.d.  ! 

Timothy  E.  Brew^er,  III,  West  Hartford  | 

New'  A’ork  Adedical  College— Class  of  1957  i 
Pre-Aded:  Aale  L^niversity  1 

Parent:  Timothy  E.  Brewer,  m.d.  i 
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Guv  A.  Sertipane,  Middletown 
New  York  Medical  College— Class  of  1957 
Pre-Med:  Brov  11  University 
Parent:  Joseph  Settipane 
The  meeting  adjourned  at  6:  30  p.  m. 

Meetings  Held  in  May 

Mav  4— Committee  on  Medical  Care  of  Veterans 

Mav  5— Fellowship  Award  Committee  of  Con- 
necticut Cancer  Societv 

Alav  6— Coordinating  Committee,  State  Blood  Bank 
Committee  on  Public  Health 
Committee  on  School  Health 

May  II— Board  of  Directors,  Connecticut  Medical 
Service 

Mav  12— Committee  on  Neonatal  Mortality 

Connecticut  Medical  Examining  Board 

Alay  1 3— Council,  Annual  Meeting 

Alay  19— Committee  on  Maternal  lAlortality  and 
Morbidity 

Alay  20— Medical  Advisory  Commmittee,  Connecti- 
cut Cancer  Society 

Medical  Advisory  Committee,  Crash  Injury 
Research 

Alay  26— Committee  on  Industrial  Health 
Connecticut  Health  League 


Fifty  Year  Awards  to  Four  Physicians 

Four  physicians  w ho  have  completed  50  years  of 
active  membership  in  the  Connecticut  State  Medical 
Societv  were  honored  at  a special  ceremony  during 
the  Society’s  annual  dinner  in  Hartford  on  April  28. 

The  physicians  are  Harold  S.  Backus  and  William 
H.  Van  Strander,  Hartford;  Orin  R.  Witter,  West 
Hartford;  and  Robert  J.  Lynch,  Bridgeport. 

Specially  designed  service  pins  were  presented  to 
the  four  new  fifty  year  members  by  George  H. 
Gildersleeve,  Norwdch,  president  of  the  Society. 

The  new  awards  bring  to  3 1 the  number  of  the 
Society’s  fifty  year  members.  John  C.  Lynch,  Bridge- 
port, is  senior  member  of  the  group.  He  has  held 
membership  in  the  Society  since  1887.  Charles  J. 
Foote,  New  Haven,  sceond  ranking  member,  joined 
the  Society  in  1888. 


Two  w omen  physicians  are  members  of  the  group, 
Jessie  W.  Fisher,  Middletown,  and  Laura  H.  Hills, 
formerly  of  Willimantic  and  now  a resident  of  Win- 
ter Haven,  Llorida. 

New  Haven  VNA  Honors  Dr.  Winslow 

At  a dinner  in  celebration  of  its  Golden  Anniver- 
sary, the  New  Haven  Visiting  Nurse  Association 
announced  the  gift  of  a fund  to  establish  an  “Anni- 
versary Day”  in  the  name  of  Dr.  and  Mrs.  Winslow. 
The  income  from  this  fund  is  used  for  services 
rendered  by  a nurse  on  one  specific  day  each  year. 

The  gift  is  a singularly  appropriate  recognition 
of  an  inspiring  collaboration  which  began  at  A4.I.T. 
when  iA4r.  Charles  Winslow  published  papers  on 
bacteriology  jointly  with  a charming  student,  Anne 
L.  Rogers.  Shortly,  the  joint  authorship  changed  to 
“Winslow^  and  Winslow.” 

The  intervening  years  have  deepened  and  broad- 
ened the  Winslowx’  mutual  interest  in  all  aspects  of 
public  health  and  their  name  is  internationally,  as 
well  as  nationally,  associated  wdth  health  activities. 

Mrs.  Winslow,  a former  President  of  the  VNA, 
is  chairman  of  the  Regional  Committee  of  the  Board 
Adembers’  Organization  of  Connecticut  Public 
Health  Nursing  Agencies.  Dr.  Winslow^  since  his 
retirement  as  chairman  of  the  Yale  Public  Health 
Department,  continues  as  editor  of  the  American 
Journal  of  Public  Health,  chairman  of  the  New 
Haven  Housing  Authority,  Honorary  Vice-Presi- 
dent of  the  Connecticut  Planned  Parenthood  League, 
and  honorary  chairman  of  the  Board  of  the  Ledera- 
tion.  The  bibliography  of  his  waitings  runs  to  more 
than  500  titles.  Among  his  citations  are  the  Lasker, 
the  Sedgwick  and  the  Shattuck  awards,  and  the  Leon 
Bernard  Aledal. 

Dr.  Hiscock  Thrice  Honored 

Dr.  Ira  V.  Hiscock,  professor  of  public  health  at 
ATle  University  School  of  iAdedicine,  has  received  the 
1954  Shattuck  Award  for  outstanding  and  meritori- 
ous contributions  to  the  field  of  public  health.  This 
award  was  established  by  the  Massachusetts  Public 
Health  Association  in  1950.  Dr.  Hiscock  has  also 
received  the  1954  Medal  of  the  Connecticut  Division 
of  the  American  Cancer  Societv-  Dr.  Hiscock  was 
recently  elected  president  of  the  Association  of 
Schools  of  Public  Health  of  the  United  States  and 
Canada. 
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Christie  E.  McLeod,  m.d.,  and  Jerome  O.  Kirschbaum,  m.d.,  Middletown 


CLINICAL  SUMMARY 

A 57  year  old,  white  male  was  admitted  to  the 
hospital  because  of  severe  abdominal  pain  and  a 
shock-like  state.  The  onset  of  the  illness  was  char- 
acterized by  nausea  which  made  the  patient  afraid  to 
eat.  This  condition  existed  for  approximately  two 
weeks  during  which  time  his  diet  consisted  mostly 
of  milk.  On  the  day  before  admission  he  had  eaten 
solid  food.  On  the  morning  of  admission  he  vomited 
twice.  I'his  was  followed  by  severe  abdominal  pain 
which  was  most  intense  beneath  the  tip  of  the 
sternum  and  was  aggravated  by  breathing.  His  wife 
noted  that  he  was  cold  and  gray  at  that  time. 

In  1916  the  patient  had  jaundice.  In  1942,  9 years 
before  admission,  there  was  x-ray  evidence  of  a pep- 
tic ulcer.  The  patient  had  been  on  an  ulcer  regime 
since  that  time  though  he  did  not  follow  his  diet 
very  closely.  In  1950  he  had  an  attack  of  sour 
stomach  with  nausea,  vomiting,  and  some  hemate- 
mesis.  That  attack  was  of  two  to  three  weeks’  dura- 
tion. He  has  frequently  complained  of  pain  coming 
on  before  meals,  relieved  by  food  and  alkalis.  The 
bowels  have  been  regular  and  there  has  been  no 
weight  loss.  The  patient  stated  that  he  had  had  sinus 
trouble  for  many  years.  The  history  also  indicated 
that  he  had  had  shortness  of  breath  and  palpitation 
on  exertion;  the  duration  of  these  symptoms  is  not 
stated. 

Physical  examination  revealed  a patient  who 
appeared  acutely  ill  and  in  severe  pain.  He  was  not 
sweating  but  the  extremities  were  cold,  the  pulse  was 
rapid  and  of  poor  quality.  The  heart  sounds  were 
faint  and  the  rate  rapid  with  occasional  extra  systoles. 
The  chest  expansion  was  poor  (because  of  pain), 
rales  were  present  at  the  left  base.  There  was  gen- 
eralized abdominal  rigidity  and  tenderness  most 
intense  in  the  left  upper  quadrant.  Rectal  examina- 
tion was  negative.  Varicosities  were  present  in  both 
legs.  The  temperature  was  98°  and  the  pulse  90. 


Respirations  28.  The  blood  pressure  was  125  systolic 
and  70  diastolic. 

Examination  of  the  blood  show'ed  an  erythrocyte 
count  of  5 million,  hemoglobin  15.4  gms.,  leukocytes  i 
13,900  with  90  per  cent  neutrophiles,  15  per  cent  of  j 
wTich  were  stab  forms,  8 per  cent  lymphocytes  and  | 

2 per  cent  mononuclears.  Urinalysis  was  negative  for  , 
albumin  and  sugar.  The  specific  gravity  was  i.oio.  ] 
A flat  plate  of  the  abdomen  taken  after  a Levine  tube  i 
had  been  passed  showed  no  free  air  under  the  ^ 
diaphragm,  no  dilated  small  intestinal  loops,  con-  ; 
siderable  gas  and  fecal  material  scattered  throughout  ! 
the  large  bowel.  The  Levine  tube  was  coiled  on  itself  | 
in  the  stomach. 

A laparotomy  was  done  about  two  hours  after  ! i 
admission  and  showed  the  omentum  to  be  adherent  1 
to  a puckered  area  on  the  anterior  surface  of  the  I 
duodenum.  There  was  no  free  fluid.  Lollowing  the  j 
operation  the  BP  was  145  systolic,  85  diastolic,  pulse  i 
100  and  of  better  volume.  The  heart  sounds  were  !' 
still  distant.  An  electrocardiogram  showed  elevation  i 
of  the  ST  segment  in  lead  III  with  symmetrical  ’ 
inversion  of  the  T3.  Rales  w'ere  present  at  the  left  1 
base  where  there  was  typanitic  note  with  moderate 
suppression  of  breath  sounds.  Leg  measurements  at 
10  cm.  intervals  above  the  ankles  showed  R.  25  cm. 

L.  27  cm.,  R.  35  cm.,  L.  37  cm.,  R.  33  cm.,  L.  35.5 
cm.,  R.  38  cm.,  L.  38  cm. 

The  first  postoperative  day  the  temperature  was 
ioo°-io3°,  the  pulse  of  very  poor  quality,  systolic 
blood  pressure  of  about  80  and  diastolic  question- 
able. The  patient  was  conscious,  but  drow'sy  and 
cyanotic.  Examination  of  the  blood  show^ed  16.8 
gms.  hemoglobin,  5.65  million  erythrocytes,  the  total 
white  count  w as  6,800,  but  there  w^as  a noticeable 
shift  to  the  left.  The  urine  specific  gravity  was  1.024 
with  a trace  of  albumen,  a few  hyaline  and  granular  j 
casts,  few  pus  and  red  blood  cells.  The  CO2  was  j 
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i^mEc].,  the  chlorides  ii2mEq.  The  NPN  67  mgs. 
per  cent,  creatinine  2.2  nigms.  per  cent. 

The  second  postoperative  day  the  temperature  was 
105°,  pulse  weak  and  thready,  the  respirations  were 
rapid  and  shallow.  An  x-ray  of  the  chest  showed  a 
collection  of  fluid  in  the  left  pleural  cavity  extending 
from  the  apex  to  the  base.  The  film  taken  in  the  left 
lateral  decubitus  position  revealed  the  presence  of  a 
flat  fluid  line  along  the  lateral  chest  wall  indicating 
that  hydropneumothorax  was  present.  There  was 
little  displacement  of  the  heart  and  trachea,  however. 
A left  thoracentesis  was  done  and  750  cc.  of  dark 
bro\\  n fluid  plus  air  were  aspirated.  The  fluid  show- 
ed 4 plus  guaiac,  no  free  HCl,  was  alkaline  to  litmus 
paper,  many  pus  cells  but  no  tumor  cells  were  found. 
Following  the  thoracentesis,  a pleural  friction  rub 
was  heard  over  the  lower  half  of  the  left  chest,  the 
breath  sounds  w ere  bronchial  in  type  over  the  upper 
third  of  the  left  chest.  The  heart  seemed  pushed  to 
the  right.  The  heart  sounds  wxre  faint  and  of  poor 
quality,  and  no  pulse  w'as  obtainable  at  the  wmist. 
The  blood  pressure  w'as  not  obtainable.  The  patient 
appeared  moribund.  During  the  remainder  of  the 
day,  on  three  dilTerent  occasions,  about  500  cc.  of 
dark  browm  fluid  w'as  aspirated.  At  1 1 p.  m.,  after  a 
transfusion,  the  pulse  w^as  perceptible.  The  blood 
pressure  was  1 15/90.  The  patient  w^as  responsive  and 
breathed  wdth  grunting  respirations.  The  Wagen- 
steen  tube  w^as  sucking  out  thick  black  fluid  that  was 
acid  to  litmus  paper.  A Foley  catheter  was  inserted 
but  only  50  cc.  of  urine  obtained. 

The  third  postoperative  day  the  patient’s  condi- 
tion w^as  very  poor.  At  5 a.  m.  the  pulse  w-'as  weak 
and  irregular.  The  patient  was  dyspneic  and  cyano- 
tic. At  9:30  A.  M.  his  temperature  was  105°,  pulse 
1 1 2 weak  and  thready,  breathing  labored.  The 
patient  was  semiconscious.  There  was  a dark  brown 
drainage  of  300  cc.  from  the  Wagensteen  tube.  The 
CO2  was  i5mEq.,  NPN  105  mgs.  per  cent,  creatinine 
8.5  mgms.  per  cent.  The  patient  expired  at  10:58 
A.  M.,  72  hours  after  admission. 

Dr.  Erslav:  How  much  fluid  was  given  before  and 
after  operation? 

Dr.  McLeod:  500  cc.  of  blood,  Vasoxcyl,  250  cc. 
saline  during  operation  and  1000  cc.  of  10  per  cent 
invert  sugar  directly  after  the  operation. 

Dr.  Kirschbaiim:  This  is  a very  interesting  case  of 
a 57  year  old,  white  male,  who  had  a history  of 
having  had  jaundice  at  the  age  of  22.  I think  we  can 
forget  about  this.  His  next  illness  was  diagnosed  as  a 


peptic  ulcer  by  x-ray.  He  was  put  on  an  ulcer 
regime,  but  he  did  not  adhere  to  the  ulcer  diet.  Prior 
to  the  present  admission,  he  was  ill,  nauseated,  unable 
to  eat  solids.  Finally,  the  day  prior  to  admission,  he 
made  his  mistake  and  took  solid  food.  On  the  morn- 
ing of  admission  he  vomited  and  had  a sharp  pain 
beneath  the  sternum.  He  was  admitted  to  the  hospital 
in  shock.  There  w'as  abdominal  rigidity  and  tender- 
ness and  the  patient  presented  a picture  of  a per- 
forated viscus.  There  w^as  an  elevated  white  blood 
count.  The  urine  w^as  negative.  A diagnosis  of  rup- 
tured ulcer  w/as  made  and  a laparotomy  was  done 
two  hours  after  admission.  There  was  no  evidence 
of  fluid  or  air  w'ithin  the  abdominal  cavity.  There 
w^as  an  old  ulcer  with  adhesions.  After  the  operation 
the  patient  did  poorly  and  went  progressively  down 
hill.  There  w'as  dyspnea,  palpitation  and  a rise  in 
temperature  and  at  that  time  the  white  blood  count 
dropped  with  a shift  to  the  left.  Positive  urinary 
findings  were  noted:  casts,  elevated  NPN.  His  heart 
sounds  were  faint  and  rapid.  The  heart  was  pushed 
to  right,  heart  sounds  of  poor  quality.  He  went  into 
shock  and  became  acidotic.  Postoperative  chest  x-ray 
showed  left  hydropneumothorax.  A thoracentesis 
was  done  and  fluid  showed  no  free  HCl  and  was 
alkaline  to  litmus  paper  with  no  tumor  cells.  Patient 
expired.  I think  putting  everything  together  and 
ruling  out  perforated  peptic  ulcer  a reasonable  diag- 
nosis is  rupture  of  the  esophagus  along  with  an  old 
peptic  ulcer. 

There  is  a good  article  in  the  Journal  of  Surgery 
by  Dunavant  and  Skinner  on  “Spontaneous  Rupture 
of  the  Esophagus.”^  The  term  “spontaneous  rupture 
of  the  esophagus”  means  the  rupture  of  an  esophagus 
presumed  to  have  been  normal.  Spontaneous  rupture 
of  the  esophagus  is  considered  to  be  a rare  event  and 
recovery  is  even  rarer.The  first  description  of  the 
lesion  was  made  by  Boerhaave  in  1723  and  the  first 
ante  mortem  diagnosis  was  made  by  Wolger  in 
1914.  At  the  present  time  the  diagnosis  has  been  made 
several  times  before  death  but  seldom  early  enough 
to  achieve  any  success  with  treatment.  It  was  not 
until  1947  that  the  first  case  of  recovery  was  re- 
corded in  the  literature.  In  most  cases  of  spontane- 
ous rupture  of  the  esophagus  recorded  in  the  litera- 
ture no  previous  history  is  obtained  to  lead  one  to 
suspect  disease  of  the  esophagus. 

There  is  a striking  similarity,  however,  in  the  his- 
tory, physical  findings  and  clinical  course  of  these 
patients.  Most  of  the  patients  are  males  between  the 
ages  of  35-45  who  experience  severe  abdominal  and 
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chest  pain,  having  episodes  of  vomiting  following 
alcoholic  excesses.  The  pain  is  constant  and  radiates 
across  the  upper  abdomen,  lower  chest  and  into  the 
back.  Some  degree  of  shock  is  usually  present. 
Respirations  are  short,  rapid  and  shallow  and  theie 
is  splinting  of  both  the  chest  and  abdomen  with 
resulting  dyspnea  and  even  cyanosis  in  some 
instances.  Tenderness  and  rigidity  are  usually  present 
across  the  upper  abdomen  and  the  chest  is  clear  for  a 
short  period  of  time  after  the  rupture  into  the 
mediastinum.  These  signs  usually  continue  for  the 
first  few  hours  and  then  there  is  a rupture  into  the 
pleural  cavity  which  usually  occurs  on  the  left  side. 
Only  two  cases  were  found  in  the  literature  in  which 
the  patient  was  operated  upon  before  rupture  into 
the  pleural  cavity.  The  physical  signs  at  this  time  are 
usually  those  of  pleural  effusion  on  the  left  side. 
After  the  first  few  hours  subcutaneous  air  may  be 
palpated  in  the  neck  or  noted  on  x-ray.  ff  his  finding 
has  been  present  in  over  8o  per  cent  of  the  cases 
reported  but  it  may  be  transient  and  is  easily  over- 
looked. Also  at  this  time  there  is  some  rigidity  of  the 
abdomen,  described  as  boardlike  in  many  instances. 
An  exploratory  laparotomy  with  a presumptive  diag- 
nosis of  perforated  peptic  ulcer  has  been  performed 
in  about  15  cases  due  to  this  finding. 

The  article  states;  “The  fluid  obtained  from  the 
pleural  cavity  usually  produces  an  acid  reaction,  our 
case  being  the  only  one  reported  in  which  an  alka- 
line reaction  was  obtained.”  It  looks  like  the  case 
presented  today  is  the  second  case  in  which  the 
pleural  fluid  was  alkaline.  The  condition  of  those 
patients  who  are  not  treated  surgically  deteriorates 
progressively  and  the  majority  will  die  within  two 
days  after  the  rupture  occurs.  The  treatment  is 
thoracotomy  with  drainage  plus  antibiotic  treatment, 
or  thoracotomy  with  repair  of  laceration  and  drain- 
age plus  antibiotic  treatment. 

Dr.  Bowe7i:  Any  signs  of  weight  loss  or  history  of 
difficulty  in  swallowing? 

Dr.  McLeod:  No. 

Dr.  Bovjen:  Any  difficulty  passing  the  tube? 

Dr.  McLeod:  No. 

Dr.  Bowen:  One  might  consider  a carcinoma  of 
esophagus  prior  to  rupture,  but  more  likely  it  was  a 
spontaneous  rupture  of  esophagus. 

Dr.  Alexander:  The  radiographic  examination  of 
the  abdomen  includes  the  lower  chest  and  shows 
obliteration  of  the  costophrenic  sinus  on  the  left. 
This  with  the  finding  of  diminished  breath  sounds 


and  rales  in  the  left  chest  and  absence  of  x-ray  evi- 
dence of  a ruptured  viscus  below  the  diaphragm 
should  have  focused  attention  above  diaphragm. 

Dr.  Erslav:  I agree  with  the  diagnosis  of  ruptured 
esophagus.  This  man  had  a nine  year  history  of  pep- 
tic ulcer.  In  effect,  when  he  was  admitted  he  was  in 
severe  steady  abdominal  pain,  the  abdomen  was 
rigid  and  he  was  in  shock.  After  vomiting  in  cases 
of  increased  acidity,  the  complication  of  acute 
esophagitis  with  ulcer  and  rupture  must  be  consid- 
ered. However,  one  may  ask,  \vhy  did  the  patient 
die?  I think  it  is  important  to  note  he  went  into 
shock  and  uremia  developed.  We  should  consider 
the  fluid  balance.  There  was  poor  fluid  intake.  The 
patient  had  vomited  several  times  before  admission 
at  which  time  RBC  was  5,000,000  and  hemoglobin 
15.4  gms.  which  should  make  one  suspicious  of  de- 
hydration. At  that  time  a Levine  tube  was  put  down, 
fluid  aspirated  through  Levine-Wagensteen  suction, 
also  there  was  loss  of  fluid  during  the  operation  and 
1 000  cc.  of  fluid  aspirated  from  chest.  The  following 
day  the  blood  count  showed  5.65^1  and  hemoglobin 
of  16.8  gms.  and  chlorides  iizniEj.  indicating 
severe  dehyration.  The  third  day  the  patient  con- 
tinued to  be  severely  dehydrated.  The  CO2  was 
1 5mEcp,  NPN  105  mgs.  per  cent,  creatinine  8.5 
mgs.  per  cent  and  only  50  cc.  of  urine  obtained  by 
catheter.  I believe  this  patient  also  had  lower  nephron 
nephrosis. 

Dr.  Vinci:  We  have  had  three  cases  of  spontane- 
ous rupture  of  the  esophagus-  in  this  hospital  in 
eight  years.  Two  died  without  specific  treatment 
because  the  diagnosis  was  not  made  antemortem. 
The  diagnosis  was  made  in  the  third  and  the  patient 
immediately  transferred  to  another  hospital  for 
definitive  surgery. 

Dr.  Frank:  An  x-ray  of  the  chest  would  be  helpful 
in  all  cases  in  which  an  open  film  of  the  abdomen  is 
indicated,  particularly  if  that  film  showed  no  evi- 
dence of  a ruptured  viscus. 

DR.  KIRSCHBAUM’s  DIAGNOSIS 

Spontaneous  rupture  of  esophagus. 

DR.  ERSLAV’S  DIAGNOSIS 

Acute  esophagitis  with  rupture;  lower  nephron 
nephrosis. 

AUTOPSY  DIAGNOSIS 

Spontaneous  rupture  of  esophagus  with  rupture 
into  the  left  pleural  cavity. 

Pleuritis  and  pneumothorax  left, 


JUNE, 


FIFTY-FOUR 


NINETEEN  HUNDRED  AND 

Collapse  of  the  left  lung. 

Penetrating  duodenal  ulcers  \vith  hemorrhage. 

Generalized  arteriosclerosis. 

Generalized  congestion. 

Dr.  McLeod:  Dr.  Kirschbauni  has  given  you  a 
good  reviev^  of  the  subject  of  spontaneous  rupture 
of  the  esophagus.  I would  like  to  refer  you  to  another 
good  article^  on  this  subject  by  Dr.  iMackler  from 
the  Thoracic  Surgical  Service  of  Cook  County  Hos- 
pital and  emphasize  one  or  tv'o  points:  namely,  that 
the  diagnosis  of  spontaneous  rupture  of  the  esopha- 
gus should  be  considered  in  any  acutely  ill  patient 
exhibiting  signs  of  collapse  and  having  lower  thoracic 
or  upper  abdominal  pain.  If  this  occurs  suddenly 
after  vomiting  and  is  followed  by  the  appearance 
of  interstitial  emphysema  at  the  base  of  the  neck,  a 
thoracotomy  should  be  carried  out.  Of  the  73  cases 
reviewed  by  Dr.  Madder  only  22  were  operated  on. 
The  mortality  rate  in  16  patients  treated  by  thora- 
cotomy definitive  repair  of  the  esophagael  lesion 
and  drainage  of  the  pleural  cavity  was  31.3  per  cent 
and  in  six  patients  treated  by  drainage  alone  was 
66.6  per  cent.  Prompt  diagnosis  and  prompt  surgical 
intervention  will  improve  these  figures. 
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The  Art  Exhibit 

This  year  the  number  of  pieces  displayed  at  the 
exhibit  of  the  Connecticut  Physicians  Art  Associa- 
tion totalled  67.  For  some  reason  not  known  to  the 
editor  the  products  of  the  physicians  themselves 
appeared  in  the  minority  while  wives  and  children 
made  a noble  effort  to  account  for  the  shortage.  It 
was  a disappointment  to  find  the  exhibit  diminished 
in  size  and  to  look  for  the  names  of  many  of  our 
talented  members  and  not  find  them  in  evidence. 

The  following  awards  were  made  by  the  jury 
consisting  of:  Mr.  Sanford  B.  D.  Low,  director  of 
the  New  Britain  A/Iuseum  of  Art;  Mr.  Walter  O.  R. 
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Korder,  president  of  the  Connecticut  Academy  of 
Art,  Hartford;  Mr.  L.  John  Wenner,  assistant  pro- 
fessor of  Art  at  Teachers  College  of  Connecticut. 

ADULT  OIL 

First  Award— Mrs.  Wilson  Powell,  New  Haven, 
for  “Blue  Skirt.” 

Honorable  Mention— Mrs.  Merrill  B.  Rabinow, 
iVIanchester,  for  “Green  Ribbon.” 

PORTRAIT 

First  Award— Mrs.  David  Waskowitz,  New 
Britain,  for  “Red  Scarf.” 

Honorable  Afention— Mrs.  Nicholas  Afarinaro, 
Newington,  for  “Berthe.” 

PASTEL 

First  Award— Dr.  John  O’Leary  Nolan,  Hartford, 
for  “Frog  Pond  in  Winter.” 

Honorable  Afention— Afiss  Betsy  Waskowitz,  New 
Britain  for  Self  Portrait. 

ttWTER  COLOR 

First  Award— Afrs.  Nicholas  Afarinaro,  Newing- 
ton, for  “Summer  Day.” 

Honorable  Afention— Mrs.  Wilson  Powell,  New 
Haven,  for  “Afarblehead  Boat  Shed.” 

PHOTOGRAPHY 

First  Award— iVIrs.  Ernest  Rosenthal,  Hartford, 
for  “Afother  Love.” 

Honorable  Afention— Dr.  Joseph  Kaschmann, 
Hartford,  for  “Lake  Luzerne.” 

CERAMICS 

First  Award— Afrs.  Gerald  S.  Greene,  Hartford, 
for  “Blue  Lady”— plate. 

Honorable  Afention— Afrs.  Alyce  C.  Kleinmann, 
Hartford,  overglaze  Tile  Tray. 

SCULPTURE 

First  Award— Afrs.  Alexander  Afarsch,  Hartford, 
for  Stoneware  and  Driftwood. 

Honorable  Afention— Dr.  Walter  Grossman,  Hart- 
ford, head  of  Joseph  Heyman,  m.d. 

CHILDREN 

First  Award— Steven  Rosenthal,  Hartford,  for 
“After  the  Rain.” 

Honorable  Afention— Rebecca  Schechtman,  New 
Britain,  for  “The  Sabbath.” 


special  Article 


FLUORIDATION  OF  WATER  SUPPLIES  ENDORSED 


The  statement  below  on  the  effects  of  ftiioridatiou  of 
community  water  supplies  upon  the  aged  and  chronically  ill 
was  adopted  by  the  Commission  on  Chronic  Illness  at  its  fifth 
annual  meeting  in  Chicago  on  March  i8.  Creighton  Barker  of 
New  Haven  and  fames  R.  Miller  of  Hartford  are  members 
of  this  Commission. 


Prevention  of  the  occurrence  of  disease— or  pre- 
vention of  its  progress— is  generally  accepted  as  the 
most  desirable  solution  to  the  growing  problem  of 
chronic  illness  in  this  country.  The  Commission  on 
Chronic  Illness  is  interested  in  furthering  the  adop- 
tion and  use  of  any  public  health  measures  that  will 
contribute  to  the  prevention  of  chronic  illness. 

Fluoridation  of  community  water  supplies  has 
been  undertaken  by  many  communities  as  a public 
health  measure  directed  toward  the  prevention  of 
dental  caries.  Fluoridation  of  public  water  supplies 
has  been  endorsed  by  leading  professional  organiza- 
tions in  the  field.  Dental  caries  is  an  important 
chronic  disease— important  in  terms  of  widespread 
prevalence  and  destruction  of  useful  tissue— also 
important  in  the  way  that  resulting  loss  of  teeth  may 
complicate  the  life  of  aged  persons  and  persons  suf- 
fering other  disabling  conditions. 

The  major  portion  of  scientific  opinion  is  that 
fluoridation  of  water  supplies  for  the  prevention  of 
dental  caries  presents  no  hazard  to  public  health.^ 
A minority  view'  is  held  by  a number  of  qualified 
scientists  who  believe  that  the  safety  of  this  proce- 
dure has  not  been  sufficiently  demonstrated.  Cogni- 
zant of  the  fact  that  fluoride  compounds  in  large 
doses  are  poisonous,  they  advance  the  hypothesis  that 
the  small  amounts  contained  in  fluoridated  water 
consumed  over  many  years  may  by  cumulation  have 
subtle  physiological  effects  especially  detrimental  to 
the  aged  and  the  chronically  ill. 

The  Commission,  concerned  with  the  problems  of 
chronic  illness,  did  not  feel  that  it  could  recommend 


fluoridation  of  public  water  supplies  without  first 
taking  cognizance  of  the  possibility  of  detrimental 
effects.  At  the  request  of  the  Board  of  Directors  of 
the  Commission,  a committee  of  distinguished  scien- 
tists review'ed  and  evaluated  the  available  evidence  to 
decide  whether  at  this  time  a positive  position  could 
be  taken  with  regard  to  this  hypothetical  danger. 
The  committee  w^as  under  the  chairmanship  of  Dr. 
Kenneth  F.  Alaxcy,  professor  of  epidemiology, 
Johns  Hopkins  University  School  of  Hygiene  and 
Public  Health,  Baltimore.  The  other  members  w'ere 
Dr.  Edw'ard  J.  Stieglitz,  outstanding  geriatrician  of 
Washington,  D.  C.  and  Dr.  Nathan  Shock,  chief  of 
the  section  on  gerontology.  National  Institutes  of 
Health,  Public  Health  Service.  This  committee  re- 
ports as  follows: 

“The  basic  facts  concerning  fluoridation  which 
have  been  established  by  the  investigations  of  the  past 
20  years  have  been  briefly  set  forth  in  the  report  of 
the  Ad  Hoc  Committee  on  Fluoridation  of  the 
National  Research  Council.-  Under  normal  condi- 
tions of  living,  fluorine  is  a trace  element  in  human 
nutrition.  Although  minute  amounts  are  present  in 
certain  foods  and  beverages,  a variable  and  import- 
ant source  is  drinking  water.  Public  water  supplies 
vary  widely  in  the  amount  of  fluoride  naturally 
present.  Children  dependent  upon  supplies  that  are 
low'  in  fluorides  have  a high  dental  caries  attack  rate 
as  compared  to  children  living  in  communities  having 
water  supplies  containing  about  i p.p.m.  (parts  per 
million)  or  more  of  fluoride.  The  advantage  to  the 
latter  group  is  considerable:  the  incidence  of  caries 
is  reduced  by  V2  to  The  caries  preventive  effect 
of  adequate  fluoride  intake  is  principally  conferred 
upon  children  up  to  the  tw'elfth  year  of  life,  during 
the  period  w hen  dentine  and  enamel  of  permanent 
dentition  are  being  formed.  However,  increased  re- 
sistance to  dental  caries  is  carried  over  into  later  life 
to  an  appreciable  degree. 
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“When  the  trace  quantities  in  drinking  water 
required  for  optimal  dental  health  are  exceeded,  un- 
desirable physiological  effects  may  be  induced.  The 
most  sensitive  indication  of  the  latter  is  interference 
w ith  normal  calcihcation  of  the  teeth,  which  is  mani- 
fested in  mottled  enamel.  This  effect,  although  com- 
patible with  caries  resistant  tooth  structure,  is 
esthetically  undesirable.  The  level  of  fluoride  con- 
centration in  drinking  water  which  is  associated  with 
the  appearance  of  mottled  enamel  varies  with  indi- 
vidual susceptibility  and  the  amount  of  water  con- 
sumed. Under  the  climatological  conditions  of  the 
northern  part  of  the  country  it  is  reached  when  the 
fluoride  content  of  domestic  water  supplies  exceeds 
1.5  p.p.m. 

“In  view  of  these  facts,  Trendley  DeaiT  and  his 
associates  developed  the  hypothesis  that  by  adding 
fluorides  in  proper  amounts  to  water  supplies  which 
were  deficient  or  low  in  this  element  it  was  possible 
to  afford  optimum  caries  preventive  effect  without 
causing  mottled  enamel.  Controlled  studies  were 
begun  in  1945,  to  test  this  hypothesis  in  Grand 
Rapids,  Michigan;  Muskegan,  Afichigan;  Aurora,  Illi- 
nois;'* and  in  Newburg  and  Kingston,  New'  York.'* 
Results  now  available  from  these  studies  are  such  as 
to  definitely  establish  that  the  protection  against 
caries  given  by  naturally  occurring  fluorides  is  also 
conferred  by  water  to  which  this  element  has  been 
added.  Careful  annual  medical  examinations  of  chil- 
dren in  the  latter  study  including  x-rays,  urine 
analysis,  and  other  laboratory  tests  over  a six  year 
period  have  failed  to  uncover  any  adverse  effect  from 
fluoridated  drinking  water.  The  children  in  New- 
burgh drinking  fluoridated  water  showed  no  signifi- 
cant deviation  in  height  or  weight  growth  from 
those  in  Kingston  wfiere  the  water  was  essentially 
fluoride  free. 

“The  question  posed  by  the  minority  of  scientists 
is  w'hether  fluoride  added  to  drinking  water  in  quan- 
tities insufficient  to  cause  mottled  enamel  (i.e.,  to  a 
level  of  approximately  i p.p.m.)  have,  by  cumula- 
tion in  tissue,  any  physiological  effects  which  may 
be  detrimental  to  adults  and  to  the  chronically  ill. 
Information  bearing  upon  this  question  has  been 
derived  from  two  sources:  ( i ) studies  on  the  metabo- 
lism of  fluorides  in  man  and  in  experimental  animals; 
(2)  observations  on  human  populations  exposed  to 
water  supplies  having  a fluoride  content  in  excess 
of  1.5  p.p.m. 

“The  extensive  literature  dealing  with  metabolism 
and  toxicology  of  fluoride  compounds  has  been  re- 


viewed by  the  National  Institute  of  Dental  Research, 
U.  S.  Public  Health  Service**  and  in  an  article  by 
F.  F.  Heyroth  in  the  Journal  of  the  American  Viiblic 
Health  Association?  In  our  judgment  there  has  been 
a sufficient  number  of  observations  on  human  sub- 
jects, w'ith  support  of  animal  experiments,  to  estab- 
lish the  pattern  of  metabolism.  Up  to  a daily  intake 
of  4 or  5 mg.  or  more  fluorides  absorbed  are  almost 
completely  eliminated  in  the  urine  and  sweat.  (To 
get  5 mg.  of  fluoride  daily  one  w'ould  have  to  drink 
about  5 quarts  of  water  containing  i part  per  million 
of  fluoride  every  day.)  Any  residual  is  stored  in  the 
skeletal  system,  teeth  and  bones.  Little,  if  any,  re- 
mains in  the  soft  tissues,  liver,  spleen,  kidneys,  etc. 
As  the  level  of  intake  is  lowered,  stored  fluorides 
tend  to  be  partially  eliminated.  At  high  levels  of 
fluoride  intake  (8  p.p.m.  or  more)  changes  occur  in 
bones  which  may  become  evident  by  x-ray  (bone 
fluorosis).  However,  storage  of  fluorides  in  the 
skeletal  structure  in  the  amounts  considered  here 
results  in  no  functional  disadvantage.  In  other  words, 
the  body  possesses  two  potent  protective  mechan- 
isms: (i)  rapid  excretion  in  the  urine;  (2)  storage 
in  the  skeleton. 

“These  studies  of  metabolism  have  been  supple- 
mented by  a considerable  number  of  observations 
on  population  groups  naturally  exposed  for  long 
periods  of  time  to  water  supplies  with  varying 
fluoride  content.  In  the  United  States,  more  than  a 
million  people,  served  by  453  different  water  sup- 
plies have,  for  generations  used  drinking  water  with 
a natural  fluoride  content  from  1.5  to  8.0  p.p.m.  No 
definite  evidence  has  been  forthcoming  that  con- 
tinued consumption  of  such  w^ater  is  in  any  w'ay 
harmful  to  health.  There  have  been  no  reports  of 
evidence  of  changes  in  bone  structure  wdien  the 
water  supply  contained  less  than  5 p.p.m. 

“In  a radiologic  survey  of  114  persons  who  had 
lived  for  at  least  15  years  at  Bartlett,  Texas,  where 
the  water  supply  contained  8 p.p.m.,  1 2 per  cent  of 
those  examined  showed  minimal  x-ray  evidence  of 
increased  density  of  the  bones  but  in  no  case  w^as 
there  any  deformity  or  interference  with  function. 
Afledical  examinations,  which  included  urinalysis  and 
blood  counts,  revealed  no  indication  that  the  resi- 
dents of  Bartlett  w'ere  less  healthy  than  those  of 
nearby  Cameron,  w'here  the  water  contained  only 
0.3  p.p.m.  Reports  of  bone  fluorosis  in  studies  con- 
ducted in  Italy,  India,  vSouth  Africa  and  Argentina 
indicate  similar  relationships  to  the  use  of  liigh  fluor- 
ide bearing  waters. 
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“It  is  to  be  emphasized  that  the  proponents  of 
fluoridation  of  w ater  recognize  that  excessive  inges- 
tion of  fluorides  is  undesirable  and  that,  where  prac- 
tical, they  should  either  be  removed  by  a treatment 
process  or  new'  sources  of  supply  sought.  They 
stress  the  necessity  of  keeping  the  fluoride  content 
of  drinking  w'ater  below^  the  level  of  that  wfliich 
causes  mottled  enamel,  the  most  sensitive  indication 
of  an  excess. 

“On  the  hypothesis  that  a higher  incidence  of 
chronic  disease  would  be  reflected  in  higher  mortal- 
ity rates  due  to  specific  causes,  the  experience  of 
cities  with  water  supplies  having  a high  fluoride 
content  has  been  compared  with  that  of  cities  having 
a low  fluoride  content.  The  most  recent  and  com- 
prehensive study®  of  such  data  is  one  compiled  by 
the  U.  S.  Public  Health  Service  and  based  on  the 
1949-50  census  reports.  In  this  analysis  of  mortality 
rates,  all  cities  in  the  United  States  with  10,000  popu- 
lation or  over  in  1950,  whose  drinking  water  con- 
tained 0.7  p.p.m.  or  more  of  fluoride  naturally  pres- 
ent w’ere  considered  for  inclusion.  Each  fluoride  city 
w^as  paired  wflth  the  average  of  the  three  closest 
fluoride-free  cities  (with  less  than  0.2  p.p.m.  fluoride) 
w^ith  populations  of  10,000  and  over.  Deaths  from 
cancer,  heart  disease  and  nephritis  per  100,000  popu- 
lation, adjusted  for  age,  sex  and  race  in  28  fluoride 
and  in  60  non-fluoride  cities  failed  to  show  signifi- 
cant differences. 

“It  is  the  contention  of  the  minority  that  epidemi- 
ological studies  or  analysis  of  vital  statistics  can  not 
be  relied  upon  to  determine  whether  the  condition 
of  sick  persons,  such  as  those  afflicted  with  chronic 
illness,  particularly  kidney  ailments,  would  or  would 
not  be  worsened  by  the  ingestion  of  fluoridated 
w^ater.  Although  the  data  are  limited,  experiments 
recently  carried  out  at  the  National  Institute  of 
Dental  Research  on  somewhat  more  than  50  cases 
who  have  evidence  of  damaged  kidney  function  and 
who  use  drinking  w/ater  containing  i p.p.m.  of 
fluoride  have  come  to  our  attention.  The  results 
indicate  that  the  excretion  pattern  of  fluorides  in 
these  patients  with  damaged  kidneys  is  similar  to 
that  reported  by  McClure*^  for  healthy  young  men. 
The  collection  of  negative  evidence  such  as  this  for 
an  absolute  determination  of  no  possible  effect  of 
fluorides  in  persons  suffering  from  chronic  illnesses 
is  an  endless  and  extremely  complicated  undertaking. 
Generally  speaking,  consideration  of  the  primary 


factors  in  the  causation  of  such  illnesses  far  over- 
shadows any  minor  or  secondary  effects  which,  in 
the  light  of  present  knowledge,  could  be  assumed 
from  ingestion  of  trace  amounts  of  fluoride  in  drink- 
ing water.” 

The  Commission  has  been  advised  by  the  fore- 
going expert  opinion  that  extensive  research  into 
the  toxicology  of  fluorine  compounds  has  revealed 
no  definite  evidence  that  the  continued  consumption 
of  drinking  w'ater  containing  fluorides  at  a level  of 
about  I p.p.m.  is  in  any  w'ay  harmful  to  the  health 
of  adults  or  those  suffering  from  chronic  illness  of 
any  kind.  While  the  evidence  does  not  absolutely  , 
exclude  this  possibility,  if  a risk  exists  at  all  it  is  so 
minimal  and  inconspicuous  that  it  has  not  been  re- 
vealed in  many  years  of  investigation.  The  Com- 
mission, therefore,  urges  American  communities  to  ' 
adopt  this  public  health  measure  as  a positive  step  ! 
in  the  prevention  of  the  chronic  disease,  dental  caries.  | 
The  fluoridation  of  w^ater  supplies  involves  no  new/  j 
experience  in  human  welfare.  Over  3,000,000  people  I 
are  living  in  ordinary  good  health  on  w'ater  naturally  j 
containing  fluorides  in  the  amounts  recommended 
for  caries  control,  or  more. 
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APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer;i 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 
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APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION, 

RETINAL  HEMORRHAGES^ 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 

j 

giddiness,  paresthesias,  transient  pareses, 

! and  encephalopathies;  some 

evidence  of  improved  mental  alacrity. 

! 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Effects:  Side  effects  "minor,  transient,  or  remediable’’  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome’’— involving  malaise  and  muscle  and  joint  pain  (see  note)— observed. 


j 


NOTE ; Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  ciba  representative  or  write  Medical  Service  Division, 
CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED!  Apresoline  hydrochloride  (hydralazine 
hydrochloride  ciba)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 

1.  TAYLOR,  R.  D.,  DUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  1.  H.:  ARCH.  INI.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE";  BEDELL,  A.  J.;  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATED  PATIENTS. 
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ALLEVIATES  HAY  FEVER,  OTHER  RESPIRATORY  ALLERGIES 

The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzamine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples:  Loveless  and  Dworin^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 
Feinberg-  noted  relief  in  82%  of  254  cases;  Gay  and  associates^ 
in  76%  of  51  cases;  Arbesman  and  colleagues'*  in  84%  of 
106  cases.  In  a later  study  Arbesman^  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . .”  Side  effects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 
Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten"  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

Foster®  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 


C I B A 


Pynbenzamme  25-mg. 
tablets  now  available — 


for  children  and  for  adu  lts 
who  can  be  mamtamed 
on  low  dosage  or 
who  experience  side  effects 
from  the  usual  dosage 


I 


PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


Supplied:  Pyribenzamine  hydrochloride  25-ing. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1 -ml.  ampuls. 


© 


PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA) 
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For  complete  information  on  Pyribenzamine  ask 

your  CIBA  representative  or  write  Medical  Service  Division, 

CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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INCREASES  PERIPHERAL  BLOOD  FLOW! 


Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action: 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Effects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


age  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week— increased  thereafter  to 
50  mg.  four  times  daily— 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED:  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  in  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 


AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
for  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 
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EFFECTIVE  PERIPHERAL  VASODILATOR  PRODUCT  OF  CIBA  RESEARCH 
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NEWS  FROM  WASHINGTON 


AMA  Testifies  on  Health  Bills  Before 
Senate  Subcommittee 

Dr.  David  B.  Allman,  chairman  of  the  AMA’s 
Committee  on  Legislation,  on  April  1 3 testified 
before  the  Senate  Labor  and  Welfare  Committee’s 
Health  Subcommittee  on  four  of  the  major  health 
bills  proposed  by  the  Eisenhower  administration. 
“In  general,  we  agree  with  the  stated  purposes  of 
these  proposals,”  Dr.  Allman  said,  “but  we  believe 
that  considerable  more  study  is  necessary  to  deter- 
mine the  most  desirable  ways  to  accomplish  these 
objectives.”  Following  is  a summary  of  Dr.  Allman’s 
testimony  on  each  of  the  bills: 

S2778 — Public  Health  Grants.  The  bill  pro- 
poses that  the  present  grants  for  designated  diseases 
be  eliminated  in  favor  of  three  new  types  of  grants, 
(a)  for  public  health  services  in  general,  (b)  for  ex- 
tension and  improvement  of  services,  and  (c)  for 
“unique  projects,”  or  pilot  operations.  Dr.  Allman 
recommended  that  the  proposed  new  type  one  and 
two  grants  be  lumped  together,  with  the  state  public 
health  officer  using  the  funds  as  he  sees  fit,  and  that 
the  Public  Health  Service  surgeon  general  be  re- 
quired to  consult  with  state  health  authorities  or  an 
advisory  committee  before  allocating  money  for  type 
three  projects,  which  could  be  given  to  private  as 
well  as  public  projects.  He  also  recommended  that 
“only  a small  percentage  of  funds”  be  earmarked  for 
type  three  grants. 

S2748  and  HR8 149 — Hill-Burton  Expansion, 
Dr.  Allman  suggested  that  the  Senate  bill  be  amend- 
ed to  include  a declaration  of  purpose  similar  to 
that  in  the  House-passed  measure,  reaffirming  that 
installations  are  for  use  of  the  entire  community. 
He  also  called  for  a clarification  of  the  relationship 
between  priorities  in  the  present  act  and  those  in  the 
proposed  measure,  and  for  more  specific  definitions. 
He  declared:  “In  particular  the  definition  of  ‘diag- 
nostic or  treatment  centers’  is  vague  and  ambiguous. 
It  is  not  clear  whether  ‘a  diagnostic  or  treatment 
center’  will  include  an  individual  physician’s  office, 
a group  clinic,  operated  by  physicians,  or  any  hos- 
pital. How  will  the  inventory  be  made  by  states 
under  vague  terminology  of  this  type?  We  consider 


the  language  of  this  part  of  the  bill  to  be  an  unwise 
amendment  to  an  act  which  has  been  highly  success- 
ful to  date.” 

S2759 — Vocational  Rehabilitation.  The  bill 
woidd  change  the  method  of  making  grants  to  states 
in  the  interest  of  better  administration.  Dr.  Allman 
told  the  committee  that  the  Association  “has  not 
received  a sufficiently  clear  explanation  to  permit 
formation  of  a final  opinion  on  the  bill.”  He  said 
AMA  “has  no  position  on  the  proposal  at  this  time.” 

S3114 — Reinsurance.  Dr.  Allman  gave  com- 
plete indorsement  to  the  stated  purpose  of  the  bill, 
to  promote  the  best  possible  medical  care  on  reason- 
able terms.  This,  he  said,  has  also  been  an  objective 
of  the  AMA.  Dr.  Allman  recounted  progress  of 
voluntary  health  insurance,  then  said  he  thought  the 
future  holds  real  promise  for  still  greater  progress. 
He  concluded:  “It  is  the  belief  of  the  American  Medi- 
cal Association  that  the  bill  will  not  fulfill  its  intend- 
ed purpose  and  may,  in  fact,  inhibit  the  satisfactory 
progress  which  is  now  being  made  by  voluntary 
insurance  companies.” 

Bill  Would  Bring  All  Employers  Under 
Unemployment  Program 

Legislation  introduced  by  Chairman  Reed  of  the 
House  Ways  and  Means  Committee  would  require 
all  employers,  even  of  only  one  person,  to  participate 
in  the  federal-state  unemployment  compensation 
program.  Under  present  law,  employers  are  required 
to  participate  only  if  they  have  eight  or  more  em- 
ployees. The  only  physicians  exempted  under  the 
bill  would  be  those  with  no  employees.  Under  pres- 
ent law,  employers  may  report  and  pay  the  tax 
quarterly  or  annually;  the  bill  would  eliminate  the 
quarterly  system.  The  U.  S.  tax  is  3 per  cent  of  the 
payroll,  but  a credit  of  2.7  per  cent  is  alloved  em- 
ployers, providing  they  pay  this  amount  as  state 
unemployment  taxes.  The  bill  (HR8857)  has  the 
administration’s  support.  The  committee  is  expected 
to  be  busy  several  weeks  in  executive  session  on  the 
social  secui'itv  extension  bill.  Accordingl\%  no  hear- 
ing date  has  yet  been  set  for  the  compensation 
measure. 
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HR8300 — Internal  Revenue  Code  of  1954. 

(Reed,  New  York.)  The  Senate  Finance  Committee, 
which  has  been  holding  extensive  hearings  on  the 
House-passed  income  tax  revision  hill,  has  received 
endorsement  from  the  American  Medical  Associa- 
tion of  the  section  increasing  medical  expense  deduc- 
tions. Dr.  George  F.  Lull,  secretary  and  general 
manager  of  the  AMA,  wrote  Chairman  Millikin  that 
the  AMA  had  supported  such  legislation  for  some 
years.  The  bill  would  allow  a taxpayer  to  deduct 
medical  expenses  in  excess  of  3 per  cent  of  adjusted 
gross  income  instead  of  the  present  5 per  cent. 

Dr.  Lull  added:  “The  Association  likewise  favors 
the  inclusion  of  prepayment  health  insurance 
premiums  as  part  of  medical  expenses  for  tax  pur- 
poses. This  provision  will  serve  as  inducement  for 
more  families  to  join  voluntary  medical  and  hospitali- 
zation plans  . . . and  will  help  reduce  or  elim- 

inate the  financial  burdens  of  long  and  costly  illness. 
. . . Most  important  of  all  it  will  encourage  the 

voluntary  approach  to  the  solution  of  health  prob- 
lems rather  than  promote  more  dependence  on  gov- 
ernment.” 

Medical  Care  for  Military  Dependents 

Just  a little  more  than  a year  ago  the  Moulton 
Commission  started  its  study  of  medical  care  for 
military  dependents.  After  a series  of  hearings,  it 
made  its  report  in  June.  I'he  long  delayed  bill  to 
implement  the  recommendations  contained  in  the 
report  has  just  been  introduced  in  the  Senate  and  is 
reported  here  in  detail.  In  many  respects  it  is  not  too 
far  away  from  the  policy  of  the  American  Medical 
Association  regarding  dependent  care,  but  on  one 
basic  point  there  is  disagreement;  Defense  Depart- 
ment would  have  dependents  receive  private  medical 
and  hospital  care  only  if  they  couldn’t  be  handled  in 
military  facilities,  whereas  AMA  w ould  have  them 
use  military  facilities  only  if  care  were  not  available 
from  private  sources.  It  would  be  well  to  familiarize 
yourself  wdth  this  legislation.  Even  if  nothing  is  done 
this  session,  medical  care  for  dependents  w ill  prob- 
ably continue  as  an  issue  until  Congress  does  take 
some  definitive  action. 

S3363 — Armed  Forces  Dependents  Medical 
Care  Act  of  1954.  (Saltonstall,  R— Massachusetts, 
April  27.)  Drafted  by  and  introduced  at  request  of 
Defense  Department,  this  Administration  measure  is 
designed  to  provide  a “uniform  program  of  medical 
care  for  dependents”  as  an  important  factor  in  Armed 


Forces  morale.  Currently,  extent  of  medical  care  to 
dependents  varies  geographically  and  wdthin  the 
services.  The  bill  provides: 

Medical  Care  Authorized:  Diagnosis,  acute  medi- 
cal and  surgical  conditions,  contagious  diseases, 
immunization,  and  maternity  and  infant  care. 

Not  Authorized:  Hospitalization  for  domiciliary 
care  and  chronic  diseases,  nervous  and  mental  dis- 
orders (except  for  diagnosis),  “elective  medical  and 
surgical  treatment.”  No  prosthetic  devices,  hearing 
aids,  orthopedic  footw'ear  or  spectacles,  except 
abroad  or  at  remote  stations,  when  sale  w ould  be  at 
cost;  no  home  calls  except  in  special  cases;  no  ambu- 
ances,  except  in  acute  emergency. 

No  dental  treatment  in  military  facilities,  except 
emergency  care  or  as  necessary  adjunct  to  medical 
treatment  or  at  remote  stations  and  abroad.  No  dental 
care  from  private  sources,  except  as  necessary  ad- 
junct to  in-patient  medical  treatment. 

Civilian  vs.  Military  Care:  Dependents  to  be  cared 
for  by  civilian  physicians  and  at  civilian  hospitals 
only  if  care  is  not  adequate  or  available  in  military 
facilities.  Amount  of  care  to  be  provided  by  military 
would  be  “subject  to  availability  of  space,  facilities 
and  capabilities  of  medical  staff.”  Except  for  charges 
to  dependents  noted  belowg  U.  S.  would  pay  ciyilian 
physician  and  hospital  costs,  in  line  wfith  a fee 
schedule  to  be  set  by  Defense  Secretary  wdio  may 
consult  W'ith  medical  and  other  groups  on  the 
schedule. 

What  Dependents  Pay:  When  care  is  from  ciyilian 
sources,  dependents  pay  first  $10  for  each  illness 
(except  maternity),  and  in  addition,  not  more  than 
10  per  cent  of  total  cost;  in  military  installations, 
Defense  Secretary  to  set  charges  to  dependents, 
“pursuant  to  a special  finding  that  such  charges  are 
necessary.”  Subsistence  in  connection  wdth  medical 
care  to  be  paid  for  as  prescribed  by  regulations. 
U.  S.  to  stand  balance  of  expense. 

Dependents  Defined:  Declared  to  be  eligible  for 
care  are  the  wife,  unmarried  children,  adopted  or 
step  children  under  21,  and  those  over  21  if  physical- 
ly or  mentally  incapacitated  and  dependent  on  serv- 
ice member  for  over  half  support;  parents  and 
parents-in-law  if  dependent  for  over  half  of  their 
support;  widows  and  dependent  children  of  mem- 
bers who  die  while  eligible  under  the  act  (but  such 
dependents  eligible  only  for  care  in  military  facil- 
ities). 

“Members  of  Armed  Forces”  Defined:  All  persons 
on  active  duty  in  three  services  (and  Coast  Guard 
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\\hen  operating  as  part  of  Navy);  reserves  on  ex- 
tended active  duty  of  more  than  90  days;  retired 
members  of  services,  except  those  retired  on  reserve 
retirement  point  program.  The  Secretary  of  Defense 
is  authorized  to  promulgate  regulations  subject  to 
approval  by  the  President.  To  Armed  Services  Com- 
mittee. 

HR7397 — Public  Health  Service  Grants. 
(Wolverton.)  On  April  27  the  House  pased  by  voice 
vote  the  Public  Health  Service  grants  bill  with  com- 
mittee amendments.  The  committee’s  report  on  the 
bill  vas  filed  on  April  23,  debated  April  26,  and 
passed  April  27.  As  reported,  the  bill  was  amended 
to  maintain  mental  health  grants  as  a separate  cate- 
gory for  five  years.  Reason  given:  the  magnitude  of 
the  mental  health  problem,  the  early  stages  of  the 
program,  and  separate  mental  health  divisions  in 
several  states  make  it  advisable  to  earmark  appropria- 
tions for  those  activities.  The  amendment  thus  con- 
tinues for  five  years  the  present  system  for  dealing 
with  mental  health  grants.  The  committee  also 
amended  the  bill  to  give  the  states  the  right  of 
judicial  appeal,  as  in  the  Hill-Burton  Act. 

President  Agrees  to  $25  Million  Hill-Burton 
Increase 

President  Eisenhow'er  will  recommend  that  Con- 
gress increase  these  three  health  program  appropria- 
tions for  fiscal  1955:  Hill-Burton  hospital  construc- 
tion from  $50  million  to  I75  million;  vocational 
education  from  $17.5  to  $i8.6  million;  and  Public 
Health  Service  grants  (tuberculosis,  venereal  disease, 
etc.)  from  $19.4  million  to  $22.8  million.  Announce- 
ment that  the  administration  would  not  insist  on 
holding  to  the  Budget  Bureau’s  figures  was  made  by 
Senator  Thye  before  a session  of  the  appropriations 
subcommittee  of  which  he  is  chairman.  The  new 
figure  for  Hill-Burton  would  be  $10  million  higher 
than  the  current  appropriation,  but  the  other  two 
changes  would  in  effect  bring  the  programs  up  to 
the  current  level  of  spending.  The  Hill-Burton 
appropriation  would  be  applied  only  to  grants  for 
hospitals;  legislation  passed  by  the  House  and  pend- 
ing in  the  Senate  Health  Subcommittee  to  extend 
the  Hill-Burton  program  would  require  additional 
appropriations.  The  administration  made  no  mention 
of  increasing  the  funds  for  vocational  rehabilitation, 
inasmuch  as  legislation  to  expand  this  program  is 
pending  in  House  and  Senate.  If  the  legislation  is 
adopted,  vocational  rehabilitation  appropriations 


would  be  increased  from  I19.5  million  to  $2  3 million 
or  more. 

Full  Pay  to  VA  Residents 

Rep.  Rogers,  tvho  is  chairman  of  House  Veter- 
ans Committee,  has  introduced  a bill  (HR8987) 
authorizing  regular  staff  pay  for  medical  residents 
training  in  veterans  hospitals.  Present  salary  range 
is  $2,640  (first  year)  to  $3,300  (third  year),  with 
trainee  paying  ow  n subsistence.  Rogers  bill  would 
put  residents  on  full  staff  scale,  whose  floor  is  $5,500 
and  ceiling  $8,360.  Actually  senior  and  chief  grade 
physicians  in  VA  get  upward  of  $9,600  but  residents 
probably  w'ould  be  pegged  in  rank  of  intermediate 
($8,360)  and  below.  Proposed  salary  increase  would 
be  limited  to  residents  wdao  had  any  active  duty  in 
Medical  Corps  of  Army,  Navy  or  Air  Force  sub- 
sequent to  December  7,  1941.  A retroactivity  clause 
gives  pay  raise  even  to  doctors  now  in  V^A  employ 
wfio  have  completed  residency  training. 

To  promote  postgraduate  education  in  psychiatry, 
leading  to  board  certification,  VA  has  had  a similar 
program  in  force  for  some  time,  but  only  in  this  one 
specialty.  Rogers  bill’s  cost— running  into  millions 
per  year— militates  against  its  acceptance  by  Budget 
Bureau,  even  if  it  w^ere  to  be  indorsed  by  VA. 

Intergovernmental  Commission  Setting  Up 
Health  Committee 

Federal-state  responsibilities  in  the  field  of  health 
w'ill  be  studied  by  a special  committee  now  being 
formed  by  the  Commission  on  Intergovernmental 
Relations.  The  10  man  group  will  include  three 
commission  members.  Four  research  organizations 
are  also  reviewing  the  administrative,  fiscal,  and 
political  aspects  of  federal  grants-in-aid  programs, 
and  are  expected  to  report  to  the  commission  wfithin 
the  next  few’  months.  Formerly  headed  by  Clarence 
Manion,  the  commission  now’  is  under  the  direction 
of  Meyer  Kestnbaum.  George  C.  S.  Benson,  com- 
mission research  director,  called  his  group’s  study  of 
division  of  health  responsibilities  “the  most  sub- 
stantial program  ever  undertaken  in  the  field”  in  a 
speech  before  the  U.  S.  Chamber  of  Commerce. 

Supreme  Court  Upholds  Suspension  of 
New  York  Physician 

In  a 6 to  3 decision,  the  U.  S.  Supreme  (iourr  has 
upheld  the  New  \'ork  State  Education  Department’s 
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medical  grievance  committee  in  the  six  month  sus- 
pension  from  practice  of  Dr.  Edwin  K.  Barsky.  The 
suspension  followed  Dr.  Barsky ’s  194?  conviction 
for  contempt  of  Congress,  after  his  refusal  to  give 
the  House  Un-American  Activities  Committee  in- 
formation on  the  Joint  Anti-Fascist  Refugee  Com- 
mittee, of  which  he  was  national  chairman. 

BLS  Index  Shows  Rise  in  Medical  Care  Cost 

Consumer  price  index  for  March,  published  re- 
cently by  Bureau  of  Labor  Statistics,  reveals  slight 
rise  in  costs  of  medical  care  (including  hospitaliza- 
tion and  certain  drugs).  Latest  index  figure  is  124.4, 
compared  with  124.1  in  February  and  119.5 
iMarch,  1953.  Consumer  prices  as  a whole  dropped 
0.2  per  cent  between  February  and  March.  Of  eight 
categories  on  which  statistics  are  kept,  only  one- 
transportation— had  a higher  index  figure  (129.0) 
than  medical  care. 

Further  comparisons,  however,  disclose  that  costs 
of  medical  care— over  a longer  haul— have  not  gone 
up  as  much  as  other  items.  They  are  71.3  per  cent 
higher  than  they  were  in  1939,  but  transportation  has 
risen  87.2  per  cent,  apparel  98.7,  personal  care  91.4, 
reading  and  recreation  71.7  and  food  138.  All  cate- 
gories combined  are  93.3  per  cent  over  1939. 

Formula  for  Gamma  Globulin  Allocation 

Is  Set 

Gamma  globulin  as  an  antipoliomyelitis  weapon, 
in  greater  supply  this  year,  is  being  allocated  among 
states  by  Public  Health  Service  on  following  basis: 
45  per  cent  of  supply  earmarked  in  proportion  to 
total  number  of  cases  in  5 year  period  1949-53;  45 
per  cent  to  be  apportioned  by  a more  complex 
formula,  key  factors  including  past  incidence  among 
children  and  participation  in  vaccine  field  trials; 
10  per  cent  to  be  placed  in  contingency  reserve  for 
availability  upon  special  request.  First  shipments 
went  out  to  state  health  departments  recently  and 
next  consignments  are  due  on  or  about  June  i. 

FDA  Obtains  Ban  on  2 More  Misbranded 
Drugs 

Food  and  Drug  Administration  discloses,  in  its 
iMarch  report.  Federal  court  victories  against  two 
more  proprietary  medicinals.  Injunctions  have  been 
granted  to  bar  shipment  of  products  marketed  as 
“Garlex”  and  “No-Fast.”  Former  is  a liquid  garlic 


compound  represented  as  treatment  for  tuberculosis, 
hypertension,  colitis,  typhoid  and  other  diseases. 
The  other,  according  to  FDA,  is  a yellow  ointment 
of  petroleum,  salt,  honey  and  antacids  that  was 
promoted  as  self  medication  for  stomach  and  duode- 
nal ulcers. 

Military  Affairs 

The  National  Advisory  Committee  to  Selective 
Service  reminds  that  all  Priority  I and  II  physicians, 
and  Priority  III  men  32  years  of  age  or  under,  “in 
all  probability”  will  be  called  to  duty  between  next 
July  I and  June  30  of  1955.  The  committee  also 
emphasizes  that  delay  in  commissioning  necessitated 
by  new  regulations  makes  it  important  for  all  men 
finishing  their  internships  and  residencies  to  apply  at 
once  for  commissions.  In  this  connection,  the  Navy 
has  asked  Selective  Service  to  call  up  480  physicians 
in  June  and  120  in  July. 

Selective  Service  says  Priority  I pool  will  be  ample 
to  supply  all  360  “draft  doctors”  requisitioned  by 
Navy  for  June  delivery  and  the  1 20  ordered  for  July 
activation. 


Inaugural  Ceremony  Broadcasted 

The  inaugural  ceremony  at  which  Dr.  Walter  B. 
Martin,  Norfolk,  Virginia,  will  be  installed  as  the 
io8th  president  of  the  American  Medical  Associa- 
tion will  be  broadcast  over  a nationwide  radio  net- 
work on  Tuesday,  June  22. 

Originating  at  7:30  p.  m..  Pacific  Coast  Daylight 
Saving  Time,  (10:30  p.  m.  Eastern  Daylight  Saving 
Time)  from  the  Palace  Hotel  in  San  Francisco,  the 
program  will  be  carried  by  more  than  350  stations 
of  the  American  Broadcasting  Company’s  radio  net- 
work. This  will  be  the  fifth  consecutive  year  an 
AMA  president  has  addressed  the  nation  on  the  night 
of  his  inauguration. 

This  year,  for  the  first  time,  the  ceremony  also 
will  be  televised  by  a local  station.  KGO-TV  will 
carry  the  program  to  television  viewers  in  the  San 
Francisco  area. 

In  addition  to  Dr.  Martin,  other  AMA  officers 
who  will  appear  on  the  radio  and  television  broad- 
casts are  Drs.  Dwight  H.  Murray,  chairman  of  the 
Board  of  Trustees;  Edward  J.  McCormick,  outgoing 
president,  and  James  R.  Reuling,  speaker  of  the 
House  of  Delegates. 


P U ii  L 1 C RELATIONS 


533 


TO  HELP  TELL  THE  STORY 


imi  {^fiOENCY 

KANS  AXE  SfONSORECfiT  YOUX 
NYiiciAis  mxoi;6H  the<x 
MEDiCAL  ASSOCiATIOKS. 


■ AuswM  rum  M few  quktioss 
THf  immna  opfwoR  must 
ASK  YOa 


• EACarutI  KASACiKTIAL 
SRtTCatOAAC  WHUU  TAAlNee 
OAffiATOftSCAN  XiACH  PHYSICIANS 
WHO  All  (»  SAECiAl  EHIR6ENCV 
CAU 


•lECEHTAIN  THEOPIRATDRHAS 
VOUACOfiRECr  HAMf.AKftESS 
ANC  mEPHOKE  NUM8IR 


• m&ast  THAr  THI  Hah  is 
root  coMMONin  shouicsi 
C«IT  WMIH  AN  IMUC^lWCY 
ARISES  AWO  YOUB  PWli  ftlYSlCtAS 
ISNCTIEAHHY  AVAItAIU. 


•«8P  m UHf  OPEN  AFTER  YOUR 
CAU'THE  OPEBATORDfiTKE 
PHYSICIAN  WILL  CAU  YOU 
BACK. 


EMERGENCY  MEDICAL  CALL  PLANS 

This  exhibit  is  on  a tour  of  Connecticut  to  help  tell  the  story  of  emergency  call  plans  sponsored  by 
local  medical  associations. 

It  is  now  being  displayed  in  the  lobbies  of  hospitals  in  Hartford  County,  under  auspices  of  the  Hartford 
County  Medical  Association.  The  Woman’s  Auxiliary  is  cooperating  in  the  program,  which  will  include 
similar  displays  in  other  counties. 

Leaflets  describing  the  emergency  services  are  furnished  with  the  exhibit  for  public  distribution. 


Note:  Emergency  plans  in  Meriden  and  Norwich  have  been  added  to  the  exhibit  since  the  above  picture  was  taken. 
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PUBLIC  RELATIONS 

COMAIITTEE  ON  PUBLIC  RELATIONS 

W'illiani  G.  M.  Dobbs,  Torrington  Burdette  J.  Buck,  Hartford  Harry  C.  Knight,  Middletown 

Chairman  Janies  C.  Canniff,  Torrington  James  IT.  Root,  Jr.,  Waterbury 

I larold  J.  Bergendahl,  Norwich  Morris  A.  Hankin,  New  Haven  Alfred  J.  Sette,  Stamford 


New  Sound  Film,  "Your  Doctor,”  Screened 
For  Community  Groups 

The  fifteen  minute  sound  film,  “Your  Doctor,” 
produced  by  the  American  iVledical  Association  and 
RKO-Radio  Pictures,  is  being  shown  at  an  increasing 
number  of  organizational  meetings  throughout  the 
State. 

Dr.  Alfred  T.  St.  James,  Wallingford,  presented 
the  film  at  a 6o  member  meeting  of  the  Wallingford 
Rotary  Club  on  May  5.  The  following  ^^’eek  the  film 
was  shown  several  times  in  Derby  during  a com- 
munitv  program  sponsored  by  the  Griffin  Hospital 
in  observance  of  National  Hospital  Week. 

The  film  also  has  been  shown  before  a number  of 
high  school  audiences  and  industrial  groups.  It  is 
available  without  charge  e.xcept  for  return  postage. 
Organizations  desiring  to  borrow  the  film  must 
provide  their  own  sound  projector,  screen  and  oper- 
ator. Physicians  who  wish  to  use  the  film  as  part  of 
a speaking  program  are  requested  to  reserve  a copy 
through  the  State  Medical  Society’s  Public  Rela- 
tions Department  as  far  in  advance  of  the  meeting- 
date  as  possible. 

Fhe  production  portrays  the  progress  of  medicine, 
the  education  of  medical  students  and  advancements 
in  medical  care.  In  its  original  35  mm.  version,  it  was 
screened  last  year  in  more  than  5,000  community 
theaters. 

AMA  Surveys  Use  of  Television  Films 

T he  Bureau  of  Health  Education  of  the  American 
Medical  Association  is  conducting  a survey  among 
medical  associations  to  determine  the  most  effective 
methods  of  utilizing  television  for  health  education. 
The  Bureau  has  several  films  available  for  television 
use  by  local  medical  associations,  also  scripts  and 
outlines  that  may  be  used  in  planning  local  television 
programs.  Information  concerning  the  types  of 
material  available,  all  of  which  is  furnished  without 
cost  to  local  associations,  may  be  obtained  at  the 
offices  of  the  State  Medical  Society. 


The  exhibit  portrays  the  growth  of  emergency 
call  plans,  now  available  to  75  per  cent  of  Connecti- 
cut’s residents.  An  illuminated  map  of  the  State  indi- 
cates the  location  and  telephone  numbers  of  the  15 
major  emergency  plans  now  sponsored  by  county 
and  local  medical  associations. 

Leaflets  describing  the  plans  and  the  services  they 
offer  residents  are  available  for  distribution  with 
the  exhibit. 

New  Flaven  PR  Committee  Studying 
New  Plan 

The  Public  Relations  Committee  of  the  New 
Haven  County  Medical  Association  is  studying  a 
plan  to  coordinate  actions  with  similar  committees  of 
local  associations  in  the  development  of  community 
services. 

As  presently  contemplated,  the  plan  would  call  for 
representation  of*  local  associations  on  the  county 
committee.  Dr.  James  H.  Root,  Jr.,  Waterbury, 
chairman  of  the  committee,  has  explained  that  one 
objective  of  the  plan  would  be  to  assist  local  com- 
mittees to  obtain  information  concerning  the  expe- 
riences of  other  medical  groups.  Planning  of  new 
activities  would  then  be  based  on  combined  experi- 
ences and  this  should  prove  helpful  in  assuring  suc- 
cessful operation. 

Exhibit  on  Emergency  Services  Displayed  at 
Hartford  Hospital 

The  first  public  display  of  the  Society’s  new 
exhibit  on  emergency  medical  call  plans  sponsored 
by  local  medical  associations  was  conducted  at  the 
Hartford  Hospital  during  the  month  of  May. 

Displayed  under  auspices  of  the  Hartford  County 
Medical  Association,  the  exhibit  was  installed  in  the 
lobby  of  the  hospital,  viewed  by  several  thousand 
persons  from  the  Hartford  area.  The  exhibit  will  be 
displayed  at  other  hospitals  in  flartford  and  Hart- 
ford County  and  will  then  be  sent  to  another  county 
for  similar  display. 
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Garhind  offers  an  interesting  outline  of  the  history 
of  medicine  in  Ne^\'  England  ( f.  Okla.  State  Med. 
Assoc.,  46:6).  He  continues  with  the  observation 
“that  events  that  have  had  their  place  in  shaping  the 
course  of  medical  progress  are  part  of  our  total 
heritage,  regardless  of  the  locality  in  which  they 
happened  to  originate.” 

# ^ # 

There  have  been  about  twelve  cases  of  so-called 
“salt  losing  nephritis”  reported  in  the  medical  litera- 
ture (Murphy  et  ah,  Ami.  hit.  Med.,  38:6).  The 
authors  observe  that  many  patients  show  the  chemi- 
cal evidence  of  a salt  depletion  in  the  blood  serum, 
but  that  the  clinical  features  of  the  salt  depletion, 
such  as  collapse,  hypotension,  muttering  delirium, 
mental  confusion,  weakness  and  painful  extremities, 
may  not  yet  have  developed.  The  one  physiologic 
feature  common  to  the  four  cases  reported  \vas  dis- 
turbance of  the  tubular  system,  namely,  the  failure 
to  conserve  sodium  and  chloride  in  the  normal  way. 
As  this  failure  has  been  considered  in  some  cases  to 
be  associated  with  manifestations  of  Addison’s 
disease,  the  differentiation  from  Addison’s  disease 
has  been  in  the  author’s  cases  a diagnostic  problem. 

It  appears  wise  in  the  opinion  of  the  authors  to 
suspect  this  salt-losing  syndrome  in  all  cases  of 
chronic  renal  insufficiency  with  impending  uremia, 
and  to  be  aware  of  the  condition  in  these  days  when 
restriction  of  salt  has  become  a popular  form  of  treat- 
ment of  nephritits,  of  edema,  of  heart  disease  and  of 
hypertension.  The  recognition  of  this  abnormality, 
follow'ed  by  adequate  treatment,  may  lead  to  gratify- 
ing therapeutic  response  and  years  of  comfort  added 
to  the  life  of  the  patient. 

w ^ ^ 

Discography  in  “The  Diagnosis  of  Herniation  of 
the  Lower  Lumbar  Intervertebral  Disc”  is  a proce- 
dure that  is  recommended  by  Davies  and  Peirce 
(III.  Med.  Joiir.^  104:2).  A fine  lumbar  puncture 
needle  is  inserted  through  the  posterior  annulus 
fibrosus  in  any  of  the  three  lower  lumbar  spaces. 
An  absorbable  contrast  medium  may  be  injected  to 
outline  the  nucleus  pulposus.  I'his  procedure  is  called 
discography  and  makes  possible  the  demonstration 
of  various  types  of  disc  pathology,  especially  hernia- 


;X  N<NUxx  X xN'  X X X X X X X X X 

tion.  The  authors  believe  that  discography  is  a valu- 
able adjunct  in  the  diagnosis  of  ruptured  interverte- 
bral disc  and  probably  more  accurate  than  mye- 
lography in  the  verification  and  localization  of 
herniations. 

4^  4/.  ^ 
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Smithers  in  a discussion  of  “Cancer  of  the  Lung” 
concludes  that  the  startling  rise  in  the  recorded 
death  rate  of  lung  cancer  is  in  large  part  due  to 
change  in  number  and  age  of  the  population  and  to 
improved  diagnosis  (Brit.  Med.  Jour.,  4822).  There 
is,  however,  a real  increase  but  Dr.  Smithers  believes 
that  we  are  not  yet  in  a position  to  say  how  great 
that  real  increase  is.  A sensible  view'  of  the  relation- 
ship of  smoking  to  this  problem  should  be  and,  after 
some  w ild  comments  in  the  lay  and  medical  press,  is 
no\v  being  presented  to  the  public.  Dr.  Smithers 
continues  with  the  observation  that  there  seems  to 
be  no  comparable  effort  put  foiAvard  to  persuade 
the  public  authorities  to  cleanse  the  air  of  our  indus- 
trial towns.  Surgery,  radiotherapy  and  chemother- 
apy offer  relief  or  even  cure  only  to  the  fortunate 
few. 

^ # 

An  editorial  in  New  York  Medicine  (IX:  i)  gives 
some  good  advice  on  the  prevention  of  malpractice 
complaints.  Some  of  the  points  made  are: 

( 1 ) iMaintain  adequate  office  and  hospital  records. 

( 2 ) Demand  adequate  consultations. 

(3)  The  adeejuate  use  of  x-ray  examinations  espe- 
cially in  cases  of  suspected  or  possible  fracture. 

(4)  Practicing  well  within  one’s  field  of  profes- 
sional competence. 

(5)  Avoidance  of  experimentation  except  wdthin 
the  setting  of  organized  clinical  research. 

(6)  Avoidance  of  undue  admissions  of  failure  and 
deprecating  the  professional  care  of  others. 

(7)  Avoidance  of  harsh  business  methods  espe- 
cially as  these  pertain  to  fees  and  collections. 

(8)  Insistence  upon  acceptal)le  hospital  standards. 

The  editorial  points  out  that  the  ph\’sician  must 

be  on  his  guard  when  dealing  w ith  the  new  patient 
and  the  disgruntled  or  dissatisfied  patient,  old  or 
new'.  It  is  well  to  remember  that  every  patient  is  a 
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potential  claimant  and  every  end  result  which  is  less 
than  perfect  may  become  the  basis  of  a malpractice 
claim. 

^ # 

Senturia  believes  that  the  nasopharynx  and  its  con- 
tained adenoid  tissue  is  a source  of  many  of  the 
persistent  problems  which  the  practitioner  is  called 
upon  to  treat  (Jour.  Mich.  State  Soc.,  52:7).  The 
adenoids  are  considered  as  a potential  source  of  in- 
fection and  obstruction  causing  or  contributing  to 
nasal  congestion,  sinus  infection,  tympanitis,  middle 
ear  disease  and  deafness.  For  these  reasons  Dr.  Sen- 
turia suggests  that  more  and  better  adenoidcctomies 
receive  serious  consideration. 

* # # * 

Farmer’s  Lung  as  described  by  Studdert  is,  for  one 
doctor  at  least,  an  unfamiliar  medical  term  (Brit. 
Med.  Jour..,  4B23).  Idie  onset  of  the  illness  is  acute 
and  there  is  a tendency  to  spontaneous  recovery  in 
a period  of  six  to  eight  weeks.  The  clinical  picture  is 
that  of  a patient  in  distress.  He  is  blue  and  dyspnoeic 
and  examination  reveals  widespread  crepitations 
throughout  the  lungs.  Radiologically  the  picture  is 
one  of  increased  lung  markings  with  superimposed 
soft  shadows. 

The  author  stresses  the  similarity  of  “farmer’s 
lung”  to  coniosporiosis,  byssinosis,  and  diffuse  granu- 
lomatous pneumonitis.  The  theory  is  advanced  that 
“farmer’s  lung”  is  a nonspecific  lung  reaction  to 
some  material  in  the  fungus-laden  dust,  rather  than 
a true  fungus  infection  of  the  lungs. 

^ ^ ^ ^ 

Smith  makes  the  statement  that  stilbamidine  will 
cure  patients  with  advanced  disseminated  blastomy- 
cosis f G.P.,  VIII:  1).  The  immediate  toxic  reaction 
can  be  prevented  by  diluting  the  drug  in  100  to  300 
ml.  of  5 per  cent  glucose  in  distilled  water  or  normal 
saline  and  administering  by  slow  intravenous  infusion 
over  a period  of  one  to  three  hours.  The  total  dose 
of  the  continuous  type  therapy  is  about  4 Gm.,  and 
in  the  intermittent  type  from  4.5  to  6 Gm.  Destruc- 
tive lesions  of  the  liver  and  kidney  are  prevented  by 
protecting  the  drug  from  sunlight.  The  chief  com- 
plication in  the  experience  of  the  author  was  devel- 
opment of  neuropathy  of  the  sensory  portion  of  the 
fifth  nerve  some  three  to  five  months  after  cessation 
of  therapy. 

* * # * 


“The  Polio  Problems  and  their  IMedical  Manage- 
ment” is  discussed  by  Batson  in  twx)  parts  in  the 
Amer.  Bract.,  (4:4-5).  Part  I of  the  series  is  a superior 
presentation  of  the  clinical  course  and  treatment  of 
the  acute  phase  of  the  disease.  It  is  deserving  of 
emphasis  that,  wTile  poliomyelitis  is  primarily  a 
disease  of  children,  it  may  nevertheless  occur  in  any 
age  group.  The  incidence  in  voting  adults  is  almost 
the  same  as  that  in  older  children.  Poliomyelitis  may 
occur  at  any  .Reason  of  the  year. 

The  author  points  out  that  a lumbar  puncture  is 
probably  not  indicated  if  the  diagnosis  is  firmly 
established  on  a clinical  basis.  If  there  is  doubt  as  to 
the  diagnosis,  there  should  be  no  hesitation  in  doing 
a lumbar  puncture  as  there  is  no  evidence  that  the 
needle  trauma  favors  progression  of  the  disease  or 
involvement  of  the  lumbar  musculature,  unless  it  be 
on  the  basis  of  an  exhaustive  procedure. 

In  Part  II  Dr.  Batson  considers  the  care  of  polio- 
myelitis. He  analyzes  at  some  length  the  pros  and 
cons  of  home  care  as  against  hospital  care.  The 
author  favors  the  home  care  of  these  patients 

wherever  possible;  and  seems  to  think  that  it  is  alw  ays 

the  wise  choice  in  the  nonparalytic  and  the  mildly 
paralytic  patient.  The  care  of  the  seriously  ill  must 
continue  as  a hospital  problem  (bulbar  and  respira- 
tory failure  are  cases  in  point). 

Dr.  Batson  points  out  that,  except  for  rest,  there 
is  no  regimen  and  no  drug  that  can  alter  the  course 
of  the  infection. 

41.  .it,  .it,  .u, 
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“An  Outbreak  of  Diphtheria;  Influence  of  Im- 
munization” was  studied  by  Lycett  and  George 
( Brit.  Med.  Jour.,  4817).  In  the  towui  of  Cosely  there 
were  108  cases  of  serious  diphtheria  wfith  6 deaths  ir: 
the  year  1951.  Long  term  carriers  appeared  to  play 
no  part  in  the  spread  of  the  epidemic.  It  w^as  thought 
that  the  infection  w-as  spread  mainly  in  the  home 
rather  than  in  the  schools.  The  outbreak  emphasized 
the  importance  of  a constant  w^atch  upon  the  pro- 
portion of  children  receiving  reinforcement  of  diph- 
theria antigen.  The  epidemic  occcurred  in  a district 
in  w hich  at  least  7 3 per  cent  of  the  school  population 
had  completed  a course  of  immunization  at  some 
previous  time.  It  is  stressed  that  this  outbreak  of 
diphtheria  provided  evidence  that  the  risk  of  severe 
illness  or  death  was  reduced  for  those  wTo  had  at 
any  time  been  immunized.  In  the  two  areas  most 
affected  the  incidence  of  diphtheria  fell  immediately 
after  mass  immunization  of  the  school  population. 
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Cardiospasm  is  almost  the  forgotten  disease. 
Olsen  et  al.  found  6oi  cases  in  a period  extending 
over  12  years  (Dis.  of  Chest,  XXII: 5).  The  diagnosis 
of  cardiospasm  is  not  difficult  even  in  the  early 
stages.  If  the  physician  pays  proper  attention  to 
the  patient’s  symptoms  and  if  an  adequate  roent- 
genologic examination  of  the  esophagus  is  made, 
the  diagnosis  should  be  detected  in  every  case 
before  the  “decompensable  phase”  develops.  Too 
often  the  patient’s  dysphagia  has  been  regarded 
casually  and  considered  to  be  a purely  functional 
symptom.  Cardiospasm  is  a pathological  entity  and 
should  not  be  treated  lightly  or  not  at  all.  Satisfac- 
tory methods  of  treatment  are  available,  especially 
in  its  earlier  stages  and  “physicians  should  recognize 
the  disease  in  its  earlier  stages  and  see  that  it  is  treat- 
ed promptly.” 

# * * * 

“Hypotension  Induced  by  Hexamethonium  Bro- 
mide” involves  some  risks.  Schweizer  (N.  V.  State 
Jour.  Med.,  53:17)  believes  that  reduction  in  the 
blood  pressure  below  a minimum  of  60  mm.  Hg. 
carries  with  it  a definite  risk  of  impairment  of  kidney 
and  liver  function.  Patients  with  pre-existing  renal 
or  hepatic  disease  are  in  greater  danger,  and  the 
critical  point  should  probably  be  placed  at  a higher 
level.  Since  the  evaluation  of  the  physiologic  changes 
produced  by  a state  of  “controlled”  hypotension  is 
still  at  an  early  stage,  it  is  preferable  to  reserve  this 
technic  for  patients  with  good  cardiovascular,  renal, 
and  hepatic  function  and  for  operative  procedures 
in  which  the  advantage  of  reduced  bleeding  out- 
weigh by  far  the  known  dangers  of  the  method. 


Dr.  Lyman  Again  Honored 

David  Russell  Lyman,  whose  name  has  been 
synonymous  with  Gaylord  Farm  for  fifty  years,  was 
presented  the  19th  Annual  Gold  Adedal  Award  by 
the  New  Haven  Advertising  Club  for  “distinguished 
service  to  the  community.”  The  presentation  was 
made  at  a dinner  at  the  Woodbridge  Country  Club 
on  April  20.  The  guest  speaker  of  the  evening  was 
Hon.  Carroll  C.  Hincks,  U.  S.  Judge,  Second  Circuit. 
The  medal  presentation  was  made  by  Governor 
Lodge. 

Physicians  present  were  Gustaf  E.  Lindskog, 
Adartin  Heinemann,  and  Adarvin  Ad.  Scarbrough  from 
New  Haven,  and  Paul  S.  Phelps  and  Stanley  B.  Weld 
from  Hartford. 


Wesleyan  Selects  Dr.  Clair  Crampton 

Clair  B.  Crampton,  im.d.  of  Adiddletown,  has  been 
appointed  dean  of  freshmen  of  Wesleyan  University, 
elTective  September  1954.  Dr.  Crampton  will  have 
charge  of  the  counselling  of  Wesleyan  first-year 
men  in  academic  and  personal  problems.  He  will  suc- 
ceed Dr.  Herndon  Wagers,  who  leaves  Wesleyan  in 
June  to  become  professor  of  the  philosophy  of 
religion  at  Southern  Adethodist  University  in  Dallas. 

Dr.  Crampton,  who  will  devote  part  time  to  his 
new  Wesleyan  duties,  will  continue  his  association 
with  Drs.  G.  Ad.  Craig,  A.  W.  Thomson,  and 
William  Sweeney. 

He  will  carry  on,  in  his  new  position,  a long 
interest  and  participation  in  Wesleyan  alTairs.  A 
native  of  Adiddletown  and  a graduate  of  local  schools 
and  Adiddletown  High  School,  Dr.  Crampton  was 
graduated  from  the  college  in  1929  and  rceeived  his 
master  of  arts  degree  in  1931.  He  joined  the  Wes- 
leyan faculty  in  1931  and  taught  biology  until  1933 

hen  he  entered  Yale  Adedicai  School.  He  received 
his  doctor  of  medicine  degree  from  Yale  in  1937. 

He  has  been  director  of  student  health  at  Wesleyan 
since  1950  and  in  that  capacity  has  been  active  in 
student  counselling  and  in  the  deliberations  of  the 
college  Administration  Committee. 

After  a year  of  internship  at  New  ATrk  Hospital, 
Dr.  Crampton  served  as  assistant  resident  in  surgery 
at  New  Haven  Hospital  from  1938  to  1940  and  as  a 
resident  specialist  from  1940  to  1941.  In  1942  he  was 
a clinical  instructor  on  the  staff  of  the  A ale  Adedicai 
School. 

He  returned  to  Adiddletown  in  1942  to  join  Dr. 
Craig.  His  local  practice  has  been  continuous  since 
then,  with  the  exception  of  service  as  senior  surgeon 
of  a Navy  LST  group  in  the  Pacific  from  1943  to 
1945. 

He  is  co-chief  of  obstetrics  and  gynecology  at 
Adiddlesex  Ademorial  Hospital  and  attending  gyne- 
cologist at  Connecticut  State  Hospital. 

Agnes  Ohlson  Becomes  President  of  ANA 

Adiss  Agnes  Ohlson,  k.n.,  of  Hartford  was  elected 
president  of  the  American  Nurses  Association  at  the 
convention  held  in  Chicago  the  last  week  in  /April. 
Adiss  Ohlson  is  chief  examiner  and  secretary  of  the 
Connecticut  Board  of  Examiners  for  Nursing  and 
w^as  elected  over  her  opponent,  Alts.  AI\'rtlc  H.  Coe, 
R.N.,  assistant  professor  of  nursing  at  the  Universit\- 
of  Adinnesota  School  of  Nursing. 
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Rehabilitation  Consulting  Committee 
Named 

Eleven  leaders  in  community  affairs,  medicine, 
business  and  social  welfare  were  named  by  State 
(Commissioner  of  Education  F.  E.  Engleman  to  serve 
in  an  advisory  capacity  to  the  State  Bureau  of  Re- 
habilitation. 

This  action  is  an  expression  of  the  ever  increasing 
responsibility  of  the  role  of  rehabilitation  as  it  affects 
many  community  endeavors.  The  effectiveness  of 
rehabilitation  in  turning  the  dependent  into  wage 
earners  has  attracted  the  attention  of  community 
leaders  who  see  in  rehabilitation  a new  modern  tool 
to  curb  human  waste  and  substitute  rehabilitation 
for  relief  wherever  possible. 

1 he  new  committee  members  are:  Creighton 
Barker,  m.d..  State  Medical  Society;  Frederick  Gut- 
mann,  Eextile  Workers  Union;  Howard  Flouston, 
State  Welfare  Commissioner;  Elizabeth  Irwin,  Con- 
necticut Federation  of  Labor;  Philip  Laing,  Aetna 
Casualty  and  Surety  Co.;  Frank  Murphy,  National 
Foundation  for  Infantile  Paralysis;  Leo  Noonan, 
Workman’s  Compensation  Commission;  Col.  Ray- 
monnd  Watt,  Veterans  Home  and  Hospital;  Walter 
Wenkert,  T.B.  and  Health  Association;  J.  Harry 
White,  Bard-Parker  Co.;  Vincent  M.  Zanella,  Jr., 
Attorney  at  Law. 

Hospital  Privileges  for  General  Practitioners 

The  Massachusetts  Academy  of  General  Practice 
recently  conducted  a survey  to  ascertain  if  possible 
just  how  adequate  are  the  hospital  facilities  available 
to  the  general  practitioner.  It  was  learned  that  8i.i 
per  cent  of  this  group  considered  their  hospital  facil- 
ities adequate  for  the  care  of  their  patients,  14.9  per 
cent  had  inadequate  facilities,  and  4 per  cent  had  no 
facilities.  This  is  an  improvement  of  7.1  per  cent  in 
the  past  three  years  for  those  with  adequate  facilities 
and  a change  from  2 1 to  4 per  cent  in  the  same  three 
year  period  for  those  with  no  facilities. 

Another  interesting  observation:  of  the  796  replies 
received  from  a questionnaire  sent  out  to  1,300 
physicians,  it  was  learned  that  418  were  active 
members  of  a hospital  staff',  85  were  associate  mem- 
bers, 255  w ere  on  the  courtesy  staff',  and  14  w'ere 
consultants.  Of  these  only  114  felt  their  privileges 


w^ere  inadequate  and  36  of  these  were  members  of 
the  active  staff. 

The  final  touch  came  in  this  discovery  that  of 
those  replying  to  the  questionnaire  only  46  general 
practitioners  have  been  in  practice  five  years  or  less. 
With  the  majority  of  medical  students  pointing 
toward  some  specialty,  the  question  might  well  be 
asked,  “Who  will  be  the  general  practitioner  of  the 
future?” 

Medical  Students  Training  at  Army 
Hospitals 

For  six  weeks  this  summer  three  of  the  Army’s 
largest  hospitals  will  be  hosts  to  forty-five  junior 
and  senior  medical  students.  These  students  wdll 
familiarize  themselves  with  the  high  standards  of 
military  medicine  practiced  in  Army  hospitals  and, 
in  addition,  receive  instruction  in  internal  medicine 
and  in  surgery  and  their  subspecialties.  Classroom 
instruction  w ill  be  kept  to  a minimum  so  as  to  permit 
them  to  spend  most  of  their  time  in  clinical  patient 
care  under  the  guidance  of  the  assigned  staffs.  Each 
of  them  will  devote  forty  hours  a w eek  to  curricular 
activities.  However,  any  student  may  volunteer  for 
additional  time  in  which  to  gain  more  knowledge  and 
experience. 

This  program,  wdiich  has  been  given  the  title  of 
Clinical  Clerkship  Training  Program,  wdll  become 
effective  on  July  15  at  the  Walter  Reed  Army  Hos- 
pital, Washington,  D.  C.;  the  Letterman  Army  Hos- 
pital, San  Francisco,  California;  and  the  Fitzsimons 
Army  Hospital,  Denver,  Colorado.  Each  of  these 
hospitals  wdll  be  host  to  fifteen  students.  Selected 
medical  schools  w ithin  the  geographical  areas  of  the 
hospitals  have  been  requested  to  nominate  principal 
and  alternate  students  for  voluntary  participation  in 
the  program. 

Participating  students  w ill  be  carried  on  a “stu- 
dent-employee” status  under  Civil  Service.  Each 
student  w ill  be  paid  at  the  rate  of  $183  per  month, 
from  which  amount  will  be  deducted  the  cost  of 
living  quarters,  subsistence,  and  laundry.  Uniforms 
will  be  furnished  by  the  hospitals.  Travel  to  and 
from  the  hospitals  is  at  the  expense  of  the  students. 
The  students’  obligations  for  military  service  wdll 
not  be  affected  bv  participation  in  the  program. 
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ANNUAL  REPORTS 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

1953-1954 


REPORT  OF  THE  PRESIDENT 

It  is  useless  for  me  to  attempt  any  detailed  account  of  the 
activities  of  the  Society  for  the.  past  year  during  which  I 
have  been  president.  These  activities  arc  too  numerous,  and 
to  present  the  details  to  you  would  be  a useless  as  well  as  a 
tremendous  task.  Such  facts  are  in  the  various  committee 
reports  and  in  the  minutes  of  the  Council  meetings,  all  of 
winch  are  published  in  the  Connecticut  State  Medical  Jour- 
nal, where  anyone  who  is  so  minded  can  read  about  them. 
However,  I would  like  to  emphasize  and  draw  your  atten- 
tion to  certain  problems  and  developments  which  in  my 
opinion  are  important,  or  in  which  I am  especially  interested. 

In  July  the  Connecticut  Hospital  Service  gave  notice  of 
the  termination  of  the  agency  agreement  between  Connecti- 
cut Hospital  Service  and  Connecticut  iMedical  Service.  In 
spite  of  this  action  Connecticut  Medical  Service  immediately 
went  forward  with  plans  to  operate  independently  in  a 
home  of  their  own.  This  change  was  fully  discussed  at  the 
semi-annual  meetings  of  the  County  Associations  last  fall. 
A revised  contract  was  presented  by  the  Professional  Policy 
Committee  on  December  9,  1953  which  wtnild  supply  the 
increased  demands  for  further  benefits.  Following  the 
results  of  a referendum  of  the  participating  physicians  the 
new  contract  was  offered  for  sale.  Connecticut  Medical 
Service  at  the  end  of  five  years  has  paid  out  to  doctors  a 
total  of  over  $15  million,  and  has  an  enrollment  of  about 
800,000  members.  The  Society  should  be  proud  of  the  fine 
results  that  CMS  has  achieved  in  these  five  years. 

At  the  Council  meeting  on  November  19  a communication 
was  presented  from  Mr.  Hugh  DeHaven,  director  of  crash 
injury  research  at  Cornell  University  Adedical  College,  out- 
lining proposals  for  a study  of  automobile  crash  injuries  to 
he  undertaken  in  Connecticut.  An  advisory  committee  was 
appointed  and  the  project  approved.  With  the  rapidly  grow- 
ing number  of  automobile  accidents  a study  of  this  sort 
should  be  of  vital  importance  and  offer  unlimited  possibil- 
ities. Certainly  the  doctors  of  Connecticut  should  take  an 
active  part  in  this  investigation. 

The  Council  decided  to  recommend  discontinuing  of  the 
Nursing  School  Scholarships  as  awarded  last  year  and  to 
provide  five  Medical  School  Scholarships  of  $500  each  for 
the  year  1954-55.  As  before,  these  scholarships  are  to  be 
awarded  to  young  men  or  women  whose  homes  are  in 
Connecticut  and  who  are  enrolled  in  the  fourth  and  final  year 
of  an  approved  medical  school  in  the  United  States  or 
Canada.  The  sum  of  $2,500  will  be  taken  from  the  surplus 
funds  of  the  Society.  This  is  an  extremely  worthwhile  en- 
deavor and  should  have  the  backing  of  every  delegate  pres- 
ent today. 

Fhe  Sub-committee  of  the  Council  to  Study  Journai, 


Operations  composed  of  Drs.  Marvin,  Finckc  and  Gallivan 
with  Dr.  Marvin  as  ciiairmaii  is  to  be  congratulated  on  tlie 
job  that  it  has  done  in  an  attempt  to  recommend  to  the 
Council  a plan  that  will  improve  the  Journal  as  a whole 
with  particular  emphasis  upon  the  preparation,  selection,  and 
editing  of  scientific  articles  and  editorials.  New  amendments 
to  the  by-laws  are  on  the  agenda  of  this  meeting  which 
should  help  to  achieve  this  objective. 

I have  had  an  active  part  and  interest  in  two  Conference 
Committees,  one  the  Conference  Committee  with  the  Ameri- 
can Legion,  Department  of  Connecticut,  and  second,  the 
Conference  Committee  with  the  Connecticut  State  Bar 
Association.  As  I have  mentioned  before  the  deliberations 
and  discussions  of  the  latter  group  should  prove  very  fruitful. 

The  growth  of  the  Emergency  Call  Plans  in  Connecticut 
is  gratifying.  Very  shortly  there  will  be  total  coverage  for 
the  entire  State. 

The  doctors  of  Connecticut  have  responded  well  to  the 
American  Medical  Education  Foundation,  and  the  number 
of  contributors  is  steadily  increasing.  Let  us  hope  that  this 
continues  until  every  physician  gives  something  to  the 
medical  schools  of  the  United  States. 

I believe  that  the  quality  of  medical  care  in  Connecticut 
is  excellent  and  will  continue  to  improve.  With  the  fine 
leadership  and  good  sense  that  exists  in  this  Society  I know 
we  shall  go  forward  to  greater  and  better  things  in  the  years 
to  come. 

Respectfully  suhmitted, 

George  H.  Gildersleeve,  m.d. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

The  secretary’s  report  of  memhership  is  puhlislied  in  the 
agenda  commencing  on  pages  ii  and  12  and  I would  like  to 
draw  your  attention  to  some  details  in  it.  The  Society  liad  a 
net  gain  of  55  members  during  the  year  1953  and  at  the 
beginning  of  1954  the  total  membership  was  2,863,  t'lc  greatest 
it  has  ever  been.  The  largest  net  gain  was  in  New  Haven 
County,  24,  and  two  county  associations  show  a net  loss 
during  the  year,  Middlesex  three  and  Tolland  one.  Forty 
members  were  lost  by  death  during  1953  which  figure  is 
somewhat  larger  than  in  1952  when  it  was  thirty-one.  Among 
the  members  who  died  last  year  were  a numher  who  had 
held  important  places  in  the  Society  including  two  past 
presidents.  Dr.  Joseph  H.  Howard  and  Dr.  Samuel  C.  1 larvcy. 

In  the  presence  of  the  great  wealth  of  reports  whicli  arc 
before  you,  it  may  seem  unnecessary  for  the  .secretary  to 
add  more.  However,  it  is  appropriate  for  me  to  express  my 
appreciation  of  tlic  activities  and  efforts  of  many  members 
of  the  Society  ami  otlicrs  w ho  have  helped  to  make  the  past 


540 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


year  a successful  one.  The  Council  has  been  painstaking  in 
its  application  to  tiie  Society’s  affairs  and  always  patiently 
cooperative  with  the  members  demands. 

Committee  acti\ ities  have  increased  during  the  year  and 
many  good  things  have  been  accomplished.  Particular  refer- 
ence should  be  made  to  the  diligence  of  the  Committee  on 
Mental  Mcalth  in  working  for  the  final  passage  of  legislation 
that  created  the  State  Commission  on  iVlental  Health  already 
referred  to  by  Dr.  Danalier.  This  will  be  a lasting  monument 
to  the  spirit  of  this  committee  and  its  chairman,  Dr.  DuBois. 
riic  Committee  on  National  Legislation  through  its  active 
and  well  informed  chairman.  Dr.  Meeker,  closely  integrates 
the  Society  with  affairs  in  Washington.  The  Committees  on 
Industrial  Health  and  Public  Health  and  many  others  have 
discharged  their  duties  with  credit.  The  Connecticut  iMedical 
Examining  Board  which  is  also  the  Committee  on  iMedical 
Education  and  Licensure  of  the  Society  has  been  faced  with 
new  and  unique  questions  relating  to  the  eligibility  and  re- 
cruitment of  interns  and  residents  for  Connecticut  hospitals. 
This  committee  drafted  and  put  through  the  1953  Legisla- 
ture an  amendment  to  the  Medical  Practice  Act  which 
liberalized  the  eligibility  of  graduates  of  foreign  medical 
schools  to  extend  tlieir  education  in  this  State.  This  change 
in  the  law  has  made  it  possible  for  our  hospitals  to  recruit 
interns  and  residents  from  the  large  pool  of  foreign  graduates. 

1 he  committees  working  on  this  meeting.  Program  under 
the  chairmanship  of  Dr.  Nolan  and  the  Local  Committee 
on  Arrangements  under  the  chairmanship  of  Dr.  Seigle, 
deserve  yt)ur  compliments.  Arranging  a meeting  of  this  kind 
is  not  simple  and  when  they  receive  the  program  and  attend, 
many  do  not  realize  that  tiie  planning  has  been  underway  for 
a year.  The  technical  exhibits  in  connection  with  our  annual 
meetings  increase  in  popularity  among  exhibitors  and  the 
income  derived  from  them  makes  the  meetings  possible.  I 
bespeak  your  interest  in  the  technical  exhibits  and  urge  you 
to  visit  and  make  yourselves  known  to  them  all. 

You  have  in  your  lieadquarters  office  a loyal  and  Itard 
working  staff.  There  have  been  some  changes  during  the  past 
year  and  tliese  must,  of  course,  be  expected  occasionally.  I 
know  you  appreciate  what  these  people  do  for  you  so  cheer- 
fully, efficiently.  We  need  an  additional  secretary  in  the  office 
because  activities  of  the  Public  Relations  section  Itave  in- 
creased to  the  point  where  it  needs  full  time  secretarial 
service  and  we  shall  make  an  effort  to  see  that  it  is  supplied 
within  the  present  budget. 

The  state  office  continues  in  close  and  effective  relation- 
ship witfi  Air.  Gordon,  executive  secretary,  and  the  office  of 
the  Hartford  County  Association  and  we  note  with  interest 
the  establishment  of  full  time  administration  in  Fairfield 
County  and  the  appointment  of  Air.  Olson  as  executive 
secretary.  We  look  forward  to  productive  cooperation  with 
him.  Fairfield  has  invited  the  St)ciety  to  meet  in  that  county 
in  1955. 

1 he  Society  has  gained  steadily  in  membership  for  many 
years.  In  1934  there  were  1,504  members,  in  1944,  2,020,  today 
there  are  2,899  ^nd  we  rank  among  the  leading  states  in 
proportion  of  the  number  of  physicians  holding  membership 
in  the  State  Society.  There  are  two  factors  that  influence 
this  increase  in  membership.  First,  the  rapidly  growing 
population  in  Connecticut  with  an  increased  number  of 


physicians  and  secondlv,  the  Society  itself  and  its  usefulne.ss 
to  the  profession  and  public  in  our  State. 

This  Society  cannot  be  separated  from  the  social  and 
political  environment  in  which  it  is  and  it  is  worthwhile  for 
a moment  to  view  that  environment  as  it  relates  to  us.  Con- 
necticut is  the  most  rapidly  growing  State  in  the  northeast. 
During  the  census  period  from  1940  to  1950  its  population 
increased  by  more  than  19  per  cent  or  two  and  a half  times 
more  rapidly  than  the  country  as  a whole.  At  the  same  time 
our  neighbors  in  New  England  were  losing  population.  The 
projected  population  curve  for  the  State  from  1950  to  i960 
shows  another  sharp  rise  so  that  by  then  it  is  estimated  that 
our  population  will  be  two  and  a quarter  million.  During  the 
first  four  and  a half  years  of  this  decade  the  increase  in 
population  has  accelerated  even  faster  than  had  been  fore- 
ca.st.  These  figures  are  of  especial  significance  to  medicine 
because  with  the  increase  in  population  will  be  demand  for 
extension  of  many  medical  services,  hospital  beds,  public 
health  facilities  and  the  entire  program  in  which  we  are 
involved. 

There  may  be  some  who  feel  that  this  period  of  growth 
and  prosperity  may  come  to  a sudden  halt  and  the  increased 
number  of  persons  in  the  State  will  become  a detriment  to  it 
in  a time  of  unemployment  and  recession.  There  should  be 
no  attempt  in  this  report  to  analyze  that  possibility,  but  it 
can  be  asserted  with  reasonable  safety  that  the  wide  coverage 
of  our  people  by  voluntary  medical  care  insurance  will  pro- 
vide a valuable  cushion  in  the  event  of  depression.  Even  in 
periods  of  unemployment,  experience  has  shown  that  there 
is  a reluctance  to  give  up  hospital  and  medical  insurance. 

Our  Society  must  be  continuously  aware  of  these  future 
challenges,  and  I wish  to  express  to  all  of  you  my  deep  ad- 
miration for  the  time  and  thought  you  give  to  medical  affairs 
and  for  the  privilege  of  working  with  you  in  our  common 
purpose. 

Creighton  Barker,  m.d. 
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F.VIRFIEI.D  COUNTY 

Membership — January  i,  1953 717 

New  Members  43 

Less: 

Deaths  13 

Resignations,  transfer,  non-payment  dues,  etc...  8 21 

Net  Gain  22 

Alembership — December  31,  1953 739 

H.VRTFORD  COUNTY 

Membership — January  i,  1953 865 

New  Aiembers  37 

Less: 

Deaths  13 

Resignations,  transfers,  non-payment  dues,  etc...  18  31 

Net  Gain  6 

Alembership — December  31,  1953 871 
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LITCHFIELD  COUNTY 

Membership — January  1,  195.^ 120 

New  Members  5 

Less: 

Deaths  2 


Resignations,  transfers,  non-payment  dues,  etc...  i 3 

Net  Gain  2 

Membership — December  31,  1953 


MIDDLESEX  COUNTY 

Membership — January  i,  1953 97 

New  Members  3 

Less: 

Deaths  2 


Resignations,  transfers,  non-payment  dues,  etc...  4 6 


Net  Loss  3 

Membership — December  31,  1953 94 

NEAV  H.AVEN  COUNTY 

Membership — January  i,  1953 778 

New  Members  50 

Less: 

Deaths  8 

Resignations,  transfers,  non-payment  dues,  etc...  18  26 

Net  Gain  24 

Membership — December  31,  1953 802 

NEW  LONDON  COUNTY 

.Membership — January  i,  1953 155 

New  Members  10 

Less: 

Deaths  o 

Resignations,  transfers,  non-payment  dues,  etc...  6 6 

Net  Gain  4 

Membership — December  31,  1953 159 

TOLLAND  COUNTY 

Membership — January  i,  1953 16 

New  Members  o 

Less: 

Deaths  o 

Resignations,  transfers,  non-payment  dues,  etc...  i i 

Net  Loss  I 

Membership — December  31,  1953 15 

WINDHAM  COUNTY 

Alembership — January  i,  1953 60 

New  Members  4 

Less: 

Deaths  2 

Resignations,  transfers,  non-payment  dues,  etc...  i 3 

Net  Gain  1 

Membership — December  31,  1953 61 


ASSOCIATE  MEMBERS 

January  i,  1953 n 

New  Adembers  i 

Resignations  i 

Associate  Members — December  31,  1953 ii 

Total  Society  Adembership — January  i,  1953 2,808 

New  Alembers  152 

Total  2,960 

I.ess: 

Deaths  40 

Resignations,  transfers,  etc 57  97 


Total  Society  AdEMBEusHip — December  31,  1953 2,863 

Net  Gain  for  year 55 

rOTALS 

Fairfield  739 

H artf ord  871 

Litchfield  122 

Adiddlesex  94 

New  Haven  802 

N ew  London  159 

Tolland  15 

Windham  61 

2,863 

Associate  Adembers  1 1 


REPORT  OF  THE  TREASURER 

The  financial  statements  prepared  by  Seward  and  Adonde, 
auditors  for  the  Society,  are  printed  in  entirety  in  the 
agenda.  These  statements  are  respectfully  submitted  as  the 
report  of  the  treasurer  with  the  following  comments: 

T he  financial  status  of  the  Society  is  sound  and  secure. 

I shall  refer  to  a few  items  under  the  Statement  of  Income 
and  Surplus  General  Fund,  page  34,  column  2,  top. 

The  gross  income,  $69,489,  is  approximately  $1,170  above 
that  of  1952. 

The  expenses,  $58,788,  are  about  $5,470  more  than  in  1952. 
Actually,  these  expenses  are  $1,400  under  the  budget  for  these 
items  for  this  year. 

In  1952  the  excess  of  expense  over  income  for  Journal 
Operations  was  $3,720.  This  year  it  was  $7,107,  as  shown. 
1 he  difference  was  due  entirely  to  an  increase  in  manufac- 
turing cost. 

A year  ago  the  net  income  was  $11,000  plus,  as  compared 
with  $3,593. 

Out  of  surplus  in  1953  came  the  air  conditioner,  about 
$4,000,  which  is  reflected  as  an  increase  in  the  a.ssct  account 
of  the  Building  Fund.  Also  from  surplus  came  the  Scholar- 
ships, amounting  to  something  over  $2,000. 

The  General  Fund  Surplus  for  this  year  was  reduced  by 
$2,382.  This  fact  is  not  cau.se  for  the  sounding  of  a general 
alarm. 

Frank  1 1 . Couch,  m.d. 
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Seward  and  Monde 
Certified  Public  Accountants 

205  Church  Street 
New  Haven  10,  Connecticut 

The  Connecticut  State  Aiedical  Society 
New  Haven,  Connecticut 

A\^e  have  examined  the  balance  sheet  of  The  Connecticut 
State  Aledical  Society  as  of  December  31,  1953  and  the  re- 
lated statements  of  income  and  surplus  for  the  year  then 
ended,  have  reviewed  the  system  of  internal  control  and 
the  accounting  procedures  of  the  Society,  and  without  mak- 
ing a detailed  audit  of  the  transactions,  have  examined  or 
tested  accounting  records  of  the  Society  and  other  support- 
ing evidence  by  methods  and  to  the  extent  we  deemed 
appropriate. 

General  Fund: 

Cash  in  banks,  which  was  reconciled  and  confirmed  by 
direct  correspondence  with  the  depositories,  is  accounted 


for  as  follows: 

Commercial  accounts: 

The  Second  National  Bank  and  Trust 
Company  $ 4,505.73 

d lie  Second  National  Bank  and  Trust 
Company — Journal  revolving  fund....  3,600.00 

The  Second  National  Bank  and  Trust 
Company — Executive  secretary  re- 
volving fund  3,500.00 

The  Second  National  Bank,  Trust 
Department: 

Income  cash  account 8,919.67 

Principal  cash  account 20.89 

$20,546.29 

Savings  accounts: 

Connecticut  Savings  Bank  of  New 


Haven  $12,229.31 

National  Savings  Bank  of  New  Haven  10,530.39 
Chelsea  Savings  Bank  of  Norwich 10,273.81 

33,033-51 

$53,579.80 

Petty  cash — Journal  office 5.00 

Total  $53,584.80 

The  Second  National  Bank  of  New  Haven  confirmed 


directly  to  us  tliat  as  of  December  31,  1953  they"  held  the 
following  securities  as  agent  for  the  Treasurer  of  The  Con- 
necticut State  Medical  Society: 


Province  of  Canada  Bonds: 

3,000  Province  of  New  Bruns- 
wick S.F.  Deb.  414% 

due  December  i,  1970.. ..2,943.60  3,112.50 

3,000  Province  of  Nova  Scotia 
3%%  Deb.  due  March 

15,  1964  2,988.75  3,030.00 

Stock: 

50  shares  Celanese  Corp.  of 
Amer.  Ser.  A 4/4%  cum. 

preferred  5,181.25  3,400.00 


Total  $27,888.44  $26,227.52 

Dues  receivable  of  $1,112.50  are  segregated  by  counties 
as  follows: 

COUNTY  AMOUNT 

Fairfield  $ 450.00 

Adiddlesex  25.00 

Litchfield  62.50 

New  London  75-oo 

Hartford  375 -oo 

New  Haven  125.00 

Tolland  — 

Windham  — 


Total  $1,112.50 

Accounts  receivable — Journal  of  $298.67  consits  of  1953 
advertising  accounts  which  were  paid  in  1954. 

Accounts  payable — Journal  of  $299.65  represents  amounts 
due  for  printing  expenses. 


The  following  is  a 

comparison  of  budgeted 

and  actual 

general  expenses: 

ACTUAL  OVER 

OR  (under 

BUDGET 

ACTUAL 

budget) 

Secretary’s  office  

,...$29,110.32 

$28,090.09 

($1,020.23) 

Treasurer’s  office  

...  2,770.00 

2,483.91 

( 286.09) 

General  and  contingent  4,400.00 

4,510.92 

1 10.92 

Public  relations  

00 

b 

0 

12,876.50 

•0 

->4 

0 

Committee  allotments 

0 

q 

U- 

2,569.40 

( 805.60) 

Building  maintenance 

....  7,935-00 

8,258.12 

323.12 

Journal  

....  32,354.00 

33,601.31 

1,247-31 

Total  

...$93,798.32 

$92,390.25 

($1,408.07) 

Annua!  Meeting  Fund: 

Cash  of  $12,398.77  in  the  New  Milford  Savings  Bank  and 
a balance  of  $50.98  in  The  Union  and  New  Haven  Trust 
Company  was  confirmed  directly. 

Giirdon  IF.  Russell  Fimd: 

Cash  of  $3,314.62  in  the  Mechanics  Savings  Bank,  Hart- 
ford, was  confirmed  by  direct  correspondence. 


United  States  Treasury  Bonds: 


FACE  VALUE 

RATE  AND  MATURITY 

BOOK  VALUE 

MARKET  VALUE 

$7,000 

214% 

1969 

$6,795-73 

$6,846.88 

5,000 

2 14% 

1970 

5,000.00 

4,878.13 

3,000 

2 14% 

1971 

2,979.11 

2,908.13 

2,000 

2%% 

1957 

2,000.00 

0 

bo 

00 

The  Second  National  Bank  of  New  Haven  confirmed 
directly  to  us  that  as  of  December  31,  1953  they  held  the 
following  fund  securities  as  Agent  for  the  Treasurer  of  the 
Connecticut  State  Medical  Society: 

VALUE  DECEMBER  3I,  1 95 3 
PER  BOOKS  MARKET 

$691.12  New  York,  New  Haven  and  Hart- 
ford Railroad  Co.  4% — due  2007 $ 458.00  $ 461.32 
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I985.61  New  York,  New  Haven  and  Hart- 
ford Railroad  Co.  4/2% — due  2022 3^8.00  551-94 

11523.27  New  York,  New  Haven  and  Hart- 
ford Railroad  Co.  5%- — Series  A 134.00  272.10 

$1,000.00  Boston  and  Albany  Railroad 
Company,  4 14%  improvement  bonds, 

due  x\ugust  I,  1978 820.00  780.00 

$5,000.00  U.  S.  Treasury  bonds,  2!4% 

due  1959  5,000.00  5,006.25 


Totals 


,$6,750.00  $7,071.61 


O.  C.  Smith  Fund: 

We  confirmed  the  principal  and  income  cash  of  $1,209.62 
in  the  Mechanics  Savings  Bank,  Hartford,  by  direct  cor- 
respondence. 


LIABILITIES 


Accounts  payable: 

Journal  $ 299.65 

Accrued  commissions — 1953  dues 5.25 

Surplus  83,316.61 

Total  $83,621.51 


ANNUAL  AIEETING  FUND 
ASSETS 


Cash  $1 

Prepaid  e.xpenses — 1954  annual  meeting.... 


L449-75 

152.72 


Total 


$1 2,602.47 


Building  Fund: 

An  expenditure  of  $3,932.39  out  of  general  fund  surplus 
for  an  air  conditioning  system  has  been  added  to  the  build- 
ing equipment  account.  During  the  year  funds  have  been 
transferred  from  the  general  funds  to  the  reserve  for  de- 
preciation. The  cash  so  transferred  was  confirmed  directly 
with  the  depository. 

Clinical  Congress: 

Cash  of  $3,466.32  in  the  New  Haven  Savings  Bank  and 
a balance  of  $21.58  on  deposit  at  The  Second  National  Bank 
of  New  Haven  was  confirmed  directly  by  the  depositories. 

The  Secretary’s  office  has  acted  as  collection  agent  for 
The  American  Medical  Association’s  dues  and  The  Amer- 
ican Medical  Education  Foundation  for  the  year  1953.  At 
December  31,  1953  all  collections  received  to  that  date  had 
been  remitted  to  The  American  Medical  Association. 

In  our  opinion,  the  accompanying  balance  sheet  and  state- 
ments of  income  and  surplus  present  fairly  the  position  of 
The  Connectitut  State  Medical  Society  at  December  31, 
1953,  and  the  results  of  its  operations  for  the  year,  in  con- 
formity with  generally  accepted  accounting  principles  ap- 
plied on  a basis  consistent  with  that  of  the  preceding  year. 

Seward  & Monde, 

Certified  Public  Accountants 


New  Haven,  Connecticut 
March  4,  1954 


Balance  Sheet,  December  31,  1953 

GENERAL  FUND 
ASSETS 

Cash  r. $53,584.80 

Investments  (market  value  $26,227.52) 27,888.44 

Dues  receivable — 1953  1,112.50 

Accounts  receivable — Journal  advertising  298.67 

Automobile  emblems  on  hand 87.00 

Prepaid  imsurance  650.10 


Surplus  

Total 


LIABILITIES 

$1 2,602.47 

$12,602.47 


SPECIAL  FUNDS 
ASSETS 

Gurdon  \V.  Russell  Fund: 


Cash  

,..$  3,314.62 

Investments  (market  value  $7,071.61 

) 6,750.00 

0.  C.  Smith  Trust  Fund: 

Principal  cash  

..$  1,000.00 

Income  cash  

209.62 

Building  Fund: 

Land  

..$  12,270.31 

Building  and  equipment 

- 81,253.57 

Cash — savings  account  (funded  re 

$ 93,523.88 

serve  for  depreciation) 

- 5,831-76 

Clinical  Congress: 
Cash  


10,064.62 


1,209.62 


99,355-64 

3,487.90 


Total  $114,117.78 


Grand  total  $210,341.76 


LIABILITIES 


Gurdon  W.  Russell  Fund — capital $ 10,064.62 

O.  C.  Smith  Trust  Fund — capital 1,209.62 

Building  Fund: 

Reserve  for  depreciation  $ 5,831.76 

Capital  93,523.88 

99,355.64 

Clinical  Congress- — capital  3,487.90 


Total  $114,117.78 


Total 


$83,621 .51 


Grand  total 


,$210,341.76 
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Statement  of  Income  and  Surplus 
General  Fund 

Year  Ended  December  31,  1953 


Income: 

Dues  earned  $64,900.00 

Less,  Commissions  paid  276.50 

$64,62  3 .50 

Interest  and  dividends  on  investments 1,714.77 

Gain  on  sale  of  securities 163.50 

Sale  of  automobile  emblems 66.00 

Rental  income  2,365.13 


Income  from  collection  of  A.MA  assessments 556.24 


Gross  income  

Expenses: 

Secretary’s  office  

Treasurer’s  office  

General  

Contingent  fund  

Public  relations  

Committee  allotments 
Building  maintenance 


,$  69,489.14 


28,090.09 
2,483.91 
2,997.26 
1,513.66 
1 2,876.50 
2,569.40 
8,258.12 

58,788.94 


Excess  of  general  income  over  expenses $10,700.20 

Less,  Excess  of  expenses  over  income — Journal 

operations  7,107.15 


Executive  secretary  expense  1,484.49 

Executive  secretary  expense — prior  years 710.32 

Office  supplies  216.53 

Printing  and  postage 988.73 

Automobile  expense  721.04 

Lelephone  and  telegrapli 290.37 

Bank  charges  21.38 

Publications  44-79 

Social  security  taxes 198.32 

Aliscellaneous  155-86 


Total  $28,090.09 

Treasurer's  Office: 

Personal  service  $ 750.00 

Auditors  570.00 

Fiscal  agent  368.71 

Postage  and  printing — (collection  of  society  dues)  275.44 

Postage  and  printing  (collection  of  AMA  dues)  500.00 

Aliscellaneous  '9-76 


Total  $ 2,483.91 

General: 

Chairman  of  council $ 300.00 

President  of  society 300.00 

Council  709.86 

Delegates  to  AAIA  convention 1,168.75 

Woman’s  Auxiliary  300.00 

Blue  Cross  premium  for  employees 218.65 


Net  income  $ 3,593.05 

Surplus,  January  1,  1953  $85,698.64 

Less,  Appropriations  out  of  surplus: 

Installation  of  air  condi- 
tioning system  $3,932.39 

Scholarships  2,042.69 

5,975.08 

79^723-56 


Surplus,  December  31,  1953 $83,316.61 


Detail  of  Expenses 
Year  Ended  December  31,  1953 


Secretary's  Office: 

Personal  Services: 

E.xecutive  secretary  $14,000.00 

Annuity  for  executive  secretary 999  94 

Administrative  assistant  4,500.00 

Secretary  2,91 5.00 

Secretary  2,004.00 

Stenographer  1,084.32 


$25,503.26 

Less,  Transferred  to: 

Treasurer’s  office  $ 750.00 

Public  relations  1,200.00 

Collection  AAIA  dues 295.00 

2,245.00 

$23,258.26 


Total  $ 2,997.26 

Contingent  Fund: 

Connecticut  Physicians  Art  Association $ 124.00 

Conference  of  county  officers 235.38 

Connecticut  Health  League  Dues 10.00 

Semi-annual  meeting — House  of  Delegates 299.30 

Civil  Defense  Conference „ 62.99 

Insurance  questionnaire  263.27 

Bar  Association — joint  meeting 94-38 

Committee  on  Alaternal  Alortality 200.00 

Staff  expense — AAIA  Aleeting 138-42 

Aliscellaneous  85.92 


Total  $ 1,513.66 

Fublic  relations: 

Personal  services — director  $ 8,000.00 

Printing  and  postage $ 946.86 

Publications  162.95 

Clipping  service  228.00 

Telephone  and  telegraph 172.10 

AAIA  Educational  Campaign 501.48 

Travel  and  expense 525.19 

Aleetings  of  Public  Relations  Commit- 
tee   202.63 

Clerical  assistance  1,200.00 

Health  Exhibits — County  Fairs 713.88 

Supplies  and  miscellaneous 169.41 

Social  security  taxes 54-oo 

4,876.50 

Total  $12,876.50 
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Committee  Allotments: 

Public  health  $ 329.07 

National  legislation  37-75 

Industrial  health  162.57 

Pharmaceutical — joint  expense  1 26.50 

Medical  care  veterans 407.35 

Council  of  New  England  State  Medical  Societies  269.69 

Emergency  medical  service .69 

Rural  health  27.72 

Advisory — physician  draft  — 

Alental  health  >26.45 

Cancer  coordinating  committee 33-4'5 

Coop,  committee — Yale  >44-3b 

Food,  drugs,  cosmetics,  and  devices >‘9-32 

Honorary  members  >7-75 

Hospital  committee  25.20 

Medical  education  and  licensure 299.1 1 

Professional  relations  28.12 

Conference  of  Presidents 75  00 

Foundation  of  Economic  Education 100.00 

State  Legislation  200.12 

Third  Party  payments 39-i7 


Total  $ 2,569.40 

Building: 

Taxes  $ i, 737-02 

Janitor  960.00 

Insurance  37^-04 

Electricity,  gas  and  water 653.87 

Fuel  467.97 

Care  of  grounds 507.11 

Depreciation  and  obsolescence 1,400.00 

Supplies  223.96 

Telephone  896.28 

Repairs  and  replacements  1,033.87 


Total  $ 8,258.12 


Statement  of  Journal  Operations 
Year  Ended  December  31,  1953 


Income: 

Advertising  (net  of  commissions) $22,330.12 

Subscriptions  1,019.24 

Reprints  2,846.66 

Electrotypes  >54-54 

Single  copy  35-94 

Roster  book  83.00 

Miscellaneous  24.66 


Other: 

61 .30 
163.91 

26.53 
66.00 

15.30 
100.00 
>01.34 

27.50 
124.76 

686.64 

33,601.31 

Fxccss  of  expenses  over  income $ 7,107.15 


Statement  of  Income  and  Surplus 
Annual  Meeting  Fund 
Year  Ended  December  31,  1953 

Income: 

Exhibits  $ 7,800  00 

Expenses: 

Program  Committee  and  local  Com- 
mittee on  arrangements  $ 1 1 o 49 

Telephone  5605 

School  rental  and  janitor  service 55  >-75 

Printing  and  postage 1,446.84 

Art  exhibit  50.00 

Exhibit  decorator,  rentals  and  equip- 
ment   1,164.05 

Meeting  operating  expenses >37-28 

House  of  Delegates  Ann.  iVItg 467. 25 

Lunches  and  dinner  expense  (guests 

and  entertainment)  454-45 

Extra  help,  clerical,  police,  projectionist  482.51 

Speakers  and  vi.siting  delegates 335-8i 

Council  dinner  352.83 

Miscellaneous  13.61 

5,622.92 

Excess  of  meeting  income  over  meeting 

expenses  2,177.08 

Surplus,  January  1,  1953 $10,115.28 

Add,  Interest  earned  on  savings  account  310.1 1 

>0,425.39 

Surplus,  December  31,  1953 $12,602.47 


Telephone  $ 

Office  expense  

Sales  tax  

Clerical  assistance  

Ifditorial  Board  meetings 

Treasurer’s  honorarium  

Social  security  taxes 

Publications  

Miscellaneous  


Expenses: 

Personal  services: 
Editor-in-chief  

$2,000.00 

Statement  of  Capital 
Special  Eunds 

Year  Ended  December  31,  1953 

Literary  editor  

Secretary  

2,000.00 

2,806.00 

Advertising  agent  

Manufacturing  cost: 

240.62 

$ 7,046.62 

GURDON  W.  RUSSELI.  FUND 
Balance,  January  i,  1953 $10. 

,268.49 

Printing  

Add,  Interest  and  dividends  on  savings  accounts 

Postage  and  handling  .... 

538.06 

and  bomls  

332-44 

Electrotypes  

932-88 

Proceeds  from  sale  of  ciiuiiuuent 

40,00 

Reprints  

>,578-90 

25,868.05 


$10,640.93 
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Deduct,  Disbursements  for  sundry  items  of  equip- 


ment and  furniture 57d-3i 

Balance,  December  31,  1953 $10,064.62 

O.  C.  SMITH  FUND 

Balance,  January  i,  1953 $ 1,306.47 

Add,  Interest  received  on  savings  accounts 28.15 

I 

Deduct,  Dues  paid 125.00 

Balance,  December  31,  1953 $ 1,209.62 

BUILDING  FUND 

Balance,  January  i,  1953 $89,778.82 

Add,  Installation  of  air  conditioning  system  con- 
tributed from  general  fund  surplus 3,932.39 

$93,711.21 


Deduct,  Lixpenses  of  supplies  and  maintenance  not 


capitalized  187.33 

Balance,  December  31,  1953 $93,523.88 

BUILDING  FUND  RESERVE  FOR  DEPRECIATION 

Balance,  January  i,  1953 $ 4,315.05 

Add,  Interest  earned 116.71 

Transfer  from  general  funds 1,400.00 

Balance,  December  31,  1953 $ 5,831.76 


Statement  of  Income  and  Capital 
Clinical  Congress  Fund 
Year  Ended  December  31,  1953 


Income: 

Registrations  $ 1,510,00 

Expenses: 

Committee  meetings  $ n3-55 

Luncheons — net  of  receipts - — 

Speakers  828.89 

Badges  

Fclephone  • 7-5*5 

Printing  and  postage 575->d 

Rentals  189.69 

Clerical  assistance  55-oo 

Miscellaneous  8.19 

1,807.54 


Excess  of  expenses  over  income $ 297.54 

Surplus,  January  i,  1953 $ 3,698.92 

Add,  Interest  earned  on  savings  account  86.52 

3.785-44 

Surplus,  December  31,  1953 $ 3,487.90 


REPORT  OF  EDITOR-IN-CHIEF  OF 
CONNECTICUT  STATE  MEDICAL  JOURNAL 

Stanley  B.  3Veld,  Chairman 
Frank  S.  Jones  Clair  Rankin 

Alarshall  C.  Pease  I Icrbert  Thoms 


The  year  1953  has  produced  48  scientific  articles,  40  by 
members  of  the  Society  and  8 by  nonmembers.  This  repre- 
sents about  the  usual  number  in  this  category.  Articles 
m.t  truly  scientific  but  definitely  medical  in  their  content 
numbered  33,  of  which  17  were  by  members  and  16  by 
nonmembers.  1 bus  vve  find  cur  Jouunai,  carried  81  medical 
articles  during  the  past  year. 

1 he  section  entitled  Progress  in  Clinical  Medicine  ap- 
peared in  almost  every  issue,  there  being  18  articles  in  all, 
17  of  which  were  by  members.  Nine  of  these  appeared  in 
one  issue  when  a symposium  on  glaucoma  was  published. 

1 he  Historian’s  Note  Book  did  not  fare  as  well  since  it 
appeared  in  only  4 issues,  each  article  by  a different  mem- 
ber-author of  our  Society. 

In  1952  we  published  83  editorials  and  during  the  past 
year  78.  These  dealt  with  scientific,  socio-economic,  and 
public  health  problems.  J hey  were  written  for  the  most 
part  by  the  secretary  of  the  Society,  the  literary  editor,  the 
editor-in-chief,  and  by  G.B.,  a loyal  member  living  in 
California. 

I he  president  of  the  Society  in  his  President’s  Page  has 
carried  out  his  function  faithfully,  that  of  bringing  to  the 
attention  of  our  readers  pertinent  issues  of  the  Society  and 
of  medicine  in  general. 

Five  letters  to  the  Editor  have  been  published,  not  a 
large  number  but  again,  as  mentioned  in  a previous  report, 
probably  evidence  of  the  hesitancy  of  our  readers  to  express 
themselves  in  a critical  manner.  Obituaries  of  18  deceased 
members  were  published  and  there  appeared  during  the  year 
33  book  reviews. 

The  advertising  for  1953  continued  to  bring  in  the  neces- 
sary revenue.  The  State  Journal  Advertising  Bureau  in 
Chicago  had  a very  successful  year  and  our  Journal  shared 
proportionately  in  the  profits.  Our  local  advertising  repre- 
sentative is  gradually  increasing  his  effectiveness,  thus  mak- 
ing his  value  to  our  Journal  a real  one. 

One  innovation  has  been  introduced  this  past  year,  that 
of  placing  a short  summary  of  each  article  at  the  beginning. 
1 his  corresponds  to  the  blurb  found  in  lay  publications  and 
from  the  responses  which  have  come  to  the  editor  seems 
to  be  appreciated,  especially  with  our  readers  who  find  their 
time  limited. 

One  special  number,  the  Convention  Issue,  appeared  early 
in  April  and  carried,  in  addition  to  the  complete  program 
of  the  annual  State  Society  meeting  and  the  programs  of 
the  annual  County  Association  meetings,  pictures  of  the 
speakers  at  the  State  meeting  and  of  the  Hamden  High 
School,  “An  Account  of  Old  Hamden  circa  1836,”  an  his- 
torical article  on  “Early  Days  of  the  New  Haven  Medical 
Association’’  by  one  of  our  members,  and  descriptive  article 
on  “Portraits  of  Doctor  Hezekiah  Beardsley  and  His 
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W'ife,  Elizabeth”  by  the  librarian  of  the  Yale  Medical 
Library. 

The  work  of  the  editor  has  been  increased  by  the  illness 
of  Dr.  Thoms,  the  literary  editor.  Dr.  Barker,  secretary  of 
the  Society,  has  kindly  assumed  some  of  the  responsibilities 
of  securing  manuscripts  and  has  written  many  of  the  edi- 
torials, making  the  work  of  the  editor  that  much  easier.  Dr. 
Pease  has  continued  to  carry  on  the  arduous  task  of  ab- 
stracting articles  from  our  exchange  journals  and  both  Drs. 
Brackett  and  Blumer  are  showing  an  increasing  interest  in 
supplying  material  for  The  Historian’s  Note  Book.  Dr. 
Clair  Rankin  has  been  of  valuable  assistance  in  keeping 
Progress  in  Clinical  Aledicine  supplied  with  material  and 
Dr.  Hugh  Caven  at  the  Institute  of  Living  has  generously 
furnished  editorial  assistance. 

Mrs.  Vivian  Feriola  has  continued  to  fill  her  role  as 
office  secretary  in  a most  satisfactory  manner,  attending  to 
the  many  details  of  advertising  contracts,  copy  and  billing, 
to  the  subscription  lists,  and  to  the  endless  correspondence 
which  is  involved  in  a busy  office.  She  continues  to  be  of 
invaluable  assistance  to  the  editor. 

^^’e  are  convinced  now  that  our  members  read  the  Jour- 
N.AL.  Many  comments  are  received  by  niail  and  by  word 
of  mouth  attesting  to  the  interest  found  in  some  part  of 
the  Journal.  All  this  makes  the  editor’s  life  more  satisfy- 
ing. 

Respectfully  submitted, 
Stanley  B.  M^eld 


REPORT  OF  THE  SUB-COMMITTEE  ON 
SCHOOL  HEALTH 


Charles  A.  iMurphy,  Chairman 


Ira  D.  Beebe,  D.D.S. 
Mr.  Finis  Engleman 
Joseph  L.  Hetzel 
Stanley  H.  Osborn 


I. eonard  Parente 

J.  Harold  Root,  Sr, 
James  H.  Root,  Jr. 
Charles  C.  Wilson 


This  Committee  was  organized  in  June  of  1952  as  a sub- 
committee of  the  Committee  on  Public  Health. 


Aleetings  have  been  held  each  month  since  its  organiza- 
tion. 

All  phases  of  school  health  have  been  discussed  during 
these  meetings.  At  a recent  Public  Health  meeting  approval 
was  obtained  of  the  Sub-Committee’s  plan  to  organize  a 
State  School  Health  Council  under  the  joint  sponsorship  of 
the  Departments  of  Health  and  Education.  The  first  meeting 
of  this  Council  occurred  in  February  of  this  year.  It  is 
anticipated  that  many  of  Connecticut’s  school  health  prob- 
lems may  be  discussed  and  policies  formulated  at  subsequent 
meetings  of  this  Council. 

Respectfully  submitted, 
Charles  A.  Murphy 


REPORT  OF  COMMITTEE  ON  PROFESSIONAL 
RELATIONS 

William  H.  MciMahon,  Chairman 

Albert  iM.  DeTora  Israel  S.  Otis 

Ralph  L.  Gilman  Frank  L.  Polito 

Harold  W.  Higgins  William  J.  Fate 

William  H.  Upson 

During  the  past  year,  four  cases  have  been  referred  to 
the  Committee  on  Professional  Relations.  The  complaints 
have  been  based  on  the  premise  of  over-charging  on  the 
part  of  the  attending  physician  or  complaints  of  service  or 
treatment. 

The  complaints  as  presented  were  completely  aired  at 
a hearing  in  which  the  complainant  was  asked  to  be  present 
to  personally  state  his  complaint.  It  is  the  policy  of  the 
committee  to  refuse  to  act  on  any  complaint  in  the  absence 
of  the  plaintiff. 

Case  No.  i. 

This  case,  from  Fairfield  County,  was  one  in  which  the 
complainant  accused  the  doctor  of  refusing  to  treat  a 
patient  whom  he  had  previously  examined.  The  charge  was 
not  brought  to  light  until  two  years  after  the  alleged  refusal 
of  the  doctor  to  respond  to  the  call.  The  physician’s  ex- 
planation was  heard  and  was  satisfactory  to  the  committee. 
The  complainant  did  not  appear  and  the  doctor  was  ex- 
onerated. 

Case  No.  2. 

This  case,  from  New  London  County,  was  a complaint 
of  an  excessive  fee.  Previous  to  the  charge  of  excessive 
fee,  the  executors  of  an  estate  had  already  made  a settle- 
ment of  the  claim  and  the  case  was  satisfactorily  closed. 
Following  the  settlement,  a third  party  brought  the  com- 
plaint of  overcharge.  The  complainant  was  invited  to  meet 
with  the  Professional  Relations  Committee,  an  invitation 
which  was  not  accepted.  The  defendant  physician  was 
present  and  after  hearing  his  testimony,  he  was  exonerated. 

Case  No.  3. 

This  case  from  New  London  County  resulted  from  the 
plaintiff’s  charge  that  burns  on  her  foot  were  improperly 
treated.  Her  claim  stated  that  as  a result  of  the  improper 
first  treatment  she  had  to  undergo  surgery.  This  woman  was 
present  at  the  hearing  of  our  committee.  Her  testimony 
was  of  a rambling  nature,  involving  several  physicians. 
After  a prolonged  hearing,  the  doctor  was  exonerated. 

Case  No.  4. 

This  case  from  New  Haven  County,  was  a charge  of 
excessive  fee.  Both  plaintiff  and  defendant  presented  testi- 
mony and  after  due  deliberation  of  the  committee  it  was 
decided  unanimously  that  the  physician’s  charges  were 
excessive  and  the  decision  of  the  New  Llaven  County 
Board  of  Censors  was  not  upheld.  Since  this  meeting,  the 
defending  physician  has  appealed  our  decision  to  the  Coun- 
cil for  review.  The  Council  approved  the  decision  of  this 
Committee. 

Respectfully  submitted, 
William  11.  McMahon 
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REPORT  OF  THE  COMMITTEE  ON 
POSTGRADUATE  EDUCATION 


REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HEALTH 


1 1 ugh  I > 

Biiss  B.  Clark 
Richard  B.  Klgosin 
Malcolm  i\I.  Ellist)n 
William  J.  Lahcy 


Dwyer,  Chairman 

Mar\in  Lillian 
Robert  (M.  Lowman 
Benjamin  E.  Lyons 
A.  Rocke  Robertson 


Charles  Russman 


The  activities  of  this  Committee  over  the  past  year  have 
been  limited  to  the  planning  of  the  annual  Connecticut 
Clinical  Congress,  as  in  the  recent  past.  The  program  for  the 
1953  Clinical  Congress  was  planned  and  executed  largely  by 
Drs.  Hugh  Dwyer,  Creighton  Barker,  and  Dean  Vernon  W. 
Lippard,  with  considerable  assistance  from  various  members 
of  the  State  Society  who  gave  helpful  suggestions  in  the  com- 
position of  the  program.  The  pattern  established  in  1952  was 
repeated,  and  all  of  the  sessions  were  held  at  the  Yale 
University  School  of  Medicine  and  the  New  Haven  Unit 
of  the  Grace-New  Haven  Community  Hospital.  The  Con- 
gress was  in  session  for  two  days,  and  the  plan  established 
the  previous  year  of  having  three  programs  going  forward 
simultaneously  in  the  Aledical  School  Amphitheaters  and 
Auditoria  was  followed.  The  Congress  had  a wide  appeal 
and,  despite  the  fact  that  the  more  popular  parts  of  the 
program  having  the  greatest  appeal  were  held  in  the  largest 
available  amphitheater,  there  was  overcrowding  on  several 
occasions.  Four  hundred  and  fourteen  members  of  the  Soci- 
ety registered  for  all  or  part  of  the  Congress  and  sixty-seven 
non-member  physicians  registered  as  well.  As  has  been  true 
in  the  past,  a large  number  of  medical  students,  interns, 
and  residents  as  well  as  a few  other  guests  attended  the 
clinical  sessions,  numbering  two  hundred  and  fifty-five,  for 
a total  registration  of  seven  hundred  and  thirty-six.  There 
was  a total  paid  registration  of  four  hundred  and  eighty- 
one.  The  figures  fell  a little  short  of  the  registration  on  the 
previous  year  and  again  a small  deficit  of  $297.55  resulted. 
Despite  this,  all  verbal  reports  received  by  the  members 
of  this  Committee  were  favorable  with  few  exceptions  and 
the  latter,  for  the  most  part,  had  to  do  with  over-crowding 
on  a few  occasions  in  the  largest  of  our  available  auditoria. 
The  success  of  a two-day  Clinical  Congress,  with  all  of  the 
sessions  held  in  the  Medical  School,  seems  to  have  been 
established  to  the  satisfaction  of  all.  Plans  are  now  begin- 
ning for  the  1954  Clinical  Congress  which  is  to  be  held 
on  September  14  and  15. 

In  recent  years  the  limitation  of  the  activities  of  this 
Committee  to  the  Clinical  Congress  has  led  to  infrequent 
participation  of  the  entire  Committee.  There  is  evidence  of 
a renewed  interest  in  widening  the  activities  of  this  Com- 
mittee in  the  field  of  Postgraduate  Education  beyond  that 
of  the  Clinical  Congress  alone,  and  is  seems  likely  that  the 
scope  of  the  actix  itics  this  Committee  should  and  will  in- 
crease, requiring  mere  active  participation  of  all  the  mem- 
bers. 


Respectfully  submitted, 

Hugh  L.  Dwyer 


Preston  N.  Barton,  Chairman 


Harold  A.  Bergendahl 
J.  I'klward  Canby 
George  H.  Carter 
Bernard  S.  Dignam 
! larry  S.  Frank 
John  N.  Gallivan 
Albert  S.  Gray 
Richard  J.  Hinchey 
Andrew  J.  Jackson 
John  F.  Kilgus 
Thomas  F.  V.  LaPorte 
Daniel  F.  Levy 


Milton  F.  Little 
J.  AVister  Meigs 
Philip  J.  Moorad 
Frank  T.  Oberg 
Andrew  AV.  Orlowski 
Israel  S.  Otis 
Harold  P.  Stetson 
Paul  AAk  A^estal 
Fllwood  C.  AAYise 
Harold  AV.  AA^ellington 
J.  Alfred  AVilson 
C.  Frederick  Wager 


During  the  past  year  the  Committee  on  Industrial  Health 
has  held  seven  meetings,  four  being  Executive  Board  meet- 
ings and  three  being  meetings  of  the  Full  Committee. 

In  the  Spring  of  1953,  the  Section  on  Occupational  Health 
of  Ahtle  L’^niversity,  Department  of  Public  Health,  jointly 
sponsored  with  this  Committee,  the  presentation  of  an  eight 
weeks’  course  in  Occupational  Aledicine  to  the  Litchfield 
County  Chapter  of  the  American  Academy  of  General 
Practice.  This  program,  which  was  well  received,  was  car- 
ried out  in  line  with  the  recommendations  of  the  Joint 
Committee  on  Education  of  the  American  Academy  of  Gen- 
eral Practice  and  the  Council  on  Industrial  Health  of  the 
American  Medical  Association.  Those  attending  received 
16  hours  post-graduate  credit  with  the  Academy.  It  is  the 
feeling  of  this  Committee  that  similar  programs,  in  other 
areas  of  the  state,  could  be  promoted  to  good  advantage 
to  the  physicians  who  may  have  some  part-time  or  on-call 
industrial  affiliations. 


Efforts  have  been  made  during  this  year  to  stimulate 
greater  activity  on  the  part  of  the  Committees  on  Industrial 
Health  of  the  County  Medical  Societies.  A letter  was  ad- 
dressed to  these  committees  in  September  indicating  that 
we  felt  if  county  committees  were  able  to  constructively 
promote  industrial  health  programs  in  industry,  it  would 
result  in  a general  improvement  in  all  matters  pertaining 
to  group  disability  insurance  administration,  including  the 
relationships  between  the  carriers  and  the  physicians.  It  is 
our  understanding  that  there  are  studies  and  discussions 
underway  in  some  of  the  counties  toward  a fuller  explora- 
tion of  this  general  subject  at  the  local  levels. 

On  September  23,  sponsored  jointly  by  the  Gaylord  Farm 
Sanatorium  and  this  Committee,  a Symposium  was  presented 
on  the  iAfodern  Trends  in  the  Management  of  Tuberculosis. 
Invitations  were  issued  to  all  members  of  the  Society  and 
this  meeting  was  well  attended. 

Ten  years  ago,  with  the  active  participation  of  this  Com- 
mittee, a program  was  introduced  at  Yale  University  School 
of  Medicine  in  Occupational  Health.  Funds  were  obtained 
principally  from  industry  which  have  carried  this  program 
to  the  present  date.  These  funds  are  now  exhausted.  Afuch 
of  the  activity  of  the  Committee  this  year  has  been  a co- 
operative endeavor  with  Yale  in  the  traditions  of  the  rela- 
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tionships  of  this  Society  and  the  University.  Although  much 
lias  been  accomplished  in  the  teaching  of  Occupational 
Medicine  and  Occupational  Health  at  Yale  over  the  last 
seven  years,  with  the  increasing  developments  in  the  field 
of  occupational  medicine  it  appears  that  in  the  future  a 
more  active  and  comprehensive  program  is  desirable.  With- 
out such  a program  of  teaching  in  the  medical  schools  of 
this  country,  it  is  doubtful  that  medicine  will  be  able  to 
meet  the  estimated  needs  and  demands  that  are  developing 
in  industry  for  industrial  medical  services.  Therefore,  an 
objective  of  this  Committee  has  been  to  work  with  the 
Dean  of  the  School  of  Medicine  and  the  Chairman  of  the 
Department  of  Public  Health  toward  outlining  a program 
of  teaching  and  services  which  would  have  reasonable  pros- 
pect of  fulfilling  the  needs  of  the  immediate  future.  The 
program  as  now  proposed  would  be  comparable  to  that 
which  is  now  offered  in  the  few  schools  of  medicine  in 
this  country  that  have  developed  comprehensive  facilities 
and  talents  in  this  area  of  medical  interest.  Wherever  mem- 
bers of  this  Society  can  give  active  assistance  in  the  fur- 
thering of  this  program,  it  is  our  opinion  that  they  will 
be  serving  medicine  in  general. 

During  the  past  year,  the  Chairman  of  the  Committee  on 
Industrial  Health  has  been  privileged  to  serve  on  the  com- 
mittee appointed  by  the  AMA  Council  on  Industrial  Health 
to  draw  up  an  outline  of  “Guiding  Principles  for  Physicians 
in  Industry.”  This  document  which  will  be  presented  to 
the  House  of  Delegates  of  the  AMA,  contains  much  of 
the  material  which  your  Society  acted  upon  favorably  at 
its  last  annual  meeting  when  it  adopted  the  Code  of  Ethics 
Relating  to  Occupational  Medicine  and  stands  as  another 
example  of  the  leadership  this  Society  has  held  over  the 
years.  It  may  be  of  interest  to  the  members  of  the  Society 
that  since  your  favorable  action  last  year  on  this  Code  of 
Ethics  Relating  to  Occupational  Medicine  there  has  been 
a notable  reduction  in  the  frequency  of  misunderstandings 
and  complaints  that  have  come  to  the  attention  of  the 
Committee.  There  is  no  question  but  what  its  use  and  ap- 
plication has  been  desirable  and  constructive. 

Respectfully  submitted, 

Preston  N.  Barton 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EDUCATION  AND  LICENSURE 

CONNECTICUT  MEDICAL  EXAMINING  BOARD 
FOR  THE  CALENDAR  YEAR  1953 

John  D.  Booth,  President 

John  B.  Bumstead  Louis  P.  Hastings 

C.  Louis  Fincke  Carl  E.  Johnson 

Creighton  Barker,  Secretary  to  the  Board 

The  Connecticut  Medical  Examining  Board  is  the  Soci- 
ety’s Committee  on  Medical  Education  and  Licensure  and 
this  report  of  the  Committee  is  the  official  report  of  the 
Medical  Examining  Board. 

The  Board  lost  a valued  member  and  the  committee 
also  when  Dr.  Wilmot  C.  Townsend  died  on  May 
eleventh.  Dr.  Townsend  was  first  appointed  to  the  Board 


on  January  i,  1947  and  during  his  years  of  service  contrib- 
uted richly  through  his  judgment  and  understanding  of  high 
professional  qualification.  On  recommendation  by  the  Presi- 
dent of  this  Society,  according  to  law.  Governor  Lodge 
appointed  Dr.  C.  Louis  Fincke  to  succeed  Dr.  Townsend. 

The  Board  has  had  six  regular  meetings  during  1953  as 
required  by  the  Medical  Practice  Act  and  three  special 
meetings.  Charges  against  one  Connecticut  physician  were 
brought  by  the  State  Department  of  Health  and  the  Board 
held  hearings  in  this  case. 

The  rapidly  increasing  number  of  foreign  physicians 
coming  to  America  and  Americans  who  are  graduates  of 
foreign  medical  schools  present  a problem  to  all  state  med- 
ical examining  boards.  Some  of  them  answer  by  simply 
declining  to  admit  any  graduates  of  schools  outside  of  the 
United  States.  This  is  not  the  policy  in  Connecticut,  and 
located  as  it  is  on  the  prosperous  eastern  seaboard  and  ad- 
jacent to  the  greatest  port  of  entry,  it  is  to  be  expected 
that  many  of  these  physicians  from  foreign  lands  would  wish 
to  come  here.  Currently,  the  Board  receives  about  twenty- 
five  inquiries  each  month  from  foreign  medical  graduates 
which  is  approximately  one-half  as  many  inquiries  as  are 
received  from  graduates  of  American  medical  schools. 
There  are  many  pressures  exerted  on  the  Board  to  liberalize 
its  regulations  concerning  foreign  graduates,  even  though 
Connecticut  is  recognized  as  being  among  the  more  liberal 
states.  It  has  lately  been  said  by  Willard  Rappleye,  Dean 
of  Aledicine  at  Columbia  University,  that  “a  double  stand- 
ard of  medical  qualifications  is  rapidly  developing  in  this 
country,  on  the  one  hand,  is  the  high  standard  set  by  Amer- 
ican medical  education-,  and  on  the  other,  the  uncertain 
quality  of  foreign  training.”  He  likens  it  to  the  circum- 
stances that  prevailed  here  fifty  years  ago  when  there  was 
a large  number  of  inferior  proprietary  medical  schools 
turning  out  incompletely  trained  physicians.  Connecticut 
must  face  this  problem  fairly  and  clearly  and  not  awaken 
twenty  to  twenty-five  years  from  now  in  the  realization 
that  the  quality  of  medical  service  has  deteriorated. 

Two  hundred  and  seventy-three  persons  were  certified 
as  eligible  for  licensure.  The  methods  of  obtaining  such 
certifications  were  as  follows:  one  hundred  and  eighty-three 
presented  certificates  issued  by  the  National  Board  of  Med- 
ical Examiners;  sixty-one  presented  acceptable  licenses  is- 
sued by  twenty-four  states  and  twenty-nine  were  certified 
on  the  basis  of  written  examinations.  Forty-two  individuals 
took  the  licensing  examinations  fifty-five  times.  Twenty- 
seven  of  these  candidates  were  successful  and  twenty-eight 
of  the  fifty-five  examinations  were  failed. 

The  stares  represented  by  the  presentation  of  credentials 
were:  New  York  15;  Maryland  6;  Massachusetts  4;  Califor- 
nia 3;  Pennsylvania  3;  Virginia  3;  Georgia  2;  Kentucky  2 
Alaine  2;  Alichigan  2;  Minnesota  2;  Ohio  2;  Tennessee  2; 
Texas  2;  District  of  Columbia,  Florida,  Illinois,  Iowa,  Louis- 
iana, Alissouri,  New  Hampshire,  New  Jersey,  South  Caro- 
lina and  ATrmont  one  each. 

Three  of  the  failures  were  graduates  of  three  American 
Aledical  schools.  Twenty-eight  of  the  42  candidates,  gradu- 
ates of  18  medical  schools  located  out-side  of  the  United 
States  and  Canada,  took  the  examinations  4t  times.  Of  these 
28  candidates,  i6  finally  passed,  a failure  rate  of  43%.  The 
schools  represented  and  the  number  of  candidates  from  each 
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were:  Albert  Ludwigs  University,  Freiburg  (i);  Georg 
August  University,  Gottingen  (i);  University  of  Rome, 
Italy  (i);  University  of  Naples,  Italy  ( i ) •,  University  of 
Oslo,  Norway  ( i ) ; University  of  Amsterdam,  Nether- 
lands (2);  University  of  Budapest,  Hungary  (6);  Univer- 
sity of  Glasgow  (1);  Christian  Albreclits  University,  Kiel 
(i);  American  University  of  Beirut  (2);  University  of 
Habana  (1);  University  of  Lausanne,  Switzerland  (2); 
University  of  Vienna  (2);  University  of  Geneva  (i);  Uni- 
versity of  Paris  (i);  Charles  University,  Prague  (2);  Hsiang 
Ya,  China  (1);  Karl  Franzens  University,  Graz,  Austria 

(i). 

The  schools  that  provided  the  greater  number  of  gradu- 
ates during  1953  were: 


Yale  

...22 

Vermont  

8 

New  York  Medical... 

...2  1 

Hopkins  

7 

New  York  University..  16 

Temple  

6 

Harvard  

...14 

Georgetown  

5 

Tufts  

...13 

Pennsylvania  

5 

Columbia  

...I  I 

Albany  

4 

Cornell  

...  I I 

Buffalo  

4 

Long  Island  

...  9 

Rochester  

4 

Boston  University  ... 

...  8 

Vienna  

4 

Forty-five  other  schools  were  presented  by  three  or  less. 

Connecticut  law  allows  a registered  osteopath  to  appear 
before  the  Medical  Examining  Board  and  take  the  examina- 
tions in  medicine  and/or  surgery;  and  if  successful  in  either 
or  both,  he  is  given  a full  license  to  practice  medicine 
and/or  surgery  in  addition  to  osteopathy.  Three  osteopaths 
availed  themselves  of  this  privilege.  Three  took  the  exam- 
inations in  medicine  and  none  were  successful;  one  took 
the  examination  in  surgery  and  was  successful. 

The  General  Statutes  of  Connecticut,  supplemented  by 
an  interpretation  by  the  Attorney  General,  have  for  years 
provided  that  only  physicians  eligible  for  a license  to  prac- 
tice in  this  State  to  serve  as  interns  or  residents  in  Con- 
necticut hospitals.  The  law  did  not  require  that  these  house 
staflF  members  in  fact  be  licensed,  but  they  had  to  be  eligible 
for  licensure.  This  provision  came  into  the  Connecticut  law 
during  the  days  of  sub-standard  medical  schools  and  when 
there  were  enough  medical  graduates  to  satisfy  the  demand 
for  interns.  The  circumstances  are  different  now.  There  are 
twice  as  many  internships  available  each  year  than  there 
are  medical  graduates  and  many  hospitals  have  found 
themselves  without  any  house  staff,  or  at  least  limited  in 
numbers,  and  hospitals  in  Connecticut  are  no  exception  to 
this;  and  many  of  them  wish  to  recruit  interns  from  the 
great  pool  of  foreign  graduates.  There  was  criticism  of  the 
restrictions  in  the  Connecticut  law  from  some  sources  and 
the  Board  found  itself  in  the  unhappy  position  of  being 
accused  of  keeping  hospitals  from  obtaining  interns.  A solu- 
tion to  the  dilemma  was  sought  and  finally,  and  it  appears 
wise,  an  amendment  to  the  Medical  Practice  Act  was  pro- 
posed which  would  allow  the  Connecticut  Medical  Exam- 
ining Board  to  issue  Educational  Permits  to  physicians  in- 
eligible for  licensure,  to  extend  their  education  by  internship 
and  residency  in  Connecticut  hospitals.  This  law  was  passed 
by  the  1953  General  Assembly  and  it  is  Section  1657c  of 
the  General  Statutes.  It  became  effective  on  May  21,  1953, 
and  since  that  time  fifty-two  permits  have  been  issued.  It 
is  too  soon  to  state  just  what  the  experience  will  be,  but  so 


far,  it  appears  to  have  been  successful.  Two  things  have 
been  accomplished,  the  physicians  who  have  received  these 
permits  have  been  given  the  opportunity  to  take  advantage 
of  the  educational  programs  offered  in  Connecticut  hos- 
pitals and  there  are  fifty  or  more  interns  and  residents  in 
Connecticut  hospitals  than  there  would  have  been  if  the 
law  had  not  been  changed.  This  must  be  helpful  to  hospitals 
that  have  had  difficulties  in  obtaining  interns.  Currently, 
approximately  fifty  percent  of  the  interns  and  the  residents 
in  Connecticut  are  graduates  of  medical  schools  outside  the 
United  States. 

Respectfully  submitted, 
John  D.  Booth 


REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  HEALTH 

Robert  R.  Keeney,  Ir.,  Cbair??ian 


Clement  F.  Batelli 
John  W.  Buckley 
Henry  Bunting 
Alfred  L.  Burgdorf 
Francis  H.  Burke 
Clair  B.  Crampton 
Frederick  W.  Goodrich 
William  S.  Maurer 


Clifford  Josepli 
Charles  A.  Alurphy 
Luther  K.  Musselman 
J.  Harold  Root 
Fidward  T.  Wakeman 
William  A.  Wilson 
F.  Lee  Mickle — 

Associate  Member 


The  meetings  of  the  Committee  were  held  monthly  and 
the  attendance  was  good  and  many  interesting  problems 
were  discussed  during  the  course  of  the  year.  During  the 
year  several  members  of  the  Committee  resigned  and  new 
members  were  reappointed  to  take  their  places.  Late  in  the 
course  of  this  year.  Dr.  Hubert  of  Torrington  died  and 
the  Committee  expressed  their  regrets  at  this  unfortunate 
occasion  to  the  family  and  remembers  only  too  well  the 
important  work  and  the  important  contributions  made  to 
this  Committee  by  Dr.  Hubert  in  the  past. 

Several  committee  reports  were  made  by  Dr.  Murphy  j* 
who  is  the  Chairman  of  the  Committee  on  school  health. 
This  Committee  functioned  very  actively  during  the  year  ' 
and  finally  brought  in  a recommendation  of  a Connecticut  1 
Advisory  Council  on  school  health.  j 

A sum  of  $250  was  allocated  to  the  sub-committee  on  j 
laboratory  studies  to  continue  work  in  this  field  in  the  1 
coming  year.  i 

The  Committee  recommended  the  approval  of  the  plan  j 
for  distribution  of  gamma  globulin  for  use  in  poliomyelitis,  j 
nephrosis  and  measles  in  the  first  trimester  of  pregnancy  ; 
and  for  infectious  hepatitis.  This  program  was  used  thru-  j 
out  the  ensuing  year  and  very  little  difficulty  was  encoun-  | 
tered  with  distribution  of  the  gamma  globulin.  | 

The  Committee,  also,  studied  and  revised  “Suggested  ' 
Standing  Orders  and  Policies  for  Public  Health  Nurses.”  | 
This  booklet  was  first  put  out  in  1948  and  after  considerable  I 
study  and  discussion,  many  revisions  were  made  in  the  , 
outlines  and  a completely  new  book  brought  out  which  will  1 
be  distributed  by  the  Connecticut  State  Department  of  j 
Health  early  in  1954.  , 

Drs.  Wakeman  and  Batelli  functioned  as  the  sub-commit-  • 
tee  on  First  Aid  and  made  many  important  contributions  in  ' 
this  field  and  worked  in  close  conjunction  with  the  State  | 
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Medical  Society,  The  \\'omcn’s  Auxiliary  and  the  State 
Department  of  Health.  .Many  new  pamphlets  and  posters 
were  brought  out  during  the  course  of  the  year.  This  Com- 
mittee also  functioned  in  presenting  a pamphlet,  “Home 
Accident  Prevention — A Guide  for  Health  Workers.” 
The  sub-committee  and  the  Committee  on  Public  Health 
has  recommended  that  the  matter  of  home  accidents  and 
accident  prevention  become  a matter  of  vital  interest  to 
et  erv  physician  in  the  Connecticut  Alcdical  Society  and  it 
is  hoped  that  further  emphasis  along  these  lines  in  accident 
prevention  may  bring  out  a well  coordinated  program  in 
this  field  in  the  near  future. 

Dr.  AVilson  brought  up  the  question  of  “Voluntary 
Euthanasia  Society  of  Conn.”  The  Committee  requested  the 
Society  to  send  the  physician  of  their  group  to  talk  with 
us  but  this  was  not  done  and  the  Committee  did  not  go 
into  this  problem  at  all  during  its  meetings  this  year. 

The  leaflet  “A  Daily  Food  Diet  for  Expectant  Adothers,” 
which  was  prepared  with  the  approval  of  the  Committee 
on  Public  Health  of  the  Connecticut  State  Medical  Society, 
1948  was  revised  in  1953  with  many  new  suggestions  and 
changes.  The  new,  revised  “A  Daily  Food  Diet  for  Expect- 
ant A'lothers”  was  approved  by  the  council  later  this  year. 

The  Committee  on  Public  Health  recommended  approval 
of  all  the  recommendations  made  by  the  Committee  to 
Study  Adaternal  Adortality  and  Adorbidity  concerning  classi- 
fication of  a “Separate  Unit”  as  found  in  the  Sanitary  Code 
Regulation  200B.  Section  A,  Section  B,  Section  E-2.  Sec- 
tion A was  changed  as  follows:  “Any  complication  of  preg- 
nancy (including  pyelitis  of  pregnancy)  regardless  of  dura- 
tion of  pregnancy,  may  best  be  admitted  to  the  obstetrical 
unit  unless  considered  infected  or  potentially  infectious. 
Only  patients  who  are  pregnant  shall  be  admitted  to  the 
obstetrical  unit.  Incomplete  abortion  shall  be  considered 
potentially  infected  and  are  not  to  be  admitted  to  the 
obstetrical  unit.  When  a second  condition,  unrelated  to  the 
pregnancy  itself  exists,  the  decision  as  to  ultimate  disposition 
should  rest  with  the  Chief  of  Obstetrics  and  the  Chief  of 
the  other  service  involved  or  their  respecive  representa- 
tives.” Section  B of  this  recommendation  was,  after  lengthy 
discussion,  finally  agreed  to  as  follows: — Section  (e)  (2) 
A Separate  Unit — “To  insure  the  complete  segregation  of 
the  maternity  patients  and  newborn  infants  from  other 
types  of  patients,  a maternity  hospital  operated  as  part 
of  a general  hospital  must  be  in  a separate  unit  of  the  gen- 
eral hospital.  Special  provision  shall  be  made  to  segregate 
the  unit  operationally  to  prevent  the  introduction  of  infec- 
tion from  other  parts  of  the  hospital  and  from  the  outside. 
It  must  have  complete  facilities  for  the  care  of  maternity 
patients  and  newborn  infants  within  the  unit  and  either  have 
its  own  separate  sterilization  equipment  and  sterile  supplies 
or  be  furnished  with  sterile  supplies  from  a central  steril- 
izing room.” 

The  Committee  recommended  to  the  council  that  the 
State  Department  of  Health  be  given  permission  to  par- 
ticipate with  the  National  Foundation  for  Poliomyelitis  in 
mass  vaccination  against  poliomyelitis.  This  biggest  experi- 
ment in  U.S.  Aledical  History  will  take  place  during  the 
next  few  months,  when,  at  least  500,000  children  will  be 
injected  with  a vaccine  against  poliomyelitis  and  will  con- 
tinue into  June.  Then,  local  medical  teams  under  the  Na- 


tional Foundation  for  Infantile  Paralysis  and  the  State  De- 
partments of  Health  will  wait  and  watch  as  the  annual 
curve  of  polio  begins  to  climb,  slowly  in  June,  higher  in 
July,  highest  in  August  and  September,  then  falls  again 
with  cool  weather.  Comparing  the  amount  of  polio  among 
the  inoculated  children  with  that  among  the  uninoculated 
ones,  a committee  of  leading  scientists  will  be  able  to  judge 
the  vaccine’s  elTectiveness.  In  theory  it  should  produce 
immunity  against  polio  in  most  or  all  of  the  inoculated  chil- 
dren. The  expectation  is  that  it  will  produce,  at  least,  some. 
Conceivably,  it  may  produce  none. 

The  Chairman  of  this  Committee  wishes  to  thank  all 
members  of  the  Committee  for  their  willingness  to  work 
and  their  participation  in  all  of  the  problems  taken  up  this 
past  year.  It  has  been  a privilege  for  me  to  be  a member 
of  this  Committee. 

Respectfully  submitted, 
Robert  R.  Keeney,  Jr. 


CRIPPLED  CHILDREN  TECHNICAL  MEDICAL 
ADVISORY  COMMITTEE 


Edward  T.  AA^akeman,  Chairvian 


Norton  Canfield 
Burr  H.  Curtis 
David  Gaberman 
Denis  S.  O’Connor 


Edward  J.  Ottenheimer 
AVilliam  AI.  Shepard 
Robert  P.  Rogers 
C.  Norton  AA-^arner,  Jr. 
Herman  Yannet 


This  is  a subcommittee  of  the  Committee  on  Public 
Health  of  the  Connecticut  State  Aledical  Society. 

Two  meetings  were  held  in  1953,  one  April  6 and  one 
November  24. 


I.  At  the  April  6 meeting  the  committee  considered  the 
appointment  of  orthopedic  surgeons  to  replace  Dr.  Charles 
Goff,  consultant  to  the  Norwich  clinic  for  4 years  and 
Dr.  Alaurice  Pike,  consultant  to  the  Torrington  clinic  for 
12  years.  These  two  men  have  given  valuable  services  tn 
crippled  children  over  these  years.  It  was  with  regret  that 
both  surgeons  resigned  due  to  pressure  of  other  work. 

The  committee  recommended  that  Dr.  Edward  Crosby 
be  appointed  consultant  to  the  Norwich  clinic  and  Dr. 
Victor  Conforti  to  the  Torrington  clinic.  The  committee 
suggested  a letter  of  appreciation  be  sent  to  Dr.  Pike  and 
Dr."  Goff. 


Other  consultants  to  the  division  of  crippled  children  were 
reappointed  for  the  year  beginning  July  1,  1953. 

2.  The  committee  reviewed  the  survey  “Connecticut 
People  and  Their  Hearing.  A Survey  and  Study”  which 
was  prepared  for  the  Committee  on  Conservation  of  Hear- 
ing of  the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology. The  recommendations  of  the  survey  were 
related  to  the  hearing  conservation  program  conducted  by 
the  Division  of  Crippled  Children.  It  was  recommended  that 
additional  funds  could  be  used  in  those  areas  where  clinic 
facilities  are  available.  If  not  available,  they  might  be  es- 
tablished if  possible.  Areas  suggested  to  extend  the  hearing 
services  are  southwestern  and  northeastern  Connecticut.  At 
the  time  this  meeting  was  held  services  were  available  pri- 
marily in  northern  Connecticut  through  the  hearing  con- 
servation clinic  in  Hartford. 
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Children  who  have  hearing  loss,  cleft  palate,  are  eligible 
for  speech  services.  Children  with  so-called  functional 
speecli  defects  are  not  because  the  speech  therapists  are  too 
busy  with  the  other  types.  It  has  been  found  on  several 
occasions  that  some  of  tliese  children  with  so-called  func- 
ticmal  speech  defects  liad  severe  hearing  loss.  In  order  that 
sucli  children  not  be  missed,  it  was  recommended  that  every 
child  with  speech  defect  who  is  referred  should  have  a 
hearing  test  to  determine  whether  the  defective  speech  is 
due  to  loss  of  hearing. 

4.  It  was  reported  to  the  technical  medical  advisory  com- 
mittee that  the  Committee  on  Public  Health  at  its  March 
meeting  had  approved  the  inclusion  of  nephrosis  under  the 
state  crippled  children  program.  It  was  also  reported  at 
the  meeting  that  the  crippled  children  law,  as  it  now  stands, 
would  not  have  to  be  amended  to  include  nephrosis  since 
it  is  a permissive  law. 

At  the  November  24  meeting  these  items  were  discussed: 

1 . It  was  with  regret  that  the  committee  learned  that 
Dr.  Edward  Crosby  who  had  been  appointed  consultant 
to  the  Norwich  clinic  in  May  had  died  in  September.  The 
committee  recommended  that  Ur.  Andrew  Thomas  of  Man- 
chester be  appointed  to  replace  Dr.  Crosby. 

llie  committee  suggested  that  a letter  of  sympathy  be 
sent  to  Mrs.  Crosby  expressing  our  deep  sense  of  loss  and 
our  appreciation  of  his  devoted  services  to  crippled  children. 
The  committee  also  expressed  appreciation  to  Dr.  Goff  for 
filling  in  at  the  Norwich  clinic  until  Dr.  Crosby’s  successor 
could  be  appointed. 

2.  The  subject  of  aphasia  was  discussed.  It  was  recom- 
mended that  children  with  aphasia  who  can  be  rehabilitated 
be  accepted  on  the  crippled  children  program.  Wherever 
possible  the  speech  therapists  in  public  schools  and  private 
speech  teachers  would  be  utilized  and  where  facilities  are 
not  available  they  will  be  treated  by  the  speech  therapists 
on  the  staff  of  the  division  of  crippled  children. 

3.  Due  to  the  interest  of  the  Connecticut  Chapter  of  the 
National  Elemophilia  Foundation  the  subject  of  hemophilia 
was  discussed.  Children  with  hemophilia  are  accepted  for 
care  under  the  state  crippled  children  program  when  they 
have  orthopedic  complications,  but  not  during  an  acute 
bleeding  episode.  The  committee  recognizes  that  the  pre- 
\ entinn  of  crippling  conditions  is  a function  of  the  crippled 
children  program  and  therefore  the  prevention  of  crippling 
from  hemophilia. 

I he  committee  recommended  that  those  children  who 
cannot  otherwise  be  provided  hospital  care  for  dangerous 
bleeding  should  be  assisted  by  the  division  of  crippled  chil- 
dren. However,  such  a program  would  take  funds  away 
from  the  existing  crippled  children  activities.  When  addi- 
tional funds  are  available,  services  to  children  with  hemo- 
philia, as  noted,  can  be  provided. 

It  was  pointed  out  that  perhaps  some  physicians  do  not 
know  about  the  use  of  fresh,  frozen  plasma  or  about  the 
seven  depots  from  which  plasma  can  be  obtained.  It  was 
thought  advisable  to  carry  on  an  educational  program  for 
physicians  on  the  subject  of  hemophilia  as  it  is  now  being 
done  on  nephrosis. 


4.  The  subject  of  muscular  dystrophy  was  discussed, 
particularly  from  the  point  of  \iew  of  \ahie  of  follow-up 
care  of  these  patients  who  represent  a group  of  patients 
with  chronic  or  handicapping  ailments  even  though  the 
outcome  may  be  fatal.  Various  members  of  the  committee 
stated  that  much  can  be  done  for  children  with  muscular 
dystrophy,  both  from  the  phvsicial  point  of  view  as  well 
as  the  educational  and  social. 

It  is  believed  that  children  can  be  kept  ambulatory  longer 
and  of  more  use  to  themselves  for  a longer  period  of  time 
when  they  receive  physical  therapy  and  other  methods 
of  orthopedic  treatment.  The  value  of  support  given  to  the 
families  and  the  children  by  physicians  and  allied  health 
workers  was  emphasized.  This  support  is  primarily  in  the 
nature  of  advice  to  parents  and  a showing  of  interest.  Most 
of  the  physical  therapy  treatments  can  be  given  by  the  fam- 
ily with  periodic  supervision  by  a therapist. 

There  was  some  comment  as  to  the  value  of  carrying  on 
an  educational  program  for  physicians  on  muscular  dys- 
trophy similar  to  that  on  nephrosis. 

There  was  some  discussion  on  the  need  for  coordination 
of  the  activities  of  the  various  voluntary  and  official  agen- 
cies in  the  field  of  the  handicapped. 

5.  Nephrosis.  The  committee  on  public  health  of  the 
state  medical  society  had  approved,  in  March,  of  nephrosis 
being  a crippling  condition.  See  above.  The  legislature  ap- 
propriated $12,000  for  the  biennium  beginning  July  i,  1953. 

A plan  was  developed  for  a nephrosis  program  embodying 
these  main  services:  Consultation  to  physicians;  hospital 
care  (this  is  limited  to  $265  per  patient  per  year  because  of 
the  limited  funds),  post-graduate  education  of  physicians 
and  other  professional  personnel. 

Several  problems  were  reported  at  this  meeting  primarily 
concerned  with  the  cost  to  parents  of  cortisone  and  ACTH 
which  was  not  being  provided  under  the  program. 

Discussion  brought  out  the  principle  that,  whenever  pos- 
sible, funds  for  expensive  drugs  such  as  cortisone  should  | 
be  provided  by  outside  effort  in  order  to  conserve  the  re-  ' 
sources  of  the  division  of  crippled  children  for  programs  j 
already  in  operation. 

It  was  recommended  that  the  present  plan  of  services  be  1 
continued  for  about  a year  before  any  major  changes  arc  ; 
made  in  the  plan.  ! 

It  is  interesting  to  note  that  seven  talks  were  given  as  ! 
of  February  15  by  Dr.  Daniel  Darrow  and  Dr.  Robert  ' 
Cooke;  requested  by  the  staffs  of  several  hospitals  as  fol-  • 
lows:  Danbury  Hospital;  Lawrence  & Memorial  Hospital,  ! 
New  London;  St.  Francis  Hospital,  Hartford;  Stamford  : 
Hospital;  Hartford  Hospital;  and  St.  Raphael’s  Hospital,  j 
New  Haven.  j 

The  total  average  attendance  was  about  30.  i 

6.  The  committee  reviewed  the  epilepsy  training  program  , 
for  physicians  that  is  being  planned  in  conjunction  with  the  | 
St.  Francis  Hospital.  The  committee  expressed  that  the  plan  ; 
of  training  of  physicians  was  a worth  while  approach  in  the 
handling  of  epilepsy. 

Respectfully  submitted, 

Edward  T.  Wakeman  : 


ANNUAL  R E P O R 1 S 
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REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  RELATIONS 

W'illiam  G.  H.  Dobbs,  Chairman 

Harold  A.  Bergendahl  Harry  C.  Knight 

James  C.  Canniff  John  O’L.  Nolan 

/Morris  A.  Hankin  James  H.  Root 

Alfred  J.  Sette 

Activities  under  the  direction  of  the  committee  have  been 
more  closely  coordinated  during  the  past  year  to  serve  the 
requirements  of  growing  local  programs. 

Information  concerning  the  activities  of  medical  associa- 
tions in  all  parts  of  the  country  has  been  assembled  in 
service  kits  and  these  are  being  increasingly  used  by  county 
and  local  committees  in  expanding  their  programs.  The 
committee  also  has  sponsored  field  meetings  in  several  coun- 
ties to  aid  in  program  development  and  similar  meetings 
are  being  planned  in  other  counties. 

In  these  and  other  ways,  information  concerning  the  ex- 
periences of  medical  associations  is  being  made  available  for 
planning  at  county  and  local  levels.  This  fund  of  informa- 
tive material  has  also  proved  of  value  in  w'orking  with 
allied  groups  interested  in  community  projects. 

Activities  are  divided  into  five  major  fields,  as  follows: 
(i)  Community  Services — emergency  call  plans,  medical 
forums,  training  of  medical  secretaries,  local  information 
programs  and  other  activities;  (2)  Communications — press, 
radio  and  television;  (3)  Publications — publication  and  dis- 
tribution of  pamphlets  and  other  printed  material;  (4)  E.x- 
hibits — preparation  of  exhibits  for  fairs,  meetings  and  other 
events;  (5)  Physician  Information — collection  and  distri- 
bution of  information  having  special  interest  for  physicians. 

The  committee  also  has  devoted  considerable  time  to 
coordinating  activities  with  national  programs  developed 
by  the  American  Medical  Association  and  the  American 
Medical  Education  Foundation.  Actions  initiated  in  behalf 
of  the  Foundation’s  campaign  to  aid  the  medical  schools 
have  been  too  numerous  to  elaborate  here  and  therefore 
are  set  forth  in  a separate  report.  One  of  the  major  AMA 
projects  in  which  the  committee  has  been  active  com- 
prises the  “/March  of  /Medicine”  series  of  nation-wide  tele- 
vision reports  on  medical  progress.  The  purpose  has  been 
to  build  as  large  a Connecticut  audience  as  possible  for 
these  progranrs,  which  have  won  a leading  place  in  tele- 
vision. 

Space  does  not  permit  complete  outlining  of  all  activities 
and  therefore  principal  projects  are  briefly  listed  as  follows: 

Conmiimity  Service  Exhibit — A special  exhibit  portraying 
the  growth  of  emergency  medical  call  plans  in  Connecticut. 
Nine  feet  wide  by  seven  feet  high,  the  exhibit  is  designed 
for  hospital  lobbies,  public  libraries  and  municipal  or  other 
public  buildings. 

Exhibits  at  Country  Fairs — Three  of  these  exhibits  were 
constructed  for  display  at  eight  fairs  in  several  sections  of 
the  state  last  fall.  Sponsored  by  the  Society’s  Committee 
on  Rural  Health,  the  exhibits  featured  the  growth  of  Con- 
necticut Medical  Service  and  medical  association  community 
service  programs.  Members  of  state  and  county  public 


relations  committees  of  the  Woman’s  Auxiliary  directed 
the  exhibits. 

T elevision  Projects — The  potentials  of  television  have  been 
further  studied  and  the  committee  is  participating  in  the 
activities  of  the  recently  organized  Connecticut  TV  Com- 
mittee for  Health  Education.  Leading  state-wide  organiza- 
tions are  represented  on  this  committee  and  plans  are  now 
being  considered  for  a series  of  15-minute  health  education 
programs. 

Our  committee  is  also  considering  sponsorship  of  a series 
of  five-minute  programs  if  suitable  public  service  time  can 
be  arranged  and  if  costs  do  not  prove  excessive. 

Training  of  Medical  Secretaries — In  cooperation  with  the 
Public  Relations  Committee  of  the  New  Haven  County 
Adcdical  Association,  plans  were  devoloped  for  a compre- 
hensive two-year  course  at  Quinnipiac  College,  Hamden, 
for  students  desiring  to  become  medical  secretaries.  An  ad- 
visory committee  of  the  medical  association  cooperates  with 
the  college  faculty  in  directing  the  course. 

Field  Meetings — Several  field  meetings  ha\e  been  con- 
ducted to  assist  local  associations  in  developing  community 
services  and  other  activities.  One  of  these,  a press-radif) 
conference  held  in  Litchfield  County  has  attracted  the  inter- 
est of  other  associations  and  several  more  conferences  of 
this  type  arc  being  planned. 

Press,  Radio  and  Other  Releases — News  of  the  activities 
of  the  Society  and  component  associations  was  disseminated 
through  news  and  radio  channels  during  the  year  and  a 
number  of  special  articles  were  written  for  professional 
journals  and  newsletters. 

Publications  and  Reprints — A new  pamphlet  has  been 
published  concerning  the  growth  and  operation  of  emer- 
gency medical  call  plans.  Primarily  intended  for  distribution 
in  connection  with  the  exhibit  on  these  plans,  the  pamphlet 
also  is  available  for  general  distribution.  Revision  of  several 
similar  service  leaflets  also  have  been  published. 

Publications  and  reprints  of  the  American  Medical  Asso- 
ciation and  other  organizations  have  been  distributed  in 
increased  numbers  to  physicians,  teachers,  medical  secre- 
taries and  community  leaders. 

To  make  these  publications  readily  available  for  physi- 
cians and  others  who  visit  the  Society’s  headquarters,  a dis- 
tribution rack  has  been  installed  in  a central  location. 

First  Aid  Chart — A First-Aid  Chart  for  home  use  is  now 
in  process  of  publication  and  will  be  distributed  under 
direction  of  the  Woman’s  Auxiliary  as  a feature  of  exhibits 
at  country  fairs  next  fall. 

Its  publication  was  proposed  by  the  Public  Relations 
Committee  of  the  Auxiliary  and  instructive  material  has 
been  prepared  by  the  Society’s  Committee  on  Public  Flealth. 

In  addition  to  distributing  the  chart,  the  Auxiliary  has 
ofiFered  to  share  costs  of  the  project. 

^'Today's  Health" — The  committee  has  directed  special  ef- 
forts toward  encouraging  wider  use  of  “Today’s  Health,” 
popular  health  magazine  published  by  the  American  Alcdical 
Association.  Subscriptions  arc  spon.sorcd  by  the  AAMman’s 
.Auxiliary  and  the  committee  has  cooperated  by  publishing 
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information  concerning  the  magazine  in  the  Connecticut 
State  Medical  Journal  and  preparing  exhibits  for  medical 
meetings  and  other  events. 

Newspaper  Health  Column — Titled  “Your  Health,”  this 
weekly  column  was  written  for  Connecticut’s  55  weekly 
newspapers  throughout  the  year.  It  is  published  regularly 
in  a number  of  these  papers  and  in  others  as  space  permits. 

Connecticut  State  Medical  Journal — An  increased  number 
of  special  articles  were  written  for  the  Connecticut  State 
Medical  Jottrnal.  A section  on  public  relations  activities 
and  a special  page  for  AiVIEF  and  other  projects  were  also 
written  for  each  issue  of  the  Journal. 

As  mentioned  in  the  first  part  of  this  report,  increasing 
acti\  ities  at  community  levels  requires  increasing  services 
at  state  and  national  levels.  Similar  progress  is  reported 
in  other  parts  of  the  country  and  is  highly  encouraging.  It 
not  only  means  tliat  worthwhile  projects  are  taking  firm 
root  at  local  levels,  but  that  medical  associations  in  hun- 
dreds of  communities  are  gaining  experiences  tliat  are  being 
regularly  recorded  and  studied  for  use  by  all  associations 
in  planning  their  programs. 

In  Connecticut,  the  development  of  emergency  medical 
call  plans  has  led  all  other  community  services  and  these 
plans  are  now  operating  in  17  princij)al  areas.  Other  pro- 
jects which  show  favorable  progress  comprise  improvement 
of  relations  with  press,  radio  and  community  groups,  spon- 
sorship of  medical  forums  for  community  residents,  par- 
ticipation in  community  activities  and  the  strengthening  of 
information  programs  concerning  medical  association  serv- 
ices and  activities. 

In  developing  these  and  other  programs,  the  committee 
stands  ready  to  counsel  or  assist  in  every  possible  way.  The 
sincere  apperciation  of  the  committee  is  extended  to  asso- 
ciation officers,  committee  members  and  all  other  physicians 
who  are  contributing  to  the  Connecticut  program. 

Respectfully  submitted, 
William  G.  H.  Dobbs 


REPORT  OF  THE  CONNECTICUT  HEALTH 
LEAGUE 

Luther  K.  Musselman,  Chairman 

John  W.  Buckley  Wilson  F.  Smith 

At  the  annual  meeting  of  the  Connecticut  Health  League, 
which  was  held  in  New  Haven,  on  January  13,  there  was 
a panel  discussion  on  the  problems  of  rehabilitation,  on  a 
national,  state  and  local  level.  The  panel  was  composed  of 
/Vliss  Martha  Potgieter,  School  of  Home  Economics,  of  the 
University  of  Connecticut;  Mr.  Edward  P.  Chester,  Direc- 
tor of  the  Division  of  Rehabilitation,  in  the  State  Depart- 
ment of  Education;  Dr.  John  C.  Leonard,  of  The  Elartford 
Hospital;  and  Dr.  A.  J.  Tutles,  Director  of  Hillside  Home, 
Bridgeport.  The  moderator  was  Miss  Alary  Switzer,  Direc- 
tor of  the  Division  of  Vocational  Rehabilitation,  U.  S. 
Department  of  Health,  Education  and  Welfare,  Washing- 
ton, D.  C.  Some  valuable  suggestions  were  presented. 

The  Connecticut  Health  League  is  sponsoring  a confer- 
ence on  the  “Problems  of  Aging,”  to  be  held  at  Rocky 
Hill,  April  7 and  8,  1954.  Tlie  meetings  are  open  to  all 
professional  and  lay  persons  interested  in  this  subject. 


The  ptir poses: 

( 1 ) to  state  the  problems. 

(2)  to  review  available  information  and  data. 

(3)  to  evaluate  the  applications  of  facilities  and  adequacy 
of  programs  conducted  in  Connecticut 

(4)  to  evolve  a plan  of  action  for  the  participating  agen- 
cies and 

(5)  to  present  a summary  for  lay  people  to  stimulate 
community  action. 

Areas  of  interest: 

The  following  six  subjects  will  be  explored  and  consid- 
ered, cacii  under  the  leadership  of  the  Chairman  indicated. 
Care  of  the  Aged,  Dr.  John  C.  Leonard. 

Rehabilitation  of  the  Aged,  Dr.  Thomas  F.  Hines. 
Health  A'laintenance  for  the  Aged,  Dr.  Harold  S.  Barrett. 
Chronic  Illnesses  of  Older  People,  Dr.  Alfred  L.  Burgdorf. 
Education  and  Recreation  for  the  Aged,  Dr.  Alan  Hugg. 
Employment  and  Retirement  of  the  Aged,  Air.  Alilton  L. 
Shurr. 

At  the  Thursday  afternoon  meeting,  a general  summary 
of  the  six  subjects  will  be  presented. 

Respectfully  submitted, 
Luther  K.  Alusselman 


REPORT  OF  THE  JOINT  COMMITTEE  ON 
PSYCHIATRIC  SERVICE  IN  GENERAL 
HOSPITALS 

Society  Representatives 

Thomas  C.  Carey  Gray  Carter 

Clifford  D.  Moore 

Connecticut  Hospital  Association  Representatives 
Albert  AV.  Snoke,  Chairman 

Air.  Philip  Johnson  Air.  Charles  V.  Wynne 

Fublic  Service  Representatives 

Elias  J.  Alarsh  Edgar  C.  ATrbury 

AAur  committee  has  had  a meeting  for  organization  on 
November  12,  1953  and  one  meeting  of  the  full  committee 
since  that  time.  There  is  general  agreement  that  psychiatric 
care  of  patients  in  general  hospitals — both  in-patient  and 
out-patient — can  be  materially  improved  in  the  State  of 
Connecticut.  There  was  also  a genera!  concensus  of  opinion 
that  provision  of  adequate  in-patient  and  out-patient  facili- 
ties in  a number  of  the  larger  general  hosiptals  throughout 
the  state  of  Connecticut  would  not  only  render  better  serv- 
ice to  the  patient  requiring  this  type  of  care  in  the  local 
community,  but  would  also  enable  patients  with  mental 
disease  to  be  screened  more  carefully  and,  in  many  in- 
stances, avoid  commitments  to  state  institutions. 

It  is  planned  that  the  deliberations  and  conclusions  of  this 
committee  will  be  developed  in  close  cooperation  with  the 
Administration  of  the  State  of  Connecticut  and  particularly 
the  new  Commissioner  on  Alental  Flygiene.  It  is  hoped  to 
have  a formal  report  for  presentation  by  the  Fall  of  1954. 

Respectfully  submitted, 
Albert  W.  Snoke 

{ To  be  continued ) 
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Edward  Rogerson  Bagley,  M.D. 
1922  - 1954 


A doctor’s  life,  however  short,  can  prove  a rich 
alessing  to  mankind  and  show  grandly  before  the 
Face  of  heaven  that  the  Most  High  hath  given 
knowledge  to  men  that  He  may  be  honored  in  His 
ivonders.  Edward  Rogerson  Bagley  was  born  April 
12,  1922  in  Bridgeport,  Connecticut.  He  spent  most 
af  his  boyhood,  however,  in  Hartford,  attended  St. 
Thomas’s  Seminary,  graduated  from  Holy  Cross 
College  in  1943,  Georgetown  Medical  School  in 
1946.  We  began  to  know  him  when  he  interned  at 
St.  Francis’  Hospital  in  1946  to  1947.  But  quickly, 
he  went  from  our  midst  to  serve  his  country  as  a 
medical  officer  with  the  United  States  Air  Force.  He 
served  his  country  well  and  for  three  long  years. 
Coming  out  of  the  service,  he  served  a residency  in 
pediatrics  at  the  Gallinger  Municipal  Hospital  in 
Washington,  D.  C.  He  came  back  to  us  in  1952  and 
shortly  developed  a very  nice  practice  in  the  field 
of  pediatrics. 

All  of  us  who  knew  him  were  aware  of  an  intense 
devotion  to  his  practice.  It  was  evident  tliat  children 


were  his  first  love  and  that  this  choice  of  his  specialty 
w as  the  real  vocation  of  his  life.  At  home  he  was  a 
solicitous  father  and  husband.  In  the  sick  room  with 
children  he  appeared  to  be  as  concerned  about  each 
one  as  if  it  w^ere  his  own.  A varying  degree  of  health 
did  not  become  an  impediment  to  the  carefulness  of 
his  duty.  Night  and  day  the  cry  of  an  ailing  child 
met  instant  response.  Personal  inconvenience  w'as 
never  a part  of  his  being. 

Fhe  interns  w'ith  w hom  he  w as  associated  bear 
superlative  witness  to  his  kindly  manner  and  willing 
cooperation.  Next  to  his  devotion  to  his  children  was 
this  urge  always  to  be  of  help  to  those  who  came 
to  learn  from  him  and  his  knowledge,  and  of  this  he 
gave  unstintingly. 

His  was  a particularly  inquisitive  mind.  Interested 
beyond  the  problems  of  medicine,  he  showed  a cer- 
tain philosophical  nature  that  impelled  him  to  study 
problems  that  came  his  way  to  their  end.  This  might 
have  appeared  to  some  to  be  reason  for  an  unusual 
seriousness  at  times,  and  yet  were  they  to  probe 
more  deeply,  they  would  come  to  discover  the  en- 
joyment he  took  in  this  search  for  the  causes  of 
things. 

Death  has  robbed  us  prematurely  of  a doctor  deep- 
ly devoted  to  his  profession  and  of  a gentleman 
whose  mind  took  and  gave  pleasure  in  intellectual 
pursuits.  We  are  saddened  by  his  loss,  and  we  take 
this  occasion  to  offer  sincere  sympathy  to  his  w ife 
and  children  in  their  bereavement. 

Maurice  W.  Kearney,  Ai.n. 


Tumor  Clinics  Association  Elects 

At  the  Annual  Meetino-  of  the  Association  of 

O 

Connecticut  Tumor  Clinics  held  at  New  Britain, 
April  I 3,  the  following  officers  were  elected  for  the 
year  1954-1955:  Chairman,  Paul  Rosahn,  New 

Britain;  Secretary,  Robert  Tennant,  Hartford;  Assist- 
ant Secretary,  Christie  McFeod,  iMiddletow  ii;  Execu- 
tive Committee,  Fouis  Simon,  Norwalk,  and  John 
Thaver,  Flartford. 
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WOMAN’S  AUXILIARY 


TO  THE  CONNECTICUT  Sl'ATE  , MEDICAL  SOCIEIA 


President,  Mrs.  Newell  \V.  Giles,  D-arien  Recording  Secretary,  Mrs.  Charles  Culotta,  Hamden 

President-Elect,  Mrs.  Norman  ].  Barker,  Collinsville  Corresponding  Secretary,  Mrs.  C.  Alurray  Gratz,  Cos  Cob 

First  Vice-President,  Mrs.  J.  Alfred  AVii.son,  Meriden  Treasurer,  Mrs.  Joseph  Woodward,  New  London 

Second  Vice-President,  Mrs.  Frank  L.  Polito,  Torringron 
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State  Meeting 

iMicidlesex  County  played  host  to  the  State  Auxih- 
ary  when  it  met  at  Trinity  College  on  April  28  for  its 
annual  meeting.  At  the  business  meeting  Mrs.  F. 
Erwin  I'racy  presented  a report  in  her  capacity  as 
chairman  of  the  Revisions  Committee.  Election  of 
officers  took  place  w'ith  the  following  results:  Presi- 
dent, Mrs.  Newell  Giles;  President-Elect,  Airs.  Nor- 
man Barker;  1st  Vice-President,  Mrs.  J.  Alfred 
Wilson;  2nd  A^ice-President,  Mrs.  Frank  E.  Polito; 
Treasurer,  Mrs.  Joseph  Woodward;  Corresponding 
Secretary,  Mrs.  C.  Murray  Gratz;  Recording  Secre- 
tary, Mrs.  Charles  Culotta. 

With  the  assistance  of  Airs.  Richard  Karpe,  State 
Mental  Fiealth  chairman.  Airs.  Winfield  O.  Kelley, 
program  chairmair,  secured  Dr.  John  Blasko,  newly 
appointed  State  Commissioner  of  Alental  Fiealth,  as 
the  guest  speaker. 

PHYSICIANS  ART  EXHIBIT 

Auxiliary  members  came  away  with  the  majority 
of  the  awards  presented  to  exhibitors  at  the  Physi- 
cians Art  Exhibit.  First  award  and  honorable  mention 
were  yiven  to  A4rs.  Wilson  Powell  and  Airs.  Alerrill 
B.  Rabinow,  respectively.  First  award  in  portrait 
went  to  Mrs.  David  Waskowitz;  honorable  mention 
went  to  lA'Irs.  Nicholas  Marinaro.  Airs.  Alarinaro  also 
received  the  first  award  in  w'ater  color  and  Airs. 
Powell  was  given  honorable  mention.  In  pastels, 
Betsey  Waskowdtz  received  honorable  mention. 
Mrs.  Ern  est  Rosenthal  won  first  award  in  photog- 
raphy. Ceramics  first  award  went  to  Airs.  Gerald 
Greene;  honorable  mention  to  Airs.  Alyce  Klein- 
mann.  Mrs.  Alexander  Alarsh  w as  awarded  first  prize 
in  sculpture. 

ANNUAL  REPORTS 

Following  is  the  list  of  counties  w ith  their  total 
paid  membership  for  1953  and  changes  wdiich  took 
place  within  the  year.  These  figures  were  sent  to  me 
by  the  county  membership  chairmen  and  checked 
against  my  file.  There  are  several  discrepancies  but 
on  the  w'hole  they  agree. 
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Emma  V’^. 

Giles, 

First  Vice-President 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION 

The  American  Medical  Education  Foundation  is 
maintained  by  annual  gifts.  This  means  that  the 
auxiliaries,  as  w’ell  as  the  physicians,  are  called  upon 
to  make  annual  contributions.  All  the  county  auxili- 
aries in  Connecticut  have  contributed  for  1954, 
reporting  as  follows,  the  money  either  voted  from 
the  budget  or  raised  by  projects. 


COUNTY  AMOUNT  PROJECT 

Fairfield  $350  Bridge  parties,  dance 

Litchfield  50  Dance 

Middlesex  57 

Hartford  400  Card  party 

New  Haven  100 

New  London  25 

Windham  25 

State  Auxiliary 200 


|l,207 

This  is  a creditable  increase  over  last  year’s  $725 
total  from  Connecticut  Auxiliaries. 

Katharine  W.  Wakeman, 
AMEF  Chairman 


J U N E , 
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FE DERA L LEG  ISLATIOX 

The  year  195^54  rather  an  inactive  one 

from  a legislative  view  point.  1 he  Connecticut  Legis- 
lature was  not  in  session,  and  the  only  hill  which  the 
National  Auxiliary  asked  us  to  actively  support  was 
the  Bricker  Amendment.  The  Connecticut  Woman’s 
Auxiliary  decided  not  to  take  action  because  it  was 
felt  our  members  were  not  sufficiently  informed  as 
to  why  the  AAIA  was  supporting,  in  principle,  the 
Bricker  ikmendment.  An  effort  was  made  to  supply 
the  membership  w ith  material  and  information. 

Other  legislative  measures  studied  in  the  counties 
were  HR8356  (Wolverton)  Health  Reinsurance 
Fund;  S2759  To  Amend  the  Vocational  Rehabilita- 
tion Act;  S2778  and  HR7397  Public  Health  Service 
Grants-in-Aid;  HR3706  Legislation  to  end  Discrim- 
I ination  of  Doctors  and  Dentists  Draft;  HR7199 
i Social  Security  Extension,  and  legislation  concerning 
! veterans’  medical  care. 

Ruth  Russell, 

Legislation  Chairman 


Dr.  Upson  Named  President-Elect, 
Connecticut  Public  Health  Association 

Dr.  William  H.  Upson,  Suffield  health  director 
and  past  president  of  the  Hartford  County  Medical 
Association,  w as  named  president-elect  of  the  Con- 
necticut Public  Health  Association  at  the  annual 
meeting  of  the  organization  May  13,  in  Meriden. 

Aliss  Dorothy  Wilson,  executive  director  of  the 
New  Haven  Vdsiting  Nurse  Association,  president- 
elect of  the  association,  assumed  office  as  president 
for  the  1954-55  term. 

Dr.  Edw'ard  iVI.  Cohart,  associate  professor  of 
public  health,  Yale  University,  was  elected  vice- 
president  and  iMiss  Irma  Biehusen,  service  director, 
Connecticut  Branch  of  the  American  Cancer  Society, 
was  reelected  secretary. 

Members  of  the  association  elected  Miss  Eloise 
L.  Keckeforth,  chief  consultant  in  nutrition,  Con- 
necticut State  Department  of  Health,  as  treasurer, 
and  named  two  new'  members  of  the  board  of  direc- 
tors for  three  year  terms,  Leslie  K.  Sherman,  princi- 
pal sanitary  engineer.  State  Department  of  Health, 
and  iMiss  Jessie  P.  Halbert,  executive  director  of  the 
Meriden  Public  Health  and  Visiting  Nurse  Asso- 
ciation. 

Dr.  Harold  A.  Barrett,  deputy  state  commissioner 
of  health,  was  elected  as  delegate  to  the  American 


Public  Health  Association,  aid  Dr.  Upson  w as  named 
alternate  delegate. 

Arnold  P.  Olsoo  Appointed  Executive 
Secretary,  Fairfield  County  Medical 
Association 


Appointment  of  Arnold  P.  Olson,  Fairfield,  as 
full-time  executive  secretary  of  the  Fairfield  County 
Medical  Association  w^as  announced  iMay  7 by  Edwin 
R.  Connors,  secretary  of  the  Association,  follow  ing 
a meeting  of  the  Board  of  Trustees. 

Mr.  Olson  is  a native  of  New'  York  and  has  been 
engaged  in  sales  promotion  and  trade  and  profes- 
sional association  activities  in  the  Bridgeport  area 
since  1946.  Prior  to  that  time,  he  served  on  the 
editorial  staff  of  the  Bridgeport  Times-Star  and  as 
editor  of  the  Fairfield  News.  Until  recently,  he  has 
been  associated  with  the  home  building  industry, 
havine  served  as  executive  secretary  of  the  Greater 
Bridgeport  Builder’s  Association.  He  is  a graduate 
of  Bridgeport  Central  High  School  and  the  Junior 
College  of  Connecticut. 

A4r.  Olson  is  president  of  the  Fairfield  Rotary  Club 
and  is  active  in  community  affairs.  He  resides  with 
his  family  at  265  Sturges  Road,  Fairfield.  Airs.  Olson 
is  the  former  Blanche  Martin  and  their  two  children 
include  a son,  A.  Park  Olson,  Jr.,  a student  at  Roger 
Ludlowe  High  School,  and  a daughter,  Neilla,  a 
student  at  Alill  Plain  School. 
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XIVTH  INTERNATIONAL  CONGRESS  ON  THE 
HISTORY  OF  MEDICINE 
September  13  - 20,  1954 
Rome,  Italy 


HEMISPHERE  CONGRESS  ON  EYE  DISEASES 
AND  PREVENTION  OF  BLINDNESS 

Specialists  in  diseases  of  tlie  eye  and  workers  in  the  fieltl 
of  prevention  of  blindness  in  the  Western  Hemisphere  will 
gather  in  Sao  Paulo.  Brazil,  June  14  to  21,  for  the  Third 
Interim  Congress  of  the  Pan  American  Association  of  Oph- 
tiialmology,  under  the  presidency  of  Dr.  Moacyr  E.  Alvaro 
of  Sao  Paulo,  and  a Congress  on  the  prevention  of  Blindness 
and  the  Welfare  of  the  Blind.  This  gathering  is  one  of  many 
distinguished  events  in  the  celebration  of  the  four  hundredth 
anniversary  of  the  founding  of  Sao  Paulo  now  in  progress. 

The  program  of  the  Congress  of  Ophthalmology,  which 
meets  June  17-21,  will  include  papers  by  several  physicians 
of  the  United  States. 

Presentations  will  be  in  English,  Spanish  or  Portuguese, 
with  simultaneous  translation  into  the  other  two  languages. 

From  June  14  to  16  will  take  place  the  Congress  on  the 
Prevention  of  Blindness  and  the  Welfare  of  the  Blind,  during 
which  several  representatives  of  U.  S.  organizations  in  this 
field  will  be  guest  speakers. 

The  Association  now  has  i ,500  members  in  twenty-two 
countries.  Its  meetings  are  held  in  North,  Central  and  South 
America  in  rotation. 

COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY 

The  National  Gastroenterological  Association  announces 
that  its  Sixth  Annual  Course  in  Postgraduate  Gastroenter- 
ology will  be  given  at  The  Shoreham  in  AVashington,  D.  C. 
on  October  28,  29,  30,  1954. 

1 he  Course  will  again  be  under  the  direction  of  co-chair- 
manship of  Dr.  Owen  H.  Wagensteen,  professor  of  surgery 
of  the  University  of  Minnesota  Medical  School,  who  will 
serve  as  surgical  coordinator  and  Dr.  I.  Snapper,  director  of 
Medical  Education,  Beth-el  Hospital,  Brooklyn,  N.  Y.,  who 
will  serve  as  medical  coordinator. 

Drs.  Wangensteen  and  Snapper  will  be  assisted  by  a dis- 
tinguished faculty  selected  from  the  medical  schools  and 
Walter  Reed  Army  Hospital,  whose  presentations  will  cover 
all  phases  of  gastrointestinal  diseases  and  problems. 

The  entire  session  on  Friday,  October  30,  1934  will  be 
given  at  the  Walter  Reed  Army  Hospital. 

For  further  information  and  enrollment  write  to  the 
National  Gastroenterological  Association,  Department  GSJ, 
33  \Wst  60th  Street,  New  York  23,  N.  Y. 


79TH  ANNUAL  MEETING  OF  THE  AMERICAN 
NEUROGICAL  ASSOCIATION 

The  79th  Annual  iMeeting  of  the  American  Neurological 
Association  will  he  held  from  June  14  to  16,  1954,  at  the 
Flotel  Claridge,  Atlantic  City,  N.  J. 


FIFTH  INTERNATIONAL  CONGRESS  ON 
MENTAL  HEALTH 

The  Fifth  International  Congress  on  Mental  Health  will 
be  held  August  14  to  21  at  the  University  of  Toronto,  with 
the  theme  “Mental  Health  in  Public  Affairs.”  1 he  Congress 
will  include  Technical  Sessions  in  the  mornings,  and  Round 
Tables  in  the  late  afternoons.  This  Congress  will  be  preceded 
on  August  13  and  14  by  an  International  Institute  on  Child 
Psychiatry,  with  the  theme  “The  Emotional  Problems  of 
Children  under  Six.”  This  Institute  will  feature  small  working 
groups,  larger  Group  Aleetings,  and  the  presentation  of 
papers  by  Dr.  Georges  Heuyer,  Dr.  Emanuel  Miller  and 
Dr.  Benjamin  Spock. 


INTERNATIONAL  CONGRESS  FOR 
PSYCHOTHERAPY 

The  International  Congress  for  Psychotherapy  will  be  held 
July  20  to  24,  1954,  at  the  Congress  Flouse,  Zurich,  under  the 
patronage  of  the  Swiss  Association  of  Medical  Psychothera- 
pists. The  subject  of  the  Congress  will  be  “Transference  in 
Psychotherapy.”  Speakers  will  include  Prof.  W.  Gut,  Prof. 
D.  Lagache,  Dr.  J.  Bierer,  Dr.  J.  L.  Henderson,  Dr.  F. 
Alexander,  Dr.  J.  N.  Rosen,  Dr.  Gerhild  V.  Staabs,  Prof.  R. 
Sarro-Burbano,  Prof.  K.  Goldstein,  Dr.  J.  Schotte,  and 
Prof.  Graf  K.  v.  Durckheim. 


<P<NNNNA<N 

THE  DOCTOR’S  OFFICE 

<NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN> 

Ronald  W.  Cooke,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  general  and  pediatric 
surgery  at  1001  Farmington  Avenue,  West  Hart- 
ford. 

George  Flanagan,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  general  medicine  at  132 
Boston  Post  Road,  Waterford. 

Clinton  S.  Scholes,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  general  and  traumatic 
surgery  at  464  Montauk  Avenue,  New  London. 
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from  County  Associations 
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Fairfield 

Russell  A.  Keddy,  chief  of  the  Radiology  Depart- 
ment of  Stamford  Hospital  was  elected  president  of 
the  Fairfield  County  Medical  Association  at  the 
annual  meeting  of  the  Association  held  in  the  Strat- 
field  Hotel  in  Bridgeport  on  April  13.  Other  officers 
appointed  were  Nathaniel  B.  Selleck  of  Danbury  as 
vice-president,  Joseph  C.  Quatrano  of  Bridgeport, 
treasurer,  Edwin  R.  Connors  of  Bridgeport,  secre- 
tary, C.  Louis  Fincke  of  Stamford,  councilor  and 
John  P.  Gens  of  Norwalk,  alternate  councilor.  The 
Association  approved  the  appointment  of  a full  time 
executive  secretary,  iVIr.  Arnold  P.  Olson  of  Fair- 
field,  who  will  open  an  office  for  the  Association  in 
Bridgeport.  Louis  Rogol  of  Danbury  and  Cotton 
Rawls  of  Stamford  were  appointed  members  of  the 
Board  of  Trustees  and  C.  Stanlev^  Knapp  was  ap- 
pointed to  the  Professional  Relations  Committee  of 
' the  Connecticut  State  Medical  Society.  Guests  pres- 
ent at  the  meeting  included  George  H.  Gildersleeve 
I of  Norwich,  president  of  the  Connecticut  State 
' Medical  Society;  Thomas  Danaher  of  Torrington, 

I chairman  of  the  Council  of  the  State  Society;  Creigh- 
i ton  Barker,  executive  secretary  of  the  State  Society; 

; James  G.  Burch,  Public  Relations  director;  Stanley 
H.  Osborn,  commissioner  of  the  State  Department 
of  Health,  and  Edmund  L.  Douglass,  delegate  from 
i|  New  London  County  Medical  Association. 

Thirty  new  members  were  added  to  the  roster  of 
il  the  association,  the  largest  number  in  many  years. 

I Clifton  C.  Taylor  of  Bridgeport  who  retired  as 
I treasurer  has  held  this  office  in  the  County  Associa- 
tion for  twenty-one  years  and  the  president  thanked 
Dr.  Taylor  for  his  many  years  of  valued  service  to 
. the  Association. 

C.  Louis  Fincke  was  chosen  chairman  of  the  Board 
of  Trustees  of  the  Fairfield  County  Medical  Asso- 
ciation at  an  organizational  meeting  held  in  Bridge- 
port at  the  University  Club  on  May  6.  The  board 
I instructed  the  secretary  to  invite  the  Connecticut 
rj  State  Medical  Society  to  hold  the  1955  annual  meet- 
''  ing  in  Fairfield  County  and  appointed  a committee 
1'  on  local  arrangements. 

I Joseph  J.  Lankin,  consultant  in  rheumatic  diseases 


at  Hartford  Hospital  and  Rocky  Hill  fdospital  for 
Clironic  Disease,  delivered  a paper  entitled,  “1  he 
Present  Status  of  Therapy  in  Reumatoid  Arthritis” 
at  a joint  meeting  of  the  Bridgeport  Adedical  Asso- 
ciation and  the  Arthritis  and  Rheumatism  Foundation 
on  iMay  4 in  the  auditorium  of  St.  Vincent’s  Hos- 
pital in  Bridgeport.  Dr.  Lankin  conducted  a teaching 
clinic  at  Bridgeport  Hospital  on  “The  Dift'erential 
Diagnosis  of  Joint  Conditions”  during  the  afternoon. 

Oliver  L.  Stringfield,  president-elect  of  the 
Connecticut  State  Medical  Society  and  chairman  of 
the  AiMA  Section  on  Pediatrics,  delivered  one  of  the 
lectures  at  the  Health  Fair  held  in  Randolph,  Ver- 
mont on  May  10.  Dr.  String-field’s  subject  was 
“Diseases  of  Children.” 

William  Kaufman  of  Bridgeport  is  the  author  of 
“Some  Psychosomatic  Aspects  of  Food  Allergy” 
published  in  Psychosomatic  Medicine,  January, 
February,  1954. 

Kirby  S.  Howlett,  Jr.,  of  Shelton  addressed  the 
Rhode  Island  Medical  Society  at  its  annual  meeting- 
in  Providence  in  May  on  “Medical  Treatment  of 
Pulmonary  Tuberculosis.” 

Hartford 

County  health  officers  were  called  together  by 
HCiVlA’s  committee  on  communicable  diseases  to 
review  their  problems  in  the  polio  vaccine  trials. 
Indications  were  that  almost  all  had  solved  their 
administrative  and  mechanical  problems. 

Manchester  doctors  Merrill  B.  Rubinow  and  Ed- 
mond R.  Zaglio  lectured  this  month  at  Civil  Defense 
Refresher  Courses  for  inactive  nurses. 

Dr.  Harold  S.  Barrett,  deputy  commissioner  of  the 
State  Department  of  Health,  spoke  in  Manchester 
about  a possible  ban  on  the  importation  of  parakeets 
from  out  of  State. 

In  March  Samuel  Donner  was  elected  president  of 
the  iVIcCook  Ademorial  Hospital  staff  at  its  annual 
meeting.  Claude  C.  Kelly  was  named  vice-president 
and  D.  Dillon  Reidy,  secretary.  Morris  Tuch  was 
appointed  staff  consultant  in  obstetrics.  One  year 
appointments  to  the  visiting  staff  include  Raymond 
S.  Holtz,  attending  obstetrician;  Richard  C.  Buck- 
ley  and  William  D.  Scoville,  neurosurgeons;  Sidney 
R.  iVIcPherson  and  Sydney  Se^\'all,  orthopedic  sur- 
geons; Francis  W.  Brecker,  dermatologist  and 
Timothy  L.  Curran,  otolaryngologist. 

One  year  appointments  to  the  associate  visiting- 
staff  include:  in  medicine,  Charles  E.  Roh,  Gideon 
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R.  Wells,  Donald  R.  Hazen  and  William  F.  Prestley; 
in  surgery,  Morton  Opinsky  and  Maurice  F . Mul- 
ville;  ophthalmology,  T.  homas  J.  Mirahile;  medicine, 
William  H.  Glass,  Franklin  B.  Watters,  Joseph 
Ivaschmann,  Rowe  A.  Castagno,  Edward  Scull, 
Archie  J.  Golden,  Daniel  iVlarshall  and  Theodore 
Steege;  in  obstetrics,  Robert  C.  Emmel,  Marvin  H. 
Girody,  iVF  A.  Crispin,  Dwight  Wood;  thoracic  sur- 
oerv,  R.  I.eonard  Kemler  and  Donald  R.  Morrison. 

Also  in  March  the  Hartford  County  Chapter  of 
the  American  Academy  of  General  Practice  elected 
Michael  J.  DeVito  president.  Norman  D.  Markley 
\\as  elected  vice-president,  George  j.  Sneidman, 
secretary,  and  Joseph  Ratfa,  treasurer.  John  iVF 
Monacella,  retiring  president,  was  elected  to  the 
board  of  directors  for  one  year,  Clarence  iVL  F riery 
for  three  years. 

The  new  chairman  of  the  Board  of  Directors  of 
HCMA  for  1954-55  is  Stewart  P.  Seigie,  a Hartford 
internist.  Dr.  Seigie  is  a graduate  of  Wesleyan  Uni- 
versity and  Harvard  Medical  School.  He  is  on  the 
assistant  staff  at  Hartford  Hospital  and  the  attending 
staff  at  the  Newington  VW  hospital. 

New  officers  of  the  Woman’s  Auxiliary  to  the 
Flartford  County  iVIedical  Association  are:  /Mrs. 
Robert  Tennant,  president;  Mrs.  Charles  Sullivan, 
president-elect;  Mrs.  Nicholas  A.  Marinaro,  first 
vice-president;  Mrs.  Gerald  S.  Greene,  second  vice- 
president;  Airs.  George  Rosenbaum,  recording- 
secretary;  Airs.  William  H.  Horton,  corresponding- 
secretary;  Mrs.  Robert  Osmond,  treasurer,  and  Airs. 
Joseph  N.  Russo,  assistant  treasurer. 

For  the  past  year  the  Auxiliary  reports  the  fol- 
lowing highlights:  a tea  and  tour  of  the  Newington 
Home  for  Crippled  Children,  participation  in  the 
Art-Aiusicale  at  the  Wadsworth  Atheneum,  a com- 
pilation of  a membership  directory  and  revision  of 
the  by-laws. 

The  Auxiliary  played  a major  role  in  the  1953 
Diabetes  Drive,  collecting  samples  and  delivering 
them  to  testing  stations.  Alembers  also  staffed 
HCA'lA’s  special  exhibit  at  the  Hartford  Times 
Travel  Show. 

During  the  year  the  medical  and  surgical  relief 
committee  collected  and  packed  99  cartons  of  drugs 
for  delivery  overseas,  and  a contribution  of  $400 
was  sent  to  the  American  Adedical  Education 
Foundation  and  three  nursing  students  and  three 
medical  students  were  awarded  scholarships  this 
year. 


Robert  P.  Knapp  of  Alanchester,  medical  director 
of  Cheney  Brothers  for  over  30  years,  died  at  Adan- 
chester  Ademorial  Flospital  in  Alarch  after  a long- 
illness. 

Christopher  W.  Alac  Alinigal  of  Hazardville  died 
on  Aday  3 after  a long  illness.  He  was  formerly  a 
practising  physician  in  Hartford  and  for  twenty 
years  was  a member  of  the  Hartford  Board  of 
Health. 

Thomas  F.  V.  La  Porte,  medical  director  of 
Bristol  plant  of  New  Departure  Division,  General 
Adotors  Corporation,  addressed  a conference  of  G. 
Ad.  physicians  in  Chicago  in  April.  Dr.  La  Porte 
described  the  remarkable  results  obtained  from  the 
use  of  foam  rubber  in  industrial  medicine  based  on 
a three  year  study  in  which  500  cases  were  evaluated. 
The  use  of  foam  rubber  has  been  found  to  materially 
reduce  the  period  of  disability  and  deformity  as  well 
as  to  increase  employee  comfort  and  wellbeing. 

Douglas  J.  Roberts  of  the  radiology  staff  at  Hart- 
ford Hospital  was  recently  elected  president  of  the 
New  England  Cancer  Society  at  the  annual  meeting 
held  in  Bar  Harbor,  Adaine. 

Ralph  Andrews  is  the  new  encephalographer  of 
Hartford  Hospital.  Dr.  Andrews  comes  here  from 
the  Norwich  State  Hospital.  Fie  is  a graduate  of  the 
Boston  University  School  of  Aledicine,  is  married 
and  lives  with  his  family  in  Coventry. 

Litchfield 

The  190th  annual  meeting  of  the  Litchfield  County 
Adedical  Association,  held  at  Deer  Island  Gate  on 
Bantam  Lake,  was  preceded  by  an  excellent  steak 
dinner. 

The  Pharmacists’  Association  of  Litchfield  County 
invited  the  members  of  Litchfield  County  Adedical 
Association  to  be  their  guests  at  a dinner  party  to 
be  held  at  the  Torrington  Country  Club,  on  Tues- 
day, Aday  18,  1954.  This  was  unanimously  accepted. 

Fairfield  County  was  represented  by  its  perennial 
delegate,  James  Douglas  Gold.  Archibald  W. 
Thomp;^on  represented  Adiddlesex  County.  Adorris 
Coshak  represented  New  Haven  County.  Each  of 
these  men  brought  greetings  from  his  respective 
county. 

Following  the  business  meeting,  James  C.  Hart, 
director  of  the  Bureau  of  Preventable  Diseases,  Con- 
necticut State  Department  of  Health,  spoke  on  “Polio 
ATccine  Field  Trials.”  Dr.  Hart  outlined  the  national 


Use  of  Alidase®  in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 

In  traumatic  surgery^  where  ^'definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema"  Alidase  is  an  efficient  means^-‘^ 
of  accelerating  dispersion  of  aceumulated  fluids. 


Swenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
1 per  cent  procaine  solution  will  also  produce  local 
vasodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluids  administered  with  Alidase  are  rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusland,  W.  R.,  Jr.;  Garlland,  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  :604  (July)  1953. 

2.  Swenson,  S.  A.,  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds. 
Am.  J.  Surg.  S7:384  (March)  1954. 
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polio  Foundation  plan  for  the  administration  of  the 
Salk  polio  vaccine  and  emphasized  the  part  to  be 
played  by  Hartford,  Fairfield  and  Litchfield  Coun- 
ties, the  three  counties  selected  in  Connecticut  to 
participate  in  the  field  trial.  I3r.  Hart’s  talk  was  very 
stimulating  and  produced  a number  of  questions  and 
comments  from  interested  members. 

The  following  officers  were  elected  for  the  coming 
year:  Francis  A.  Sutherland  of  Torrington,  presi- 
dent; Richard  I.  Barstow  of  Norfolk,  vice-president; 
John  F.  Kilgus,  Jr.,  secretary-treasurer;  Frank  D. 
Ursone  of  Norfolk,  councilor;  W.  Bradford  Walker 
of  Cornwall,  alternate  councilor. 

Frederic  W.  Wesebe  of  Washington,  Connecicut, 
past  president  of  the  Litchfield  County  Medical 
Association,  died  in  the  Grace-New  Haven  Hospital 
on  May  iifter  a long  illness.  Dr.  Wesebe  was  chair- 
man of  the  Washington  Board  of  Education  at  the 
time  of  his  death. 

Middlesex 

Herbert  Levine  read  a paper  at  the  meeting  of  the 
American  Physiological  Society  in  Atlantic  City  on 
April  12. 

Nina  Toll,  who  was  on  the  staff  of  the  Connecticut 
State  Hospital  for  seven  years,  has  gone  into  private 
practice.  Her  office  is  at  159  Broad  Street  in  Middle- 
town.  She  is  limiting  herself  to  the  practice  of 
psychiatry. 

Joseph  Magnano  was  elected  president  of  the  Con- 
necticut State  Society  of  Anesthesiologists. 

Two  promotions  were  recently  announced  at  the 
Connecticut  State  Hospital.  They  were  to  Aldo 
Santiccioli  who  became  clinical  director,  and  to 
John  C.  Statham  who  became  physician-psychiatrist. 

Edgar  C.  Yerbury  and  Jorge  Paras  attended  the 
annual  meeting  of  the  American  Psychiatric  Asso- 
ciation in  St.  Louis  early  in  iVIay. 

New  Haven 

Gustaf  E.  Lindskog  of  New  Haven  was  one  of  the 
guest  speakers  at  the  annual  meeting  of  the  Rhode 
Island  Medical  Society  held  in  Providence  in  May. 
His  subject  was  “Present  Trends  in  the  Surgery  of 
Pulmonary  Tuberculosis.” 

At  the  New  Haven  Medical  Society  on  April  2 1 
James  L.  Poppin,  Department  of  Neurosurgery, 


Lahey  Clinic,  Boston,  spoke  to  the  Society  on  “Gen- 
eral Neurosurgical  Problems.”  On  May  5 Bently 
Colcok  from  the  Lahey  Clinic  spoke  to  the  Medical 
Association  on  the  “Surgical  Treatment  of  the 
Thyroid  Gland.” 

New  London 

The  monthly  dinner  lecture  meeting  of  the  Law- 
rence and  Memorial  Associated  Hospitals  was  held 
April  15.  The  speaker  was  Allen  D.  Callow,  assist- 
ant professor  of  surgery.  Tufts  College  Medical 
School,  and  surgeon  at  the  New  England  iVIedical 
Center.  His  subject  was  “Vascular  Grafts  for 
Arteriosclerosis.” 

Ruth  Whittemore,  associate  clinical  professor  of 
pediatrics  at  Yale  University  iMedical  School,  spoke 
on  “Congenital  Heart  Disease”  at  the  monthly 
cardiac-vascular  lecture  of  the  New  London  Chapter 
of  the  Connecticut  Lleart  Association  on  April  22. 

Tolland 

The  Annual  iMeeting  of  the  Tolland  County  Medi- 
cal Association  was  held  on  April  20  at  the  Okie 
Homestead  Inn,  Somers.  The  speaker  was  Louis  P. 
Hastings  of  Hartford  who  discussed  “Recent  Ad- 
vances in  Hematology.”  Guests  included  Stanley  H. 
Osborne,  State  Health  Commissioner,  and  William 
H.  Horton  of  CMS. 

Officers  were  elected  as  follows:  President,  Francis 
Burke,  Rockville;  Treasurer-Secretary,  R.  B.  Thayer, 
Jr.,  Hazardville;  Vice-President,  Dr.  William 
Schneider,  Rockville;  State  Committee  on  Profes- 
sional Relations,  Seymour  Kummer,  Rockville. 


American  Medical  Writers  Association 
Scholarships 

The  American  Medical  Writers  Association  has 
just  announced  the  acquisition  of  another  scholarship 
for  its  collegiate  courses  in  medical  journalism.  These 
courses  are  creating  considerable  interest  among 
students  in  the  mid  West.  The  latest  scholarship  was 
given  by  the  president  of  the  Yorke  Publishing 
Company,  M.  T.  Wisotzkey,  who  inaugurated  the 
American  Journal  of  Medicine  and  is  a contribution 
from  this  publication  and  from  the  American  Journal 
of  Surgery. 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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ZUCCALA  BIOLOGICAL 
LABORATORY  Q ■ ; 

Tel.  Jackson  5-0024' \ ^ 

To  serve  the  DoctorsTor  all  needs  of  clio-  r 
ical  laboratory  work,  and '''preparation  of  ® ' 
vaccines  and  antigens. 

B.M.R.  * E.K.G. 

g 24  Hours  service.  Approved  by  the  State 
Dept,  of  Health  for  Pre-marital  and  Pre- 
natal Blood  Tests. 

179  ALLYN  STREET  HARTFORD,  CONN. 
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Malt«  An  Extra-Eirm 


Mattress...  But 


For  truly  healthful  sleeping  comfort,  Scaly  has 
ere  ted  an  entirely  new  mattress,  designed  in  co- 
operation with  leading  Orthopedic  surgeons.  The 
patented  Posturepedic  coil,  "heart”  of  Sealy’s 
superior  support,  aid  true  spine-on-a-line  sleeping 
posture.  See  the  completely  different  Sealy  Posture- 
pedic today. 


Doctors  are  invited  to  inquire  about  the  professional 
discount  which  is  offered  on  the  purchase  of  a Sealy 
Posturepedic  for  the  doctor’s  personal  use  only. 


SEALY  MATTRESS  COMPANY 

■^9  Benedict  St.,  Waterhury  89,  Conn. 


564 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


NEW  BOOKS  IN  REVIEW 
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MICHAEL  SERVETUS.  By  Charles  Dojmld  O'Malley. 

Philadelphia:  American  Philosophical  Society.  1953.  208 

pp.  $}. 

Reviewed  l)y  Stanley  B.  Weld 

Ellis  volume  represents  tlie  first  translation  of  tlic  scientific 
and  medical  writings  of  tliis  16th  century  theologian-scien- 
tist. In  addition  to  a foreword  and  an  introduction  there  are 
six  chapter^,  two  of  them  dealing  with  Sarvetus’  two  edi- 
tions of  Ptolmey’s  Geegraphy,  one  with  Servetus  “Apologia” 
one  with  “An  Apologetic  Discourse  in  I’avor  of  Astrology,” 
another  with  Ills  “Cliristianism  Restitutio,”  and  tlie  major 
part  of  tlie  \olume  with  liis  little  book,  “On  Syrups.” 

Tlie  introduction  contains  a short  biographical  account 
of  Servetus.  This  author  expresses  the  opinion  that  while 
studying  medicine  in  Paris,  Servetus  was  a dissector  for 
Guenther  following  the  noted  Vesalius.  Bainton,  on  the  other 
hand,  in  his  “Hunted  Heretic”*  quotes  Guenther  as  staring 
that  Servetus  was  a colleague  of  Vesalius  at  the  dissecting 
table. 

Servetus  goes  into  great  detail  in  “The  Syrups”  in  support- 
ing the  views  of  Galen  in  opposition  to  the  Arabian  school 
of  thought.  It  is  tedious  reading  for  the  most  part  but  viewed 
in  retrospect  reveals  how  contentious  were  the  times  then 
in  attempting  anatomical  and  physiological,  to  say  nothing 
of  chemical,  solutions  of  processes  in  the  human  body  with 
only  a limited  knowledge  at  hand. 

Servetus’  solution  of  the  circulation  of  the  blood  through 
the  lungs  will  always  remain  a classic.  We  prefer  to  remem- 
ber Servetus  for  this  discovery  rather  than  for  his  violent 
opposition  to  infant  baptism  and  his  theological  controversy 
with  John  Calvin  which  brought  about  his  death  at  the  stake 
in  Champel. 

Professor  O’lVIalley,  historian  and  student  of  Renaissance 
medicine,  pays  a gracious  tribute  in  the  foreword  to  the 
members  of  the  Department  of  the  History  of  Aledicine  in 
^'ale  University  and  in  particular  to  the  Sterling  Professor 
of  the  History  of  Medicine,  John  F.  Fulton.  The  Historical 
Library  at  Yale  supplied  all  the  illustrations  for  this  volume. 

*See  Book  Review,  Journal,  February  1954 

EFIE  PSYCHOSOMATIC  CONCEPT  IN  PSYCHO- 

AN  AIA'SIS.  Eelix  Deutsch,  Ed.  New  York:  Inter- 
national Universities  Press,  Inc.  1953.  182  pp.  $4. 

Pvcviewed  by  Richard  Karpe 

Two  years  ago  the  Boston  Psychoanalytic  Society  con- 
ducted a symposium  on  psychosomatic  medicine.  Theo- 
reticians of  psychosomatic  medicine  were  gathered  together 
to  present  a series  of  papers  on  their  views  and  philosophy 
with  regard  to  psychosomatic  problems.  These  papers  and 
the  discussion  which  follwcd  are  now  published  as  No.  i of 
the  Alonograph  Series  of  the  Boston  Psychoanalytic  Society 
and  IiLstitute.  The  clinician  might  not  find  it  easy  to  read 


most  of  those  learned  and  scholarly  papers  because  the  main 
focus  is  theoretical  rather  than  practical.  Felix  Deutsch,  the 
pioneer  of  psychosomatic  medicine,  introduces  and  summar-  ^ 
izes  the  discussion  and  limits  himself  to  a rather  brief 
statement. 

1 he  first  paper,  written  by  Sidney  Margolin,  deals  with  the 
“Genetic  and  Dynamic  Psychophysiological  Determinants  ' 
of  Pathophysiological  Processes.”  Alargolin,  an  original  think-  j 
er  and  leader  in  this  field,  is  known  to  the  readers  of  this 
Joltrnal  for  his  introduction  of  the  anaclitic  treatment  of  : 
colitis.  He  emphasizes  the  need  for  the  investigation  of  1 
pr-^hophysiolcgical  mechanisms  as  they  occur  in  healthy  ] 
and  sick  people.  Psychosomatic  symptoms  are  understood  as  i 
regressive  states.  Repressed  “fantasies  of  function”  return  as  1 
psychophysiological  components  of  mood  and  affect  states,  i 
The  more  archaic  the  “fantasy  of  function,’  ’the  more  i 
autonomously  the  organ  functions  and  the  less  central  inte-  ' 
grative  regulation  participates.  The  brain,  so  to  speak,  dis-  j 
regards  the  organ  which  ceases  to  operate  in  the  interests  of  j 
a cojrdinated  cccnomy.  iMargolin’s  concept  of  “fantasy  of  1 
function”  is  demonstrated  in  an  adolescent  boy  whose  con- 
flict with  his  mother  became  conscious  and  obvious  with  the 
onset  of  diabetes.  Identifying  mother  and  food  he  became 
unable  to  utilize  food  and  equated  this  inability  to  his 
mother’s  withdrawal  of  love.  His  regulation  of  his  own 
insulin  represented  his  independence  from  the  internal  func- 
tioning of  his  pancreas. 

In  the  next  paper,  “Some  Current  Trends  and  Hypotheses 
of  Psychosomatic  Research,”  Roy  Grinker  is  critical  of  all 
psychosomatic  research  because  each  investigator  sees  only 
a small  part  of  the  field  in  which  the  psychosomatic  problem 
should  be  investigated.  He  demands  that  interdisciplinary 
groups  be  formed.  He  realizes  that  they  are  rare,  that  it  is 
diflacult  to  initiate  them,  and  that  it  is  even  more  difiicult 
to  integrate  them  into  a workable  and  working  team.  The 
whole  group  must  be  subjected  to  lengthy  and  repetitive 
educational  processes.  He  declares  that  the  need  of  psycho- 
somatic research  in  our  time  is  the  formation  of  such  groups. 
The  group  method,  however,  is  time  consuming  and  costly 
and  not  generously  supported  by  foundations. 

The  “Problem  of  Specificity  in  the  Psychosomatic  Process” 
is  discussed  by  Lawmence  Kubie.  He  denies  that  the  question 
of  how  the  psychosomatic  process  arises  can  yet  be  answered. 
As  long  as  we  cannot  do  that  wm  cannot  find  specific  factors 
for  psychosomatic  dysfunction. 

A very  interesting  contribution  is  a preliminary  research 
report  of  iVIargaret  Gerard  whose  paper  is  entitled  “Genesis 
of  Psychosomatic  Symptoms  in  Infancy.”  She  reports  re- 
search on  thirty-eight  cases  of  psychosomatic  conditions 
xvhere  facets  of  mother  behavior  were  investigated  from 
different  points  of  view — psychoanalytically,  medically,  and 
sociologically.  These  mothers  were  found  to  be  narcissi.stic 
and  disinterested  in  their  children  except  as  self-enhancing 
assets.  They  resented  the  exertion  involved  in  child  care 
and  rarely  gained  pleasure  from  the  mother-child  relation- 
ship. Dr.  Gerard  then  tries  to  diflFerentiate  the  material  con- 
duct that  may  contribute  to  a predisposition  for  psychosis 
from  that  wdiich  mav  contribute  to  the  predisposition  for  a 
psychosomatic  disorder.  She  considers  the  number  of  her 
cases  statistically  not  valid  enough  for  more  than  a sugges- 
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rion  and  a tentative  theory.  The  results  have  to  be  taken 
with  eaution  and  not  overestimated  or  oversimplified,  which 
is  a frequent  danger  of  such  preliminary  publications.  The 
research  is  still  continued  through  the  support  of  the  Field 
Foundation. 

Ralph  Kaufman  headlines  his  contribution  “Problems  of 
Therapy”  but  does  not  limit  himself  to  the  discussion  of 
treatment.  He  gives  an  historical  review  of  many  psycho- 
, analytic  papers  and  touches  on  many  problems  of  rlieory. 
He  tries  to  show  tliat  the  various  forms  of  goal-limited 
therapists  utilize  the  different  stages  in  the  development  of 
. psychoanalytic  therapy.  Only  at  the  end  of  his  contribution 
does  Kaufman  present  some  clinical  problems  from  his  hos- 
i pital.  The  most  impressive  one  occurred  in  two  cases  of 
ulcerative  colitis  in  whicli  psychotherapy  seemed  to  fail 
: until  the  patients  were  told,  “if  you  don’t  stop  bleeding,  you 
i will  die.”  This  confrontation  with  death  remarkably  helped, 
but  a procedure  which  certainly  shouldn’t  be  lightly  initiated. 

The  papers  are  discussed  by  the  members  of  the  Boston 
) Society.  Ives  Hendrick  proposes  an  hypothesis  of  pliysio- 
! logic  infantilism  in  an  organ  system  and  is  supported  Ity 
1 Bernard  Bandler.  Joseph  Michaels  wants  to  establish  a 
' psychosomatic  quotient  and  substitutes  physiologic  regression 
! for  physiologic  infantilism.  Fdizabeth  Zetzel  wonders  about 
j constitutional  predisposition  for  psychosomatic  conditions, 

\ She  discusses  the  value  of  anaclitic  treatment  for  those 
I patients  who  had  suffered  great  deficiencies  in  infantile  grati- 
j fication  by  their  mothers.  Greta  Bibring  discusses  favorably 
j Margolin’s  contribution  to  the  symposium.  Felix  Deutsch 
I suggests  twelve  points  on  which  the  choice  of  organ  in  a 
neurosis  depends.  Lucie  Jessner  emphasizes  the  importance 
of  early  motiier-child  relationship  for  the  predisposition  to 
psychosomatic  illness.  Lydia  Dawes  emphasizes  the  father’s 
J influence  on  the  mother-child  relationship.  And  finally 
:i  William  Murphy  emphasizes  the  value  of  sector  psvehother- 
j apy  as  introduced  by  Felix  Deutsch. 

I This  symposium  will  be  of  great  value  to  anyone  inter- 
j ested  in  the  theoretical  aspects  of  psychosomatic  medicine 
i but  will  be  of  limited  use  to  the  practicing  clinician. 

i 

j THOUGHTS  ABOUT  LIFE.  By  Felix  Friedberg.  New 
i York:  Philosophical  Library.  1954.  40  pp.  $2.50. 

j Reviewed  by  Stanley  B.  Weld 

Occasionally  it  is  refreshing  to  turn  to  subjects  outside 
one’s  field  of  specialization  and  possibly  get  a different  con- 
I cept  of  some  of  life’s  problems  Here  we  have  five  essays  by 
^ a college  teacher  on  topics  which  should  be  the  concern  of 
j every  thinking  person.  The  quotation  from  Albert  Schweit- 
i zer,  known  by  name  to  every  American,  which  appears  in 
j the  front  of  the  volume  commands  attention;  “.  . . if  only 

I we  would  all  give  up  three  minutes  every  evening  to 
I gazing  up  into  the  infinite  world  of  the  starry  heavens  and 
' meditating  on  it,  or  if  in  taking  part  in  a funeral  procession 
j we  would  reflect  on  the  enigma  of  life  and  death,  instead  of 
i engaging  in  thoughtless  conversation  as  we  follow  behind  tlic 
I coffin  . . A tough  job  for  most  of  us  today  with  our 

I television,  cineramas  and  motor  car  races! 
i Here  are  the  subjects  of  the  essays;  “Ideation  or  Reality,” 
“Tlie  Function  of  a University,”  “Philosophy’s  Service  to  tlic 
Scientist,”  “A  Work  of  Art,”  and  “Characteristic  Phenomena 
of  Living  Things.”  There  arc  nuggets  to  be  found  in  all  of 
! them.  For  example,  in  the  first  the  primary  goal  of  education 


Do  You  Face  This 
PROBLEM  ? 

Like  other  busy  people,  doctors  may  fnid  there 
“just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  Connecticut’s  oldest  and  largest  bank  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet : “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established 

Member  Federal  Deposit  Insurance  Corporation 

Hartford  National  Bank  and  Trust  Co.mpany 
Alain  and  Pearl  Streets 
H artford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 

“Your  Financial  Secretary” 

Name  

Street  & No 


City  or  Town 
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CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
5c,''  each  additional 

25<-  extra  if  keyed  through  Jouknai, 

Payable  in  advance 

FOR  SALE;  Save  from  50  to  75%  on  large  stock  of  new  and 
refinislied  medical  and  office  eejuipment  and  new  instru- 
ments, etc.,  available  for  tlie  pitysician,  liospital  and  labora- 
tory. ^Ve  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  \’ou  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  iMeriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meritien,  Conn. 

FOR  SAFE:  Instrument  cabinets  $40.00  up — Examining  tables 
I50.00  up — Treatment  and  utility  tables  $10.00  up — Sterilizers 
$30.00  up — All  types  examining  lamps  $15.00  up — New  FCC 
license  short  wave  $250.00 — Focus  magnifying  lamps  $25  00 
up — Blood  pressures,  all  types  $18.00  up — Suction  and  pres- 
sures $35.00  up — EENT  chairs  $35.00  up — Treatment  chairs 
$15.00  up — Jones  and  A'IcKesson  basal  metabolism  $15000 — 
Binocular  microscopes  $300.00 — Monocular  microscopes 
$75.00  up — Eye  test  cabinet  $30.00 — New  fluorescent  x-ray 
illuminater  $20.00 — Buck  iVi  gallon  developing  tank  $25.00 — 
Screens  and  cassettes — Cauterys  $15.00  up — Galvanic  and  sine 
wave  n’.achine  $60.00 — AVall  examining  lamp  $25.00 — Otiscope 
and  ophthalmoscope  sets  $20.00  up — Wooden  table  $30.00 — 
Dare  hemoglobinometer  $2500 — Hemocytometers  $5.00 — 
Prometheus  recessed  in  cabinet  16"  sterilizer  $75.00 — Hemo- 
meters  $8.00 — New  AVelch-Allen  proctoscope  set  $25.00 — 
Infra-red  lamps — Examining  stools  $10.00 — Syringes — Instru- 
ments— X-ray  accessories — Hundreds  of  small  items  at  tre- 
mendous savings.  AVe  have  no  overhead,  no  salesmen.  Our 
warehouse  is  opened  by  appointment  only,  every  day  includ- 
ing evenings  and  Sundays.  Budget  terms.  Write  or  phone 
.Meriden  5-9675.  Harry  Sacker,  P.  O.  Box  642,  iMeriden, 
Conn. 

STURGEON,  48;  Protestant;  married;  8 months  basic  science 
course  beginning  October  i only  remaining  for  board  eligibil- 
ity; 16  years  previous  private  practice;  Connecticut  license; 
ilesires  assistantship  or  association  with  qualified  surgeon  for 
2 months — July  15  to  September  15;  Hartford  County  desired 
but  not  necessary.  Write  AV.  R.  S.,  c/o  The  Connecticut 
State  Medical  Journal. 

FOR  RENT:  Physician  and  Dentist  office,  newly  built,  next 
to  old  established  pharmacy.  Suburban  shore  community, 
year  round  population  over  4,000  plus  two  beach  colonies. 
No  practicing  physician  or  dentist  at  present.  15  minutes  to 
hospital.  WTite  Ernest  Gerstl,  Quarry  Road,  .Milford,  Conn., 
or  phone  .Milford  2-8791. 

ATTENTION:  Doctor’s  gracious  colonial  home  with  medi- 
cal suite  and  established  practice  complete  with  x-ray  equip- 
ment. This  house  is  located  in  a beautiful  neighborhood 
overlooking  a park.  There  is  ample  parking  space.  Eight 
minutes  from  medical  center.  For  further  information  write 
or  call  iM.  J.  Carl  Allison,  .vi.n.,  133  AVest  Park  Avenue,  New 
I laven.  Conn.,  iMA  4-1022. 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A11  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  have  set  a 
minimum  daily  adult  requirement. 


Oistrihnted  by 

Borden^ s Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


is  emphasized  to  develop  in  youth,  tolerance,  fairness  and 
understanding.  Again,  the  function  of  a university  in  this 
day  of  red  cliasers  is  pointed  out  succinctly.  Philosophy  is 
proposed  as  an  aid  to  science  “in  dissolving  the  conflict 
between  science  and  religion.” 

In  the  final  chapter  the  essayist  discusses  certain  processes 
of  physics  and  chemistry  as  they  are  related  to  plant  and 
animal  life,  the  concept  of  homeostasis,  and  the  hereditary 
disease  alcaptonuria. 


Working  On  After  65 

Contrary  to  the  general  impression  that  age  65 
usually  marks  the  end  of  productive  life,  a relatively 
large  proportion  of  American  men  past  that  age  are 
still  actively  at  work,  according  to  the  Metropolitan 
Life  Insurance  Company’s  statisticians. 

Of  all  men  at  ages  65  to  69,  fully  three-fifths  are 
gainfully  employed,  and  at  ages  70  to  74  the  propor- 
tion is  about  n\'o-fifths,  according  to  estimates 
derived  by  the  statisticians  from  Census  Bureau 
data.  Even  among  those  at  75  and  older,  one  in  five 
still  is  working,  it  was  said. 
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Medical  Offices  For  Rent 


GROUND  FLOOR  OFFICES 
BEAUTIFULLY  DECORATED 
EFFICIENTLY  ARRANGED 
GENEROUS  IN  SIZE 


For  Brochure  and  Floor  Plans 
Phone 


Telephone  ST  7-4275 


Trumbull  Building 

Trumbull  Street,  corner  Orange  Street 
New  Haven,  Conn. 


Suites  No  tv  Renting 


SAUNDERS’ 

MEDICAL  BOOKS 

Thank  you  Doctor  ....  for  sending  in  your  SAUNDERS’  medical 

book  orders  — direct  to  me 

W.  B.  Saunders  Company 

West  Washington  Square  Philadelphia 

4;: 

Joseph  Juneman 

Your  SAUNDERS’ Representative  . . . . in  Connecticut 

/ 

ORTHOPAEDIC  APPLIANCES 
BUILT  TO 

PHYSICIANS’  PRESCRIPTIONS 
ONLY 


SHIRLEY  BROS. 

26  ASHLEY  STREET,  HARTFORD 
Phone  6-3748 

Braces  - Belts  - Etc. 
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A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling, 

Over  35  Years’  Experience 
ill  the  maiuifactiire  and  fitting  of 
ARTIFICIAL  LIMBS 

32-36  ELM  STREET 
(Residence  Phone 
Hartford  9-0541) 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 
Service 

Lady 

Attendant 

First  Floor 

No  steps 
to  climb 

HARTFORD 

6-6544 
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H WHEN  SYMPTOMS  ARE  DISTRESSING 


Vi 


:dv»S:.r 


BUT  DISGUISED  . . . 

-ILL.  T..  J . 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 

Changes  in  the  mood  pattern  are  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”^ 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  ''sense  of  well-being”  that  patients  find  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


H 


n 


PREMARIN 


Si-' 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble),  also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
1 reatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.  1953,  p.  23. 
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You  Will  Never  Gt~ow 
Another  Pair  of  Eyes  ! 

It  is  because  of  tliis  very  obvious  fuct  tliar  rA  I> 
PHYSICIANS  everywhere  are  performing  a \ cry  greai 
service  to  humanity  . . . wlicn  tlie\’  lend  their  talents, 
training  and  experience  to  tlie  critical  c\’c-examinations 
which  result  in  Prescriptions  In  GlassI"  It  is  our  privi- 
lege to  transcrilic  tliese  prescriptions  into  modern  ewew  eai 
. . . wliich  brings  licrrer  vision  to  thousands  at  a time 

when  personal  efficiency  is  of  inestimable  sit-nificanee' 


ESTABI.ISHEI)  I Kyu 


CO. 


Hartford 

Springfield 


GUILDCRAFT  OPTICIANS 

with  stores  in  . . . 

Bridgeport 
New  Britain 


New  Haven 
Worcester 


STOUGHTONS 

255  SOUTH  WHITNEY  STREET  774  FARMINGTON  AVENUE 

Hartford  W'est  Hartford 

Telephone:  JAckson  3-5283  Telephone:  ADams  3-2601 

AN  HONORED  NAME  IN  DRUGS  SINCE  1875 

Complete  Service  for  . . . 

PHYSICIANS  and  HOSPITALS 
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HYPERSPLENISM 

INDICATIONS  EOR  SURGERY 

Theodore  S.  Fa  ans,  m.d.,  Levin  L.  Waters,  m.d.,  ami  Robert  M.  Lowman,  m.d.,  New  Haven 


Dr.  Evans.  Director  of  Aledical  Service,  Memorial 
Unit,  Grace-New  Haven  Community  Hospital; 
Clinical  Professor  of  Medicine,  Yale  University 
School  of  Medicine 

Dr.  Waters.  Director  of  Pathology  Department, 
Memorial  Unit,  Grace-New  Haven  Conmmnity 
Hospital;  Associate  Professor  of  Pathology,  Yale 
University  School  of  Medicine 

Dr.  Lowman.  Director  of  X-ray  Departmeiit, 
Memorial  Unit,  Grace-New  Haven  Coninnmity 
Hospital;  Assistant  Clinical  Professor  of  Radiology, 
Yale  University  School  of  Medicine 


Indications  For  Surgery 

I.  Primary 

A.  Congenital  Hemolytic  Anemia. 

B.  Acquired  Hemolytic  Anemia. 

c.  Idiopathic  Thrombocytopenic  Purpura. 

р.  Splenic  Neutropenia. 

E.  Splenic  Pancytopenia. 

II.  Primary  Recurrent:  Due  to  Accessory  Spleens 
or  Splenic  Implants 

A.  Congenital  Hemolytic  Anemia. 

B.  Idiopathic  Thrombocytopenic  Purpura. 

с.  Splenic  Neutropenia. 

III.  Secondary:  Occurring  in  Chronic  Disease 

A.  Acquired  Hemolytic  Anemia. 

B.  Thrombocytopenic  Purpura, 
c.  Splenic  Neutropenia. 

D.  Splenic  Pancytopenia. 

Pro7n  Department  of  Medicine,  Department  of  Pathology,  D 
Hospital  and  the  Yale  University  School  of  Medicine 


Primary  Hypersplenism 

CONGENTIAL  HEMOLYTIC  ANEMIA 

A.  Splenectomy:  life  saving  during  crises 

B.  Transfusions:  not  used  during  crises 

1.  Danger  hemolysis  and  renal  “shutdown” 

2.  Rise  in  blood  volume— “auto-transfusion” 
c.  No  abnormal  operative  bleeding 

D.  Splenectomy  prevents  or  terminates 

1.  Chronic  invalidism 

2.  Cardiac  dilatation 

3.  Cholelithiasis 

4.  Gout 

E.  Splenectomy  terminates  crises  and  restores 
hematologic  balance 

ACQUIRED  HEMOLYTIC  ANEMIA 

A.  Splenectomy:  life  saving  during  crises 

B.  Transfusions:  not  used  during  crises 

1.  Danger  hemolysis  and  renal  “shutdown” 

2.  Rise  in  blood  volume— “auto-transfusion” 
c.  No  abnormal  operative  bleeding 

D.  Splenectomy  terminates  crises  and  restores 
hematologic  balance 

IDIOPATHIC  THROMBOCYTOPENIC  PURPURA 
Acute  attacks  may  be  treated  by 

1.  Splenectomy 

2.  Hormones 

A.  Splenectomy:  life  saving  during  crises 

B.  Transfusions  used  freely 

c.  Abnormal  bleeding  stops  when  splenic  pedicle 
is  clamped 

D.  Splenectomy  prevents  or  terminates 

1.  Chronic  invalidism 

2.  Cerebral  hemorrhage 

artment  of  Radiology,  The  Grace-New  Haven  Conrmunity 
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3.  Retinal  hemorrhage  and  blindness 

4.  Abnormal  vaginal  hemorrhage 

E.  Splenectomy  restores  hematologic  balance 

SPLENIC  NEUTROPENEA. 

A.  Splenectomy:  life  saving  during  crises 

K.  Transfusions  of  little  value 

c.  Splenectomy  terminates  crises  and  restores 
hematologic  balance 

SPLENIC  PANCYTOPENIA 

A.  Splenectomy:  life  saving 

B.  Splenectomy  terminates  crises  and  restores 
hematologic  balance 

c.  Transfusions  valuable 

Hypersplenism 
Surgical  Indications 

Primary  Recurrent  Hypersplenism  may  be  expressed 
as: 

A.  Congenital  Hemolytic  Anemia 

B.  Idiopathic  Thrombocytopenic  Purpura 

c.  Splenic  Neutropenia 

D.  Splenic  Pancytopenia 

The  recurrence  may  follow  the  same  pattern  as  the 
primary  episode  or  another  type  of  hypersplenism 
may  follow.  Thus  cases  of  hemolytic  anemia  may 
be  followed  by  thrombocytopenia  or  vice  versa. 

Recurrences  may  be  due  to: 

A.  Generalized  reticulo-endotheliosis  (does  not 
yield  to  surgery) 

B.  Implantation  splenosis  (does  not  yield  to  sur- 
gery) 

c.  Accessory  spleens  which  are  not  removed  at 
the  primary  operation  may  grow  and  cause  re- 
current hypersplenism.  These  accessory  spleens 
have  been  visualized  with  thorotrast  and  re- 
moval surgically  has  terminated  the  hyper- 
splenic  episode  and  resulted  in  cure. 

secondary 

In  the  course  of  many  chronic  diseases  an  acute 
life-threatening  episode  of  hypersplenism  of  the 
secondary  type  may  occur.  Removal  of  the  spleen 
terminates  the  hypersplenic  episode  and  the  primary 
disease  follows  its  usual  chronic  course. 
Hypersplenism  of  this  type  may  be  expressed  as: 

A.  Acquired  Hemolytic  Anemia. 

B.  Thombocytopenic  Purpura. 

c.  Splenic  Neutropenia. 

D.  Pancytopenia. 


The  purpose  of  this  report  is  to  demonstrate  the 
relationships  among  the  diseases  which  are  hyper-  I 
splenic  in  origin  and  to  make  clear  the  advantages  “ 
which  may  be  derived  from  surgical  removal  of  the  \ 
spleen.  j 

The  charts  explain  in  outline  the  interrelationship 
of  primary,  recurrent  and  secondary  hypersplenism 
and  the  expression  of  each  in  the  peripheral  blood. 
The  three  other  charts  give  further  detail  of  the 
three  general  types  of  hypersplenism  and  explain 
the  results  that  may  be  expected  from  surgery. 

There  are  sixteen  case  reports,  each  of  which  con- 
sists of  a chart  showing  changes  in  the  peripheral 
blood  before  and  after  splenectomy  and  transpar- 
encies of  splenic  tissue,  gross  pathology  or  x-ray 
studies.  Each  of  these  case  reports  contributes  in 
some  way  to  the  general  contention  that  in  properly 
selected  cases  splenectomy  cures,  prevents  or  relieves 
the  major  symptoms  and  signs  and  restores  the 
equilibrium  caused  by  the  hypersplenic  disease  or 
episode. 

In  the  four  cases  of  congenital  hemolytic  anemia, 
(two  sets  of  brother  and  sister,  HA,  SA,  GE,  and 
JE)  splenectomy  in  early  life  is  thought  to  have 
restored  normal  hematologic  equilibrium  and  to 
have  reduced  hearts  dilated  by  chronic  anemia  to 
normal  size.  Chronic  invalidism  has  been  relieved, 
and  it  is  thought  that  resistance  to  upper  respiratory 
infection,  and  in  one  instance  (GE)  to  meningo- 
coccus meningitis,  has  been  greatly  increased.  All 
are  well  at  present. 


H.  A.  Case  No.  i Accessory  spleen  3 cm.  in 
diameter  removed  at  original  operation 


L O W M A N 


571 


HYPERSPLENISM  — EVANS,  WATERS, 


G.  E.  Case  No.  4.  Note  macrophages  with 
red  cell  inclusions 


0?1'^  JUI^'  OCT  NOV  DEC  AUG.  Wb 


J E(2yeors) 

OCT  1951  NOV  1951  DEC  1951  APR  1952 

HGB  R0C 

iOOX  5M  ^ **  '* 


GE  7 WLEKS  OLD 


Case  5 (JPA)  demonstrates  cholelithiasis  in  a 
seventeen  year  old  girl  with  congenital  hemolytic 
anemia.  Her  hematologic  balance  w^as  restored  to 
normal,  and  she  was  able  to  combat  snccessfully 
tuberculosis  with  cavitation  and  lobectomy.  She  is 
now^  well  and  is  the  mother  of  one  healthy  child. 

Cases  6 (MG)  and  7 (MR)  had  idiopathic 
thrombocytopenic  purpura  with  hemorrhage  into 
the  eyegrounds.  In  case  6,  operation  was  deferred 
in  the  hope  that  “conservative”  measures  would  hold 
the  disease  in  check.  The  patient  is  blind  although 
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J.P.  A.  Case  No.  5.  Note  gallstones.  17  year  old  girl 


J.  P.  Case  No.  5.  Note  macrophages  with  red 
cell  inclusions 


1940  1941  1953 

FEB.  MARCH  APRIL  JUNE  AUG 


M R-F-  23yrs. 


Case  7 


Case  8 


Case  5 
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splenectomy  (after  blindness  had  developed)  cured 
the  idiopathic  thronihocytopenic  purpura.  In  con- 
trast, case  7 vas  operated  on  at  once,  and  this  patient 
has  been  well  ever  since.  She  has  three  healthy 
children  horn  after  splenectomy. 

Case  8 (JV),  idiopathic  thrombocytopenic  pur- 
pura, was  operated  after  a period  of  observation  of 
two  years.  1 he  spleen  in  this  case  was  crowded  with 
platelets.  Operation  cured  her  disease. 

Case  9 (PS)  pancytopenia.  Originally  it  was  re- 
ported as  hemolytic  anemia,  but  it  is  obvious  from 
the  findings  that  all  cellular  elements  were  involved. 
She  has  been  well  wfithout  recurrence  for  over  ten 
years. 

Case  lo  (ND)  pancytopenia  with  slight  reduction 
in  all  cells  and  platelets  also.  Response  to  splenecto- 
my has  been  gratifying  and  complete.  He  is  well  at 
the  end  of  6 years.  (Case  seen  with  Dr.  C.  A.  Doan.) 

Case  II  (ET)  acquired  hemolytic  anemia  of  un- 
known origin.  After  splenectomy  the  congestive 
heart  failure  with  edema  cleared  along  with  restora- 
tion of  hematologic  equilibrium  and  without  meas- 
, ures  directed  to  heart  disease.  She  is  well  at  the  end 
of  2 years. 

Case  12  (CS)  is  one  of  acute  hemolytic  anemia 
complicating  giant  lymph  follicle  hyperplasia.  Splen- 
ectomy restored  hematologic  equilibrium  and  she 
has  been  entirely  well  for  four  and  one-half  years. 

Case  13  (GH)  is  one  of  Gaucher’s  Disease  com- 
plicated by  fulminating  thrombocytopenic  purpura. 
Removal  of  a 5,000  Gm.  spleen  resulted  in  an 
enormous  rise  in  the  platelets,  from  8,000  to  1,250,000 
with  maintenance  of  high  platelet  counts  for  10 
months. 

Case  14  (RV)  is  one  of  primary  recurrent  hyper- 
splenism  due  to  implantation  splenosis.  An  episode 
of  iodiopathic  thrombocytopenic  purpura  was  brief- 
ly relieved  by  splenectomy.  In  removing  the  major 
spleen,  large  amounts  of  splenic  pulp  were  spilled 
in  the  peritoneum.  At  reoperation  and  at  postmortem 
much  implanted  splenic  tissue  was  found.  This 
patient  displayed  both  recurrent  idiopathic  throm- 
bocytopenic purpura  and  hemolytic  anemia  before 
her  death. 

Case  15  (EK)  is  one  of  recurrent  primary  con- 
I genital  hemolytic  anemia  in  whom  removal  of  a 
primary  spleen  caused  a remission  of  one  year. 
? Recurrence  of  hemolytic  anemia  was  found  to  be 
due  to  an  accessory  spleen  visualized  several  years 
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Case  I I 
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G.  H.  Case  No.  13.  Spleen.  Weight — Gaucher’s 
Disease,  Secondary  Thrombocytopenic  Purpura 


E.  T.  Case  No.  ii.  Note  infiltration  of  spleen  with  iron 


C.  S.  Case  No.  12.  Note  macrophages  with 
red  cell  inclusions 


G.  H.  Case  No.  13.  Spleen,  high  power.  Note  large 
number  of  entrapped  platelets.  Gaucher’s  Disease, 
Secondary  Thrombocytopenic  Purpura 


Case  13 


Case  1 2 
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HYPERSPLENISM  — EVANS,  WATERS, 


ao'o.  The  patient  has  refused  reoperation  and  has 
continued  to  have  profound  anemia  of  the  hemolytic 
type  and  episodes  of  congestive  heart  failure  due 
to  dilatation  of  the  heart. 

Case  1 6 (RM)  is  one  of  recurrent  primary  hyper- 
splenism  of  the  idiopathic  thrombocytopenic  type 
who  had  a major  spleen  removed.  She  had  a remis- 
sion of  several  years.  Idiopathic  thrombocytopenic 
purpura  developed  again  and  a 50  Gm.  accessory 
spleen  was  removed  with  cessation  of  all  signs  and 
symptoms. 

HISTORY 

The  term  “hypersplenism”  seems  to  have  been 
first  suggested  by  King^  in  1914  after  studies  with 
Eppinger  in  these  words;  “.  . . gross  changes  in 

the  spleen  are  the  dominating  features  of  the  clinical 
picture  and  yet  there  has  been  no  attempt  to  cor- 
relate these  changes  in  the  spleen  with  the  clinical 
picture.  That  this  organ  has  a definite  function  can 
hardly  be  questioned.  There  is  considerable  evidence 
to  show  that  the  spleen  may  have  marked  influence 
on  hemolysis.  It  is  but  a step  to  assume  that  there 
exist  for  the  spleen  conditions  associated  with 
hyperactivity  of  some  of  its  functions— let  us  say  the 
function  of  hemolysis.  To  such  a condition  the  term 
“hypersplenism”  may  be  applied.  If  it  can  be  shown 
that  important  clinical  symptoms  consistently  dis- 
appear or  are  strikingly  mitigated  when  the  spleen  is 
removed  from  the  body,  an  important  step  will  have 
been  taken  toward  defining  the  functions  of  the 
spleen.”  This  quotation  is  a clear  prophecy  of  what 
was  to  transpire  in  the  near  future  for  in  1916 
Kaznelson,”  either  independently  or  with  knowledge 
of  King’s  hypothesis,  suggested  that  the  spleen  of  a 
patient  with  hemorrhagic  purpura  be  removed.  The 
operation  was  successfully  accomplished  and  the 
patient  made  an  uneventful  recovery.  The  value  of 
splenectomy  was  established  and  the  operation  has 
become  the  therapy  of  choice  in  most  hematologic 
groups  for  a number  of  diseases.  Since  then  studies 
of  these  syndromes  have  been  carried  out  in  a great 
many  laboratories.  With  the  space  available  it  is  not 
possible  to  mention  every  contributor,  but  Doan‘S*  and 
his  co-workers  and  Dameshek^'*  and  his  associates 
have  made  the  term  familiar  to  every  practitioner  of 
medicine. 

DEFINITION 

We  believe  that  the  essential  factor  in  the  syn- 
drome is  the  spleen,  and  that  the  bone  marrow  only 


1942 


R.V-F-54,yrs. 
Case  14 


E.  K.  Case  No.  15.  Thorotrast  visualization  of 
accessory  spleen 


reflects  what  is  happening  in  the  spleen  and  in  the 
peripheral  blood.  Therefore,  we  feel  that  the  bone 
marrow  must  show  hyperactivity  in  the  production 
of  those  very  elements  which  are  deficient  in  the 
peripheral  blood.  In  other  words,  in  hemolytic 
icterus,  though  the  peripheral  blood  is  deficient  in 
red  blood  cells,  the  bone  marrow'  show's  increased 
erythroid  activity  so  that  the  M.-E.  ratio  is  altered. 
In  thrombocytopenia,  although  the  platelets  are 
deficient  in  the  peripheral  blood,  there  are  more  than 
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the  usual  number  of  megakaryocytes  in  the  bone 
marrow.  In  neutropenia  the  myeloid  elements  of  the 
bone  marrow  are  hyperplastic,  and  in  pancytopenia 
of  splenic  origin  all  elements  are  hyperactive.  We 
further  find  that  there  is  no  evidence  of  “arrest”  in 
any  of  the  bone  marrow  elements  and  that  “delivery 
block”  is  not  present.  Attempts  should  be  made  to 
determine  the  presence  of  any  extra  splenic  immuno- 
hematologic  factor,  any  allergic  basis,  or  any  drug 
hypersensitivity. 

CRITERIA  FOR  THE  DIAGNOSIS  OF  HYPERSPLENISM 

( 1 ) Peripheral  cytopenia. 

( 2 ) Bone  marrow'  hyperactive  in  those  very  ele- 
ments deficient  in  the  peripheral  circulation. 

1947  1949  1950  1951  1952  1953 


(3)  No  evidence  of  “arrest”  or  “delivery  block” 
in  the  bone  marrowv 

(4)  No  evidence  of  extra  splenic  immuno-hemato- 
logic  factors,  allergy,  or  drug  sensitization. 

(5)  No  evidence  of  metaplasia  in  the  spleen. 

(6)  Adrenalin  test  important  if  positive. 

POST  SPLENECTOMY 

( 7 ) Increased  activity  of  macrophages  in  the  spleen 
seen  in  “vital”  preparations  and  stained  smears  of  the 
pulp,  rarely  seen  in  fixed  tissues. 

(8)  Restoration  of  hematologic  balance  if  all 
splenic  tissue  is  removed. 

PHYSIOLOGY 

By  Bjorkman’s^  work  the  different  points  of  view 
on  splenic  circulation  have  found  a common  de- 
nominator. Thus  our  present  concept  is  that  the 


spleen  has  a semi-open  circulation  with  contractile 
stomata  acting  as  a filter  mesh  in  the  sinus  walls. 
Under  normal  conditions  this  structure  acts  to  allow 
separation  of  the  plasma  from  the  cellular  elements 
of  the  blood  and  to  concentrate  these  cells  in  the 
sinusoids.  However,  under  abnormal  conditions— 
such  as  simple  congestion  with  increase  in  splenic 
size  and  in  a variety  of  diseases— the  stomata  are 
stretched  and  allow  the  cellular  elements  to  enter 


R.  M.  Case  No.  16.  Accessory  spleen.  Note  similarity 
in  size  and  shape  to  normal  spleen 


GIANT  follicle  HYPERPLASIA,  with  secondary  HYPERSPLENIC 
P M.  9 Aqed  ISyrs.  THROMBOCYTOPENIC  PURPURA, acute 


the  pulp  where  a large  standing  army  of  reticulo- 
endothelial cells  is  waiting  for  action. 

MECHANISMS 

The  mechanism,  or  mechanisms,  by  which  the 
normal  physiology  of  the  spleen  becomes  distorted 
may  be  either  inherited  or  “acquired.”  The  precise 
details  of  the  modus  operand!,  however,  remain 
matters  of  conjecture,  hypothesis  and  continuing 
experimentation. 

Three  major  approaches  are  helping  to  further 
clarify  current  concepts:  (i)  The  direct  visualiza- 
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rion  by  transilluniination  of  the  splenic  sinusoids, 
with  indirect  measurement  of  clianges  in  the  size  of 
the  interendothelial  stomata  which  may  govern  the 
intra-  versus  extra-vascular  splenic  stasis— individual 
variation  in  storage  of  circulating  blood  elements, 
(Kniselv,'*  Whipple  et  al.,^  Bjorkmair'^) ; (2)  the 
development  of  immuno-hematalogic  technics  for 
demonstrating  incomplete  (“blocking”)  or  monova- 
lent antibodies;  and  (3)  further  evidence  as  to  the 
cellular  sources  of  globulin  antibodies. 

PK 1 X 1 ARY  H Y PERSPLEN ISM 

This  is  a condition  in  which  there  is  a hyperin- 
stabilitv  of  the  spleen,  sometimes  inherited  as  a 
Mendelian  dominant  gene  factor  as  in  hemolytic 
icterus  and  at  others  as  a recessive  character  of  in- 
frequent expression.  “Spontaneous”  hypersplenic 
■ episodes  may  occur  without  demonstrable  cause 
- associated  with  such  physiological  states  as  preg- 
I nancy,  or  may  be  related  to  minor  trauma  and 
I infections.  Since  these  episodes  may  occur  without 
i warning,  “splenectomy  should  be  done  when  an  un- 
^ equivocal  diagnosis  of  hypersplenism  can  be  made.” 

I (Doan.)  An  operation  of  election  before  a crisis  bas 
i developed  is  done  with  greater  ease  and  at  less  risk  to 
the  patient.  Howxver,  “splenectomy  should  not  be 
j deferred  in  the  event  of  a crisis  since  more  patients’ 
j lives  are  lost  as  a result  of  procrastination  than  as  a 
result  of  action.”  (Dameshek.) 

Primary  hypersplenism  is  exemplified  in  the  fol- 
lowing diseases: 

( 1 ) Congenital  or  acquired  hemolytic  icterus. 

(2)  Thrombocytopenic  purpura. 

(3)  Splenic  neutropenia. 

(4)  Panhematopenia. 

Although  each  of  the  first  three  occur  in  pure 
form,  it  is  usually  found  that  some  involvement  of 
the  correlative  strain  of  cells  is  present.  Thus  in 
most  cases  of  hemolytic  icterus  there  is  some  evi- 
dence of  purpura,  and  in  splenic  neutropenia  there 
is  some  evidence  of  hemolysis. 

SECON DAR Y H YPERSPLENIS M 

In  the  course  of  a number  of  diseases  the  spleen 
may  become  secondarily  involved  and  if  the  pre- 
disposing factors  necessary  for  the  development  of 
hypersplenism  are  present  and  are  activated,  this 
condition  will  manifest  itself  and  will  call  for  splen- 
ectomy. These  instances  are  not  very  infrequent; 
thus  in  a series  of  326  splenectomies  during  the  years 


1932-1949  Doan  has  classified  65  per  cent  as  primary 
and  35  per  cent  as  secondary. 


Band’s  disease  42 

Felty’s  syndrome 6 

Acquired  hemolytic  icterus 16 

Gaucher’s  disease  4 

Xanthochromatosis  i 

Lymphatic  leukemia  4 

Myelocytic  leukemia  2 

Adonocytic  leukemia  i 

T uberculosis  3 

Syphilis  2 

Boecks’  sarcoid  i 

Hodgkins’  5 

Reticulo  sarcoma  i 

Hemangioma  2 

Multiple  myeloma  i 

Giant  follicle  lymphoma 6 


HEMOCLASTIC  CRISES 

Because  of  the  tendency  for  primary  hypersplenic 
patients  to  go  into  crises,  operation  should  be  done  as 
an  elective  procedure  when  possible.  More  frequent- 
ly than  not,  however,  the  patient  is  first  seen  during 
a crisis,  and  under  these  circumstances,  an  immediate 
and  life-saving  splenectomy  may  have  to  be  done.  In 
all  cases  the  bone  marrow  should  be  carefully 
studied,  for  unless  this  tissue  is  either  normal  or 
hyperactive,  the  disease  is  not  of  splenic  origin  and 
splenectomy  will  not  cure  the  condition  but  will 
add  materially  to  the  risk  of  fatality.  If  the  bone 
marrow  is  hyperactive  and  the  other  criteria  for 
diagnosis  of  the  disease  are  present,  operation  should 
not  be  delayed. 

In  the  case  of  congenital  or  acquired  hemolytic 
icterus  we  believe  that  splenectomy  should  be  done 
as  soon  as  the  diagnosis  is  made.  We  also  believe 
that  transfusion  is  more  apt  to  do  more  harm  than 
good  by  causing  hemolysis  and  acute  renal  failure 
and  we  therefore  advocate  that  the  patient  undergo 
splenectomy  before  transfusion,  and  that  the  best 
results  will  be  obtained  when  transfusion  is  delayed 
until  splenectomy  has  been  accomplished.  This  is  not 
in  accord  with  the  opinion  of  many  hematologists, 
but  we  should  remember  that:  i.  These  patients  do 
not  bleed.  2.  That  the  spleen  itself  contains  a large 
quantity  of  blood  which  will  be  poured  into  the 
circulation  as  soon  as  the  organ  is  touched,  and  that 
this  seijuestered  blood  will  act  as  a very  large  “auto”- 
transfusion.  It  is  almost  the  rule  that  these  patients 
leave  the  table  with  a higher  blood  count  and  blood 
volume  than  they  have  at  the  inception  of  the  opera- 
tion. We  have  often  seen  a rise  of  1,000,000  red 
blood  cells  immediatelv  following  splenectomy. 


Tables  Showing  the  Pertinent  Findings  in  Each  Type  of  Hypersplenism 
Congenital  Hemolytic  Anemia 


CASE 

physical 

BONE 

initials 

NO. 

FAMILY  history 

history 

EXAxMINATION 

LABORATORY 

MARROtt' 

PATHOLOGY 

REMARKS 

H.A. 

I 

3 generations 

Pallor 

Pallor 

Coombs  :0 

Hyperplasia 

Spleen  106  gr. 

No  recurrence 

3 years 

Grandfather 

Weakness 

Dilated  heart 

ind.  Bilirubin 

RBC 

Sinusoids 

3 years 

Father 

Frequent 

Splenomegaly 

2.0  mgs. 

empty 

Sister 

U.R.I.  since 

Platelets  400,000 

Pulp  RBC 

hirtli 

Spherocytes 

Phagocytes 

Fragility  050:040 
Rouleaux 

RBC 

S.A. 

2 

3 generations 

Pallor 

Pallor 

Coombs:  0 

Hyperplasia 

Spleen  1 1 2 gr. 

No  recurrence 

4 years 

Grandfather 

W eakness 

Dilated  heart 

Ind.  Bilirubin 

RBC 

Sinusoids 

3 years 

Father 

Frequent 

Splenomegaly 

3.omgs. 

empty 

Brother 

U.R.I.  since 

Platelets  750,000 

Pulp  RBC 

birth 

Spherocytes 

Phagocytes 

Fragility  .052:46 

RBC 

Rouleaux 

No  pigment 

J.E. 

3 

3 generations 

Pallor 

Pallor 

Coombs  :0 

Hyperplasia 

Spleen  90  gr. 

No  recurrence 

2 years 

Grandfather 

Weakness 

Dilated  heart 

Ind.  Bilirubin 

RBC 

Sinusoids 

3 years 

Father 

Frequent 

Splenomegaly 

q.omgs. 

empty 

Sister 

U.R.I.  since 

Platelets  500,000 

Pulp  RBC 

birth 

Spherocytes 
Fragility  .54:4.4 
Rouleaux 

No  pigment 

G.E. 

4 

3 generations 

Pallor 

Pallor 

Coombs:  0 

Hyperplasia 

S})leen  60  gr. 

No  recurrence 

7 weeks 

Grandfather 

weakness 

Splenomegaly 

Ind.  Bilirubin 

RBC 

Sinusoids 

3 years 

Father 

since  birth 

2.5mgs. 

empty 

Acute  meningo- 

Brother 

Platelets  450,000 

Pulp  RBC 

cocci  septicemia 

Spherocytes 

No  pigment 

6 months  after 

Fragility  .052:46 
Rouleaux 

splenectomy 

J-P- 

5 

3 generations 

Pallor 

Pallor 

Coombs  :0 

Hyperplasia 

Spleen  700  gr. 

T.B.  cayity 

17  years 

Grandmother 

Weakness 

Splenomegaly 

Ind.  Bilirubin 

RBC 

Sinusoids 

Lobectomy  6 

Aunt 

Abdominal 

Gall  stones 

5.6mgs. 

empty 

months  after 

Brother 

pain  since 

Jaundice 

Platelets  500,000 

Pulp  RBC 

splenectomy 

birth 

Spherocytes 

Phagocytes 

I healthy  child 

Fragility  .060:. 048 

RBC 

No  recurrence 

Rouleaux 

No  pigment 

7 years 

Idiopathic  Thrombocytopenic  Purpura 


M.G. 

6 

Hemorrhage  nose,  Hemorrhage  eye- 

Bleeding  time:  14  min. 

Not  done 

Spleen  125  gr.  Total  blindness  17 

1 3 years 

skin,  mouth  grounds,  skin, 

Clotting  time:  12  min. 

Platelets  years  after  splen- 

Blindness — mucous  membranes 

Clot  retraction  none  in 

Macrophages  ectomy 

3 months 

48  hours 

Hysterectomy, 

fibroids 

No  recurrence  of 
I.T.P. 

M.R. 

7 

Hemorrhage  skin.  Vaginal  hemorrhage 

Bleeding  time:  10  min. 

“Resting”  and 

Spleen  200  gr.  700  cc.  blood  in 

25  years 

yaginal  3 days  Tubal  hemorrhage 

Clotting  time:  14  min. 

active 

Platelets  abdominal  cavity 

Hemorrhage  eye- 

Clot  retraction  none  in 

megakaryo- 

Macrophages  from  right  tube 

grounds 

48  hours 

cytes 

R.  Tubal  preg-  3 children 
nancy  since  splenectomy 

No  recurrence 

JV. 

8 

Recurrent  hemor-  Vaginal  and  skin 

Bleeding  time:  10  min. 

“Resting”  and 

Spleen  300  gr.  300  cc.  of  incom- 

25  years 

rhage  skin,  hemorrhage 

Clot  retraction  none  in 

active 

Platelets  patable  blood  at 

yaginal,  2 years 

48  hours 

megakaryo- 

Macrophages  operation 

cytes 

No  severe  svmp- 

toms 

Pancytopenia  Secondary  to  Giant  Lymph  Follicle  Hyperplasia 

P.S. 

9 

Recurrent  hemoly-  Hepato 

Ind.  Bilirubin  5 mg. 

A'larked 

Spleen  1000  gr.  Appendectomy 

23  years 

tic  episodes  with  splenomegaly 

Platelets  60,000 

hyperplasia 

Sinusoids  1 3 years 

neutropenia  and  Pallor 

Neutrophils  3,000 

RBC 

empty  No  recurrence 

thrombopenia  Icterus 

Spherocytes 

Moderate 

Pulp  filled  hemolytic  anemia 

probably  since 

Reticulocytes 

WBC  and 

with  RBC  due  to  Tridione 

birth 

Fragility  0.58:0.44 

megakaryo- 

cytes 

Phagocytosis 

case 

physic.\l 

bone 

INITIALS  NO.  HISTORY 

examination 

laboratory 

marrow 

PATHOLOGY 

remarks 

Pancytopenia 

\ D.  10  Recurrent  infec- 

Splenomegaly 

Hyperplasia 

Spleen 

No  recurrence  in 

6 years  tions 

Lymph  adenopathy 

of  all  bone 

Phagocytosis 

6 years 

Hemorrhage  from 

marrow 

of  RBC 

bowel 

elements 

“Primary”  Acquired  Anemia 

E.T.  11  Dyspnoea 

Dyspnoea 

Coombs:  Positive 

Hyperplasia 

520  Gm.  spleen 

Congestive  failure 

56  years  Edema 

Edema 

Ind.  Bilirubin  7mgs. 

RBC  and 

Sinusoids 

relieved 

^^'eakness  2 years 

Pallor 

Fragility  5. 8:4. 2 

granulocytes 

empty 

No  digitalis 

Spherocytes 

Pulp  filled 

Well  after  four 

Platelets  500,000 

RBC 

years 

Fecal  Urobilinogen 

Phagocytosis 

No  recurrence 

1 1 1 1 500  mg. 

Secondary  Acquired  Hemolytic  Anemia 

C S.  12  Pallor 

Pallor 

Coombs:  Positive 

Hyperplasia 

Spleen  1000  gr. 

No  recurrence  5 

47  years  Weakness 

\Veakness 

Ind.  Bilirubin  d.ymgs. 

RBC  and 

Sinusoids 

years 

Jaundice 

Jaundice 

Platelets  500,000 

granulocytes 

empty 

Thyroidectomy 

Biopsy  5 years 

Splenomegaly 

Fecal  urobilinogen 

Pulp  filled 

1953 

before — Giant 

Hepatomegaly 

450  mg. 

RBC 

Pneumonia  1954 

Follicle  Hyper- 

R.  Axillary  lymph 

Fragility  6.8:45 

Phagocytosis 

plasia 

adenopathy 

Giant  lymph 

follicle  hyper- 

plasia 

Secondary  Thrombocytopenic  Purpura 

G.H.  13  Primary  disease 

Pallor 

Clotting  time:  12  min. 

“Resting”  and  Spleen 

Arthritis 

Gaucher’s  disease 

Weakness 

Clot  retraction  none  in 

active 

Pulp  filled 

improved 

since  birth 

Splenomegaly 

48  hours 

megakaryo- 

with  platelets 

No  recurrence  i 

Recent  skin  and 

Hip  joint  disease 

Bleeding  time:  7 min. 

cytes 

Phagocytosis 

year 

mucous  membrane 

Gaucher’s 

Gaucher’s 

hemorrhage 

cells 

cells 

Primary  Recurrent  Hypersplenism 

Id;opath!c  Thrombcx^ytopenic  Purpura  Followed  by  Hemolytic  Anemia  Due 

TO  Implantation  Splenosis 

R.V.  14  Hemorrhage  skin,  Splenomegaly 

Coombs:  Positive 

Hyperlasia 

Spleen  400  gr. 

(i)  Thrombo- 

57  years  vaginal,  bowel 

Petachiae 

Platelets  30,000 

RBC 

cytopenia 

Later  jaundice  and 

Fragility  5.4:44 

“Resting” 

(2)  Hemolytic 

pallor 

Reticulocytes  30% 

megakaryo- 

anemia 

Clot  retraction  none  in 

cytes 

Death  due  to  im- 

48  hours 

plantation  spleno- 

sis 


Congenital  Hemolytic  Anemia  Due  to  Accessory  Spleen 


E.K.  15 

Family  history — 

Splenomegaly 

Coombs  :0 

Hyperplasia 

Spleen  500  gr. 

No  symptoms  i 

54  years 

daughter  jaundice 

Icterus 

Platelets  450,000 

RBC 

Phagocytosis 

year  post-splen- 

Hepatomegaly 

Fragility  5. 8: 4.6 

ectomy 

Large  heart 

Reticulocytes  24% 

Then  recurrence 

Visualized  accessory 

Nucleated  RBC  post- 

all  signs  and 

spleen 

splenectomy 

symptoms 
Refused  second 

splenectomy 
Thorotrast  visual- 
ized accessory 
spleen  4 cm. 
diameter 


Idiopathic  Thrombocytopenic  Purpura  Due  to  Accessory  Spleen 


R.iVI.  16 

2 cousins 

Severe  vaginal 

Bleeding  time:  6 min. 

“Resting”  and  Spleen  150  gr. 

(1944)  Remission 

1 4 years 

leukemia 

hemorrhage 

Clot  retraction  none  in 

active 

Accessory 

(1949)  Recur- 

Skin  and  vaginal 
hemorrhage  prior 
to  each  operation 

“shock” 

Petechiae 

48  hours 

megakaryo- 

cytes 

spleen  50  gr. 
Trapped 
platelets 
Phagocytes  1 1 1 

rence 

50  gr.  accessory 
spleen  removed 
1949-1954  no 
recurrence 

580 
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In  the  case  of  purpura,  on  the  other  hand,  trans- 
fusion should  be  given  before  and  after  operation. 
In  these  cases  the  amount  of  retained  blood  is  small 
for  the  spleens  rarely  weigh  much  over  250  Gm., 
and  in  addition  there  is  a severe  bleeding  tendency. 
While  bleeding  stops  very  dramatically  as  soon  as 
the  pedicle  is  clamped,  blood  loss  may  already  have 
been  so  severe  that  5 or  6 pints  of  bloods  will  be 
needed. 

In  the  cases  of  splenic  neutropenia  and  pancyto- 
penia, transfusion  is  likewise  essential. 

RECURRENT  HYPERSPLENISM 

When  in  a case  of  hypersplenism  the  spleen  has 
been  removed  with  the  resultant  remission  of  several 
weeks,  months  or  years,  and  the  same  or  a different 
expression  of  hypersplenism  arises,  one  should  be 
suspicious  of  the  presence  of  an  accessory  spleen, 
generalized  reticuloendotheliosis  or  implantation 
splenosis. 

( 1 ) Ross^  called  attention  to  the  possibility  that 
removal  of  a hyperactive  spleen  during  the  course 
of  hypersplenism  might  conceivably  act  as  a stimulus 
causing  hyperactivity  of  all  of  the  remaining  reticu- 
loendothelial structures,  particularly  the  lymph 
nodes,  liver  and  even  the  bone  marrow.  She  de- 
scribed a case  in  which  this  sequence  of  events 
occurred,  and  the  same  condition  has  been  described 
by  Doan  and  Wiseman^  and  their  co-workers.  Fortu- 
nately this  sort  of  episode  rarely  occurs. 

( 2 ) Curtis'^  referred  to  a second  group  of  cases  as 
“implantation  splenosis.”  He  described  several  in- 
stances in  which  rupture  of  the  spleen  and  escape  of 
splenic  tissue  into  the  abdominal  cavity  apparently 
resulted  in  implantation  and  growth  of  many  small 
spleens  imbedded  in  the  peritoneum.  If  these  splenic 
implants  have  the  same  elements  of  hyperactivity  as 
the  original  spleen,  they  produce  recurrent  hyper- 
splenism. He  called  attention  to  the  necessity  for 
obviating  such  a catastrophe.  This  type  of  episode 
is  also  rare. 

(3)  The  occurrence  of  accessory  spleens  is  quite 
common.  Frequently  when  the  major  spleen  is  re- 
moved, a small  accessory  spleen  is  found  in  the 
pedicle  of  the  major  spleen  or  in  the  area  near  the 
spleen.  Rarely  accessory  spleens  have  been  found  in 
all  portions  of  the  abdomen  and  even  in  the  ovaries 


and  testicles.  It  is  therefore  important  that  a search 
for  accessory  spleens  be  carefully  made  at  the 
original  operation.  A careful  search  at  this  time  is 
not  always  possible,  due  to  the  exigencies  of  the 
operation.  A number  of  cases  have  been  reported 
where  accessory  spleens  have  been  found  at  post- 
mortem. Approximately  12  cases  have  been  found 
at  second  operation  or  by  the  use  of  thorotrast.  In 
at  least  7 cases  removal  of  the  accessory  spleen  has : 
resulted  in  remission  of  the  recurrent  hypersplenism. 
While  this  is  a small  group,  there  are  probably  more 
cases  in  which  such  a possibility  is  overlooked,  and 
since  it  is  possible  to  terminate  a potentially  fatal 
crisis  by  removal  of  an  accessory  spleen,  it  is  very  ; 
important  to  consider  this  possibility.  j 
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CARCINOMA  IN  SITU  OF  THE  CERVIX 

A Review  Including  31  New  Cases  at  Bridgeport  Hospital 

Michael  M.  Jaller,  m.d.,  Bridgeport 


DEFINITION 

i Synonyms  for  carcinoma  in  situ  of  the  cervix 
include  the  following  terms:  Noninvasive  potential 
( carcinoma,  Bowen’s  disease  of  the  cervix,  incipient 
' carcinoma  of  the  cervix,  preinvasive  carcinoma  of 
the  cervix,  superficial  noninvasive  intraepithelial  car- 
I cinoma  of  the  cervix  and  intraepithelial  carcinoma 
: of  the  cervix.-*’  Carcinoma  in  situ  may  be  described 
; as  consisting  of  a completely  undifferentiated  squam- 
ous epithelium  which  forms  an  intact  layer  of  cells 
covering  the  portio  vaginalis  of  the  cervix,  and  which 
can  extend  to  the  vagina  or  into  the  cervical  glands. 
A sharp  demarcation  is  always  noted  between  the 
normal  tissue  and  the  malignant  epithelium,  and  no 
evidence  of  connective  tissue  invasion  is  seen. 

HISTORY 

Rubin’’’  first  described  two  cases  of  carcinoma  in 
situ  in  1910.  He  called  these  cases  “incipient  car- 
cinoma.” Schottlaender  and  Kermauner-*’  described 
a surface  coating  of  malignant  epithelium  at  the 
periphery  of  invasive  carcinoma  of  the  cervix  in 
1912.  This  apparently  referred  to  the  carcinoma  in 
situ-like  pattern  which  is  seen  at  the  borders  of 
invasive  carcinoma.  Cullin  in  1921”  published  a 
report  of  unsuspected  early  carcinoma  of  the  cervix. 
However,  Broders*’  was  the  first  to  use  the  term 
carcinoma  in  situ  in  1932.  It  may  be  noted  that, 
despite  this  long  history,  the  importance  of  car- 
cinoma in  situ  was  not  generally  recognized  until 
the  Papanicolaou  technique  came  into  general  use 
after  World  War  II. 

PATHOGENESIS 

The  major  question  which  has  troubled  patholo- 
gists through  the  years  regarding  carcinoma  in  situ 
has  been  whether  it  consists  of  a preinvasive  malig- 
nancy or  whether  it  is  a separate  entity  entirely. 
Thus  work  has  been  done  in  order  to  judge  whether 
it  occurs  at  a rate  consistent  with  the  incidence  of 
frank  cancer  of  the  cervix,  and  whether  or  not  it  is 
an  irreversible  process.  Regarding  the  latter  question. 


The  Author.  Surgical  Resident,  Bridgeport  Hos- 
pital, Bridgeport,  Connecticut 


SUMMARY 

The  question  as  to  whether  carcinoma  in  situ  is  a 
preinvasive  malignancy  or  entirely  a separate  entity 
has  troubled  pathologists  for  many  years.  An  attempt 
has  been  made  by  this  author  to  correlate  the  various 
theories  concerning  the  pathology  and  etiology  of  this 
lesion,  and  to  compare  the  types  of  treatment  now  in 
use.  The  31  cases  reviewed  from  the  Bridgeport  Hos- 
pital are  fairly  typical  as  to  diagnosis,  symptomatology 
and  method  of  treatment. 


eighteen  cases  have  been  gleaned  from  the  litera- 
ture-- where  carcinoma  in  situ  had  been  untreated 
and  had  then  progressed  into  invasive  carcinoma 
of  the  cervix.  A deliberate  experiment  with  close 
observation  was  carried  out  on  a patient  in  1937  who 
was  proven  to  have  carcinoma  in  situ.  This  patient 
was  found  to  have  developed  a small  squamous  car- 
cinoma of  the  cervix  with  stromal  invasion  eleven 
months  after  the  diagnosis  of  carcinoma  in  situ  was 
made.  In  this  particular  case  the  cervix  was  ampu- 
tated and  the  patient  has  had  no  recurrence.-*’ 

The  average  age  of  women  affected  by  carcinoma 
in  situ  was  found  to  be  38.7  years  by  Fund  and 
Auerbach.’®  They  compared  this  age  with  a large 
series  of  frank  carcinoma  of  the  cervix  whose  aver- 
age age  was  48  years.  Their  conclusions  were  that  the 
incidence  of  carcinoma  in  situ  was  consistent  with, 
if  slightly  less  frequent  than,  the  incidence  of  in- 
vasive carcinoma.  It  may  also  be  noted  at  this  point 
that  invasive  carcinoma  of  the  cervix  almost  always 
shows  a carcinoma  in  situ-like  pattern  of  the  surface 
epithelium  at  the  periphery. 

However,  on  the  other  hand  a number  of  cases 
have  been  described  of  carcinoma  in  situ  which  had 
regressed  spontaneously  and  disappeared.®'-**  None 
of  these  cases  though  have  actually  been  documented. 
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\ anous  conllicnng  theories  ha\e  l>een  developed 
rensiidinn  the  erioloo\  of  e'arcinoiirt  in  situ.  1 wo 
iii;i|or  theories  ha\e  lieen  presented,  one  of  which 
has  been  stroni^U'  ad\ ocated  1)\  I rnest  Ayre.-''' 

I le  has  w ritten  extensn  el\'  reyarding  the  changes  in 
niorpholonN  of  the  cer\  i.\  caused  h\'  an  inciease  in 
the  circulating  estiogens.  A\ re  reasons  that  a tle- 
ficieiuA  in  thianiine  causes  an  increase  in  estrogens 
to  appear,  since  the  h\er  which  is  iin[)aired  1)\  a 
dietaiA'  ileficiencA  of  the  vitamin  15  group  will  not 
inacti\ate  as  much  of  tlie  circulating  estrogens  as 
will  a normal  liter.  In  the  group  of  experiments  used 
in  pro\  iiil;  this  theoiA  , urinarv  excretions  of  three 
fractions,  estradiol,  estrone,  and  estriol  were  nieas- 
ureil  ( blood  estrogen  lev  el  stiuhes  w ere  not  done 
since  thev  are  still  consideretl  inaccurate)."’  A 
(.lefinite  correlation  was  discovered  between  the 
amount  of  vaginal  cornification  and  the  amount  of 
circulating  estrogen,  the  endometrium  becoming 
hyperplastic  as  well,  and  the  cervix  reacting  to  the 
estrogen  hormones  as  did  the  vagina.  1 hus  it  may  be 
seen  that  an  increase  in  the  amount  of  circulating 
estrogen,  caused  for  one  reason  or  another,  can  easily 
affect  and  change  the  surface  epithelium  ot  the  cer- 
vix. A series  of  experiments  on  animals  demonstrating 
the  estrual  changes  raking  place  because  of  deficient 
nutrition  was  done  b\'  Hiskind  and  Kiskind.' 

In  a series  of  one  luindred  cases  show  ing  signs  of 
cervical  malignanc\’  at  AlcOill  University,  S6  per 
cent  of  the  patients  were  noted  to  have  a low  thia- 
mine excretion  while  3b  per  cent  had  a low  ribo- 
flavin excretion  as  well.  Alanv  of  these  patients  were 
people  w ho  had  been  dieting  for  a long  period  of 
rime  aiul  vv  ere  thus  subject  to  a thiamine  deficiency. 
It  must  be  stated,  however,  that  about  ten  per  cent 
of  the  control  cases,  vv  ith  no  evidence  of  malignancy, 
were  found  to  have  low  thiamine  excretion  rates  as 
well." 

.Apparently  malignant  and  embryonic  cells  seem 
to  have  the  same  enzyme  patterns.  It  is  conceivable 
that  deficient  vitamin  supply  to  certain  cells  will 
result  in  these  cells  retaining  some  of  their  embr\'- 
onic  characteristics,  especially  in  regards  to  the 
en/\ me  sx'srems.  Ifxperimental  work  done  b\'  Burk, 
(Ireenstein  and  Thompson’^’"  elemonstrated  that 
embrvonic  ami  malignant  hepatic  tissues  exhibit  a 
deficiency  in  riboflavin  as  compared  with  normal 
tissue,  kensler  and  his  associates'"’  have  shown  that 
p-dimerh\  1 aminoazobenzine  w hich  has  been  used  to 
proiluce  liver  cancer  in  animals  may  have  its  effects 


nullified  by  large  amounts  of  riboflavin.  Apparently 
the  aflect  of  this  carcinogenic  agent  is  to  interfere 
with  the  en/A'ine  s\’stem  in  which  coenzyme  I is 
involveil,  and  coenzynie  I is  known  to  be  unable  to 
function  pro[K‘rly  without  riboflavin.' 

.Another  theorv  vv  Inch  has  nian\'  exponents  is  that 
carcinoma  of  the  cervix  is  closely  correlated  to 
chronic  infection  and  inflammation  of  the  cervix. 
■Accoixling  to  Scapier,-'"  both  carcinoma  in  situ  of 
the  cerv  ix  and  invasive  carcinoma  of  the  cervix  are 
'f,  to  as  fre(|uent  in  Jew  ish  women  as  thev  are  in 
other  members  of  the  po[)ulation.  1 his  may  be  due 
to  the  fact  that  all  Jewish  men  are  circumcisevl,  thus 
generalK'  eliminating  the  smegma  bacillus. 

Ciagnon  at  Quebec  feels  that  chronic  cervicitis  is 
very  important  in  the  etiology  of  malignancy  of 
the  cervix  and  therefore  must  always  be  treated 
promptly.  1 he  major  parr  of  his  work  has  been  done 
with  Clatholic  nuns  who  are  not  subject  to  the  usud 
causes  of  cervicitis  because  of  their  social  status.  .An 
annual  surve\'  of  ^,000  nuns  vv  as  made  over  a tw  enty- 
year  period.  1 his,  according  to  Dr.  (lagnon,  repre- 
sented an  unchanging  population  of  65,000  people. 
Work  w as  done  vv  ith  especial  reference  to  the  fre- 
(|uenc\'  of  carcinoma  of  the  cervix  as  correlated  w ith 
the  fre(|uenc\'  of  carcinoma  of  the  uterus.  This  ratio 
according  to  Novak''  is  7:  1.  Dr.  (lagnon  discovered 
fourteen  cases  of  carcinoma  of  the  uterus  and  no 
cases  of  carcinoma  of  the  cervix.  1 le  used  the  ratio 
of  6:1  and  felt  that  he  should  have  discovered  72 
cases  of  carcinoma  of  the  cervix  were  he  dealing 
vv  ith  an  average  population.  When  a check  survey 
was  made  b\’  the  Montreal  Radium  Institute  and  the 
various  pathology  laboratories,  nineteen  cases  of 
uterine  carcinoma  w ere  discovered  as  compared  w ith 
three  cases  of  cervical  cancer  (114  cases  of  cervical 
malignancx’  should  have  been  discovered  using  the 
above  criteria).  Dr.  (iagnon’s  conclusions  were  that 
chronic  cervicitis  which  is  encotintered  in  many 
socialK'-free  women  is  extremeK'  important  in  the 
etiology  of  carcinoma  of  the  cervix.  I le  explained 
that  these  people  may  have  had  chronic  cervicitis 
w ithout  intercourse.  Me  believes  that  if  chronic  cer- 
vicitis is  treated  promptly,  carcinoma  of  the  cervix 
w ill  almost  never  be  encountered,  ami  he  (juotes  his 
own  series  of  4,000  cases  in  which  such  treatment 
was  instituted  without  one  case  of  carcinoma  fol- 
lowing. 

deLinde-’''  and  Schiller-’-'  feel,  however,  that 
chronic  cervicitis  is  very  often  secondary  to  the  ap- 
pearance of  the  carcinoma,  and  Craig  presents  a series 
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of  2,895  cases  of  cervicitis  which  he  has  examined 
and  treated  and  among  w hich  lie  found  no  cases  of 
carcinoma. 

RATHOLOGY 

I'he  minimal  dift'erences  between  the  histological 
picture  of  frank  invasive  carcinoma  of  the  cervix  and 
that  of  carcinoma  in  situ  have  often  been  a source  of 
controversv  between  pathologists.  The  major  ques- 
tion seems  to  be  to  decide  when  a tissue  is  malignant 
and  w hen  it  is  benign.  Abnormal  cellular  activity 
w hich  eventually  results  in  carcinoma  begins  in  the 
hasal  cells  of  the  surface  epithelium.  In  the  normal 
cervical  epithelium  a single  layer  of  plump  spindle 
cells  which  form  the  basal  layer  and  wTich  stain 
deeply  w ith  hematoxvlin  is  seen.  Carcinoma  in  situ 
usuallv  begins  with  a slight  overactivity  of  the  basal 
laver  of  cells.  This  continues  until  the  entire  thick- 
ness of  the  epithelium  is  involved  with  these  hyper- 
active cells.  The  cells  and  nuclei  are  seen  to  be 
irregular  in  size  and  shape  with  a variable  number 
of  mitotic  figures  present.  After  the  entire  thickness 
of  the  epithelium  is  involved,  there  is  usually  in- 
vasion of  the  cervical  glands  with  destruction  of  the 
columnar  cells.  This  may  lead  eventually  to  com- 
plete replacement  of  the  gland  by  carcinoma  in  situ, 
the  next  step  being  frank  invasion.  Of  considerable 
clinical  interest  is  the  time  element  involved  between 
the  first  changes  in  the  basal  layer  and  the  appearance 
of  frank  invasive  carcinoma.  In  the  various  series  of 
cases  reported,  the  average  age  of  patients  suffering 
from  carcinoma  in  situ  was  generally  found  to  be 
nine  to  ten  years  younger  than  those  suffering  from 
frank  invasive  carcinoma. 

In  a series  done  at  the  Boston  Free  Hospital  for 
Women  only  6 per  cent  of  all  patients  suffering  from 
carcinoma  in  situ  were  seen  to  have  gross  pathologi- 
cal lesions.  These  are  listed  in  order  of  their  fre- 
quency:-^’ 

1.  Laceration  with  eversion  of  the  cervix. 

2.  Erosion  of  the  cervix. 

3.  Hypertrophy  with  erosion  of  the  cervix. 

4.  Easily  bleeding  erosion. 

5.  Leucoplakia. 

6.  Cervical  polyps. 

Microscopically,  the  following  criteria  should  be 
used  in  attempting  an  early  diagnosis  of  carcinoma 
in  situ  of  the  cervix:-^ 

I.  Hyperchromatic  oval  nuclei  (always  present  but 
in  varying  degree). 
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2.  Decreased  amount  of  cytoplasm  in  the  epithelial 
cells. 

3.  Development  of  a thickened  basal  layer. 

4.  Occasional  mitoses. 

5.  Leucoplakia  occasionally  present. 

6.  Intact  basement  membrane  (differentiation  be- 
tw^een  invasive  and  noninvasive  carcinoma  of  the 
cervix). 

7.  Occasional  sharp  demarcation  between  carcino- 
matous tissue  and  normal  tissue. 

8.  Lymphocytic  infiltration  in  the  stroma  under 
the  lesion. 

9.  Increase  in  the  number  of  cells  of  the  stratum 
germinativum  of  the  epithelium  as  a wdiole. 

10.  Loss  of  polarity  of  the  cells. 

DIAGNOSIS 

Various  tests  are  available  for  the  diagnosis  of 
carcinoma  of  the  cervix.  Each  of  these  tests  have 
certain  advantages  and  disadvantages  as  regards 
reliability,  availability  and  comfort  to  the  patient. 
The  Schiller,  test  may  be  mentioned  although  it  is 
not  in  general  use  today.  This  test  consists  of  a 
Gram-iodine  stain  which  is  applied  directly  to  the 
cervical  tissue.  Only  glycogen-containing  tissue  will 
react  to  this  stain,  and  since  carcinomatous  tissue 
contains  usually  only  a very  limited  amount  of 
glycogen,  it  w ill  generally  remain  unstained.  How- 
ever, leucoplakia  or  paraleucokeratosis  will  not 
take  the  stain  as  well,  and  it  has  been  estimated  that 
approximately  ninety  to  ninety-five  per  cent  of  all 
positive  Schiller  tests  are  due  to  paraleucokeratosis.-*’ 
The  Schiller  test  is  still  used  by  a few  for  delineating 
the  boundaries  of  proven  carcinoma  in  situ  in  order 
to  indicate  the  amount  of  vagina  which  is  to  be 
removed. 

Vaginal  smears,  cervical  smears  and  positive  cervi- 
cal scrapings  are  being  used  with  increasing  fre- 
quency today.  In  a series  done  at  the  Boston  Eree 
Hospital  for  Women,  70  per  cent  of  patients  who 
had  proven  carcinoma  of  the  cervix  showed  malig- 
nant cells  in  vaginal  and  cervical  smears.  Upon 
review'  it  was  found  that  87  per  cent  of  the  cases 
w ere  found  to  be  positive.’^  This  approaches  the  98 
per  cent  positive  findings  of  Achenbach,  Johnstone 
and  Hertig.’  Ayre  feels  that  the  best  approach  is 
through  positive  cervical  scrapings  w hich  he  claims 
are  93  per  cent  accurate.  It  was  felt  by  ^ Ounge, 
Hertig  and  Armstrong-*’  that  the  greatest  accuracy 
is  achieved  by  the  use  of  vaginal  smears  onl\'  after 
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the  glands  and  stroma  have  been  invaded.  The  stain 
in  general  use  is  the  Papanicolaou  preparation  which 
colors  malignant  cell  nuclei  much  more  darkly  than 
those  of  the  normal  cells.  It  may  be  noted  that 
approximately  fifteen  hundred  vaginal  and  cervical 
smears  were  examined  at  the  Bridgeport  Hospital  in 
1953.  These  smears  were  from  both  outpatient  and 
inpatient  sources  and  were  all  prepared  by  the 
Papanicolaou  method.  About  twelve  cases  of  all 
those  examined  were  found  to  be  positive. 

Foraker”  has  used  photoelectric  methods  in  order 
to  diagnose  malignancy.  He  has  demonstrated  that 
both  invasive  and  intraepithelial  carcinoma  of  the 
cervix  have  identical  light-absorbing  qualities. 

The  best  method  for  actual  diagnosis  is  a direct 
biopsy  of  the  lesion  with  microcsopic  examination 
of  the  tissue  involved.  In  case  of  a small  lesion, 
careful  and  multiple  biopsy  specimens  must  be  taken 
covering  the  entire  circumference  of  the  portio 
vaginalis  and  the  endocervical  canal.  Otherwise  it  is 
extremely  easy  to  miss  any  evidence  of  malignancy. 
It  might  be  interesting  to  note  that  27  cases  were 
examined  carefully  at  the  Memorial  Hospital  in  New 
York  as  regards  distribution  of  the  lesions.  Twenty 
of  the  specimens  were  whole  uteri  while  7 con- 
sisted of  material  obtained  from  trachelectomies.  In 
14  cases  evidence  of  the  disease  was  discovered  on 
the  portio  vaginalis  and  within  the  endocervical 
canal.  In  10  cases  the  lesion  was  limited  solely  to 
the  portio  vaginalis,  while  in  the  remaining  three 
cases  malignant  tissue  was  found  only  in  the  endo- 
cervical canal.  It  was  discovered  impossible  to  judge 
the  extent  of  the  disease  or  its  exact  location  with  the 
naked  eye,  and  direct  palpation  was  found  to  be  no 
help  either.  Since  all  lesions  were  concentrated  at  or 
about  the  external  os,  it  was  concluded  that  if 
material  were  taken  for  biopsy  from  the  central 
junctional  area  of  both  the  anterior  and  posterior  lips 
as  well  as  from  the  lateral  angles  of  the  external  os, 
the  great  majority  of  positive  lesions  could  be  demon- 
strated.*^’^® 

S YA I PTOM  ATOLOGY 

The  symptoms  of  carcinoma  in  situ  of  the  cervix 
are  extremely  variable  and  nonspecific.  Of  the  series 
done  at  the  Boston  Free  Hospital  for  Women,  46 
per  cent  of  the  patients  found  to  have  carcinoma  in 
situ  had  no  complaints  at  all  referable  to  the  cer- 
vix.^® The  remainder  either  complained  of  leucor- 
rhea  or  of  abnormal  bleeding  in  variable  amounts. 
Suffice  it  to  say  that  the  slightest  suspicion  of  any 


pathology  in  the  cervix  should  result  in  the  necessary  ' 
diagnostic  procedures  being  used  as  soon  as  possible. 

FREQUENCY  OF  OCCURRENCE 

A number  of  statistical  series  have  been  published 
regarding  the  percentage  of  women  affected  with 
carcinoma  in  situ.  All  these  series  demonstrate  that  , 
carcinoma  in  situ  of  the  cervix  is  extremely  frequent 
in  its  incidence,  and  must  constantly  be  thought  of 
during  the  examination  of  any  mature  women 
patients.  Fund  and  Auerbach^®  describe  a series  of 
1,200  clinically  benign  cervices  which  had  been 
examined  after  hysterectomy.  Of  these  cervices,  3.9 
per  cent  were  found  to  have  carcinoma  in  situ.  In 
another  study  at  the  Boston  Free  Hospital  for 
Women  in  1946,  1.15  per  cent  of  all  clinicallv  i 
diseased  cervices  from  w hich  biopsy  specimens  w ere  ! 
taken  were  discovered  to  have  carcinoma  in  situ,  1 
whereas  0.84  per  cent  of  the  2,262  cervices  and  | 
biopsies  of  all  sorts  examined  that  year  were  found 
to  be  positive.  Their  average  over  a twelve  year 
period  for  all  ambulatory  patients  w-as  1.2  per  cent. 

TREATMENT 

In  work  done  at  the  Boston  Free  Hospital  for 
Women-®  it  was  discovered  tha't  if  the  cervix  is 
adequately  cauterized  in  its  entire  circumference 
about  85  per  cent  of  the  patients  in  wdiom  only  sur- 
face involvement  was  found  will  have  no  recurrence. 
This  figure  may  be  compared  with  37  per  cent  who 
had  no  recurrence  after  cauterization  even  though 
they  show'ed  signs  of  gland  and  stroma  involvement. 

Patients  wTo  are  treated  w-ith  radium  and  radiation 
generally  do  very  wtII  with  almost  no  recurrences 
being  reported.  How-ever,  if  this  method  of  treat- 
ment is  employed,  the  complications  of  irradiation 
must  be  considered  and  patients  are  generally  made 
sterile  an  average  of  ten  years  before  their  time.  Most 
patients  who  are  found  to  have  carcinoma  in  situ 
are  generally  treated  by  total  hysterectomy.  The 
results  of  this  method  are  excellent  with  recurrence 
and  metastasis  beings  extremely  rare.  Either  the 
vaginal  or  abdominal  approach  may  be  used  but  it 
must  always  be  remembered  that  carcinoma  in  situ 
can  extend  along  the  vagina,  and  therefore  a vaginal 
cuff  should  be  removed  as  well. 

PROGNOSIS 

Younge,  Hertig  and  Armstrong-®  have  gathered 
eighteen  cases  from  the  literature  w here  carcinoma 
in  situ  was  left  untreated  for  one  reason  or  another 
and  eventually  progressed  into  frank  carcinoma  of 
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the  cervix.  They  also  described  a deliberate  experi- 
ment of  close  observation  which  was  carried  out  on 
a patient  who  was  known  to  have  carcinoma  in  situ 
in  1937.  After  eleven  months  the  lesion  was  shown 
to  develop  into  a small  squamous  cell  carcinoma 
with  invasion  of  the  stroma.  The  cervix  was  ampu- 
tated and  the  patient  has  been  well  since  then.  As 
was  noted  before,  a few  cases  of  minimal  involve- 
ment have  been  reported  where  regression  of  the 
lesion  took  place  despite  positive  vaginal  smears. 
However,  many  pathologists  have  questioned  the 
accuracy  of  the  original  diagnosis  in  these  cases. 

Younge  and  Hertig  found  that  the  time  element 
involved  in  those  cases  which  were  observed  to 
progress  to  frank  carcinoma  was  anywhere  from 
eleven  months  to  thirteen  years. 

31  CXSES  OF  CARCINOMA  IN  SITU  AT  THE  BRIUGEPORT 
HOSPITAL  FROM  1 946  TO  I95  3 
Of  the  thirty-six  cases  which  were  diagnosed  as 
I carcinoma  in  situ  at  the  Bridgeport  Hospital,  careful 
j restudy  of  the  pathological  specimens  caused  us  to 
i withdraw  five  cases  from  our  series.  VVe  felt  that 
j these  cases  do  not  represent  true  carcinoma  in  situ 
' but  rather  invasive  carcinoma  or  simple  metaplasia 
' of  the  cervical  epithelium.  Our  final  results  were 
; therefore  based  on  thirty-one  cases. 

I We  found  the  average  age  of  our  cases  to  be  44 
years  old.  This  may  be  compared  with  the  average 
; age  of  38.7  years  in  the  series  of  cases  reported  by 
! Fund  and  Auerbach.  The  mean  age  of  our  patients, 
i however,  was  found  to  be  39  years  old  and  varied 
from  a low  of  27  years  to  a high  of  65  years. 

As  regards  symptomatology,  thirteen  of  the  cases 
I were  discovered  during  routine  examinations  or 
li  after  presenting  such  signs  of  benign  uterine  disease 
' as  procidentia,  pelvic  pain,  retroversion,  fibroid 
I disease  of  the  uterus,  etc.  It  should  be  noted  at  this 
I point  that  all  our  patients  according  to  the  records 
i available  had  either  symptoms  or  signs  of  some  pelvic 
i disturbance.  The  thirteen  cases  mentioned  above 
j include  three  patients  who  were  found  to  have 
lesions  of  their  cervices  during  the  early  part  of  their 
, pregnancy  and  one  case  which  was  discovered 
i during  the  postpartum  checkup.  Thirteen  other 
cases  presented  as  their  major  complaints  excessive 
1 or  irregular  vaginal  bleeding.  These  cases  include 
j one  patient  who  complained  of  slight  bleeding  after 
I intercourse  and  others  who  had  daily  vaginal  bleed- 
i ing  for  as  long  as  two  years.  One  patient  who  com- 
I plained  of  continuous  vaginal  bleeding  was  discov- 


ered to  have  an  ectopic  pregnancy.  In  the  course  of 
her  examination  she  was  also  found  to  have  car- 
cinoma in  situ.  The  five  remaining  cases  presented 
as  their  major  symptom  leucorrhea  which  varied  in 
type  from  a watery  discharge  of  eight  months’  dura- 
tion to  a thick  yellow  discharge  of  two  years’  dura- 
tion. It  may  thus  be  seen  that  of  all  our  cases  58  per 
cent  had  complaints  which  might  be  ascribed  directly 
to  the  cervix. 

Upon  vaginal  examination,  twenty-five  of  our 
cases  were  found  to  have  a lesion  or  abnormality  of 
the  cervix.  Eighteen  of  these  cases  were  described 
as  having  an  erosion  or  ulceration  of  the  cervix.  Two 
cases  were  found  to  have  Nabothian  cysts,  while  in 
two  other  patients  small  nodules  were  seen  on  the 
lip  of  the  cervix.  The  three  remaining  cervices  were 
described  as  being  thickened,  having  a “deformity” 
of  the  posterior  lip,  and  simply  being  inflamed. 

Vaginal  smears  were  used  in  the  diagnosis  seven- 
teen times.  The  smears  were  always  Class  III  or 
Class  IV  except  in  one  case  where  two  smears  were 
done,  the  first  one  being  negative.  Twenty-six  of  the 
cases  had  biopsy  specimens  taken,  twenty-four 
being  positive  for  carcinoma  in  situ  and  two  being 
negative.  One  of  the  negative  cases  had  repeat  biopsy 
specimens  taken  eight  months  later  and  was  then 
found  to  be  positive.  The  other  negative  case  had  a 
clinical  picture  of  spotting  after  intercourse,  and  a 
panhysterectomy  was  done  because  of  the  suspicious 
nature  of  her  history.  The  remaining  five  cases  were 
discovered  incidentally,  following  hysterectomy  for 
other  purposes. 

Twenty-four  of  our  cases  were  treated  by  total 
hysterectomy,  ten  included  tubes  and  ovaries.  Four 
cases  were  treated  by  radium  and  radiation  therapy, 
and  one  case  was  treated  by  simple  cautery.  Inci- 
dentally, the  case  which  was  treated  by  cautery  has 
had  a follow-up  of  eight  years  with  no  recurrence 
reported.  In  the  last  two  cases  cervical  stumps  were 
removed.  These  twM  cases  might  very  nicely  demon- 
trate  why  a supracervical  hysterectomy  should 
almost  never  be  done.  All  thirty-one  cases  have  had 
a follow-up  by  our  Tumor  Clinic  of  from  one  to 
eight  years,  and  there  has  been  no  reported  case  of 
recurrence,  regardless  of  the  method  of  treatment 
employed. 

The  writer  of  tliis  paper  wishes  to  express  his  deep  appre- 
ciation to  Dr.  Russell  H.  Pope,  associate  attending  patholo- 
gist of  the  Bridgeport  Hospital,  for  the  many  hours  which 
he  gave  in  reviewing  the  various  pathological  specimens  and 
material  involved.  He  would  also  like  to  thank  Dr.  Irving 
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B.  Akerson,  director  of  the  Department  of  Pathology,  who 
freely  made  available  the  various  facilities  of  his  department 
for  this  work. 
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SUMMARY 

An  unusual  complication  of  simple  renal  cyst  has 
been  presented  with  a review  of  the  literature.  The 
roentgen  findings  are  consistent  with  a mass  lesion  of 
the  kidney.  The  diagnosis  is  usually  made  at  the  time 
of  surgery  or  after  pathological  examination.  Treat- 
ment is  governed  by  the  same  principles  which  apply 
to  simple  cyst. 


! 

j T N THE  absence  of  aspiration,  infection  is  an  unusual 
I complication  of  simple  renal  cyst.  Thirteen  cases 
I of  suppuration  in  kidney  cysts  were  found  in  the 
' literature. 

j H.  B.  Sweetser  (1929)  reported  a large,  infected, 
solitary  cyst  of  the  kidney  and  referred  to  the  case 
= of  Patel  and  Mallet-Guy.  In  separate  articles,  J. 
I Cibert  (1937)  described  two  cases  of  infected  cyst 
! and  mentioned  a paper  by  Botta-Micca.  Fang  (1938) 
i discovered  infection  of  a renal  cyst  in  an  adult 
[ female.  The  only  known  instance  of  a spontaneously 
I infected  renal  cyst  in  a child  was  reported  by  Chalk- 
ley  and  Sutton  (1943).  Ficara  (1950)  performed  a 
I nephrectomy  for  this  disease.  Abeshouse  (1950)  in 
his  article  on  serous  cysts  of  the  kidney  included  the 
cases  of  Boeminghaus,  Cassioli  and  Dzienbowski  as 
i examples  of  infected  cyst.  An  infected  cyst  of  the 
I right  kidney  in  a 27  year  old  negress  was  successfully 
; resected  by  Nelson  and  Hopper  (1952). 

! CASE  REPORT 

! T.  M.,  a. 66  year  old  white  housewife  and  former  acrobatic 
, dancer,  was  admitted  to  the  Hartford  Hospital  on  September 
I 3,  1952  with  a three  year  history  of  back  pain,  suprapubic 
! discomfort  and  vesical  irritability.  There  was  a 25  pound 
j weight  loss  over  this  period.  With  the  exception  of  a 
I hysterectomy,  her  past  history  was  negative, 
i The  pertinent  physical  findings  were:  hypertrophy  of  the 


trapezius  muscles;  a well  healed  lower  abdominal  incision; 
some  left  flank  and  suprapubic  tenderness,  and  an  absent 
uterus. 

The  specific  gravity  of  the  urine  was  1.006  with  2 plus 
albumin  and  many  white  blood  cells.  The  hematocrit  was  38 
per  cent  and  the  white  blood  count  5,100  per  cu.mm.  The 
non  protein  nitrogen  was  38  mg.  per  cent. 

An  outpatient  barium  enema  demonstrated  diverticulosis. 
On  excretory  urography,  there  was  prompt  bilateral  function 
with  a normal  right  kidney  and  ureter.  The  left  kidney 
contained  an  upper  pole  mass  with  calyceal  distortion.  A 
chest  plate  was  negative. 

On  September  4,  cystoscopy  revealed  a low  grade  cystitis. 
The  colon  bacillus  was  isolated  from  the  bladder  and  right 
kidney  urine.  Pyelograms  showed  a dense  six  cm.  mass 
occupying  the  superior  pole  of  the  left  kidney  with  flattening 
of  the  upper  calyx  and  narrowing  of  the  infundibulum  of  the 
middle  calyx  with  proximal  dilatation  (Figure  i). 


Figure  i 

Bilateral  retrograde  pyelogram  shows  a left  upper 
pole  mass  with  flattening  of  the  superior  calyx  and 
dilatation  of  tlie  middle  calyx 


I Read  at  a meeting  of  the  New  England  Section,  American  Urological  Association,  Hartford,  Connecticut,  April  50,  /yyj 
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The  left  Icidney  w'as  explored  on  the  following  day.  Tlie 
upper  pole  was  partially  replaced  by  a soft  raised  mass  which 
held  200  cc.  of  odorless  pus.  A nephrectomy  was  done.  A 
one  plus  growtii  of  hemolytic  staphylococcus  was  cultured 
from  the  cyst. 

On  patliological  examination,  the  left  kidney  was  pyelo- 
nephritic  with  a collapsed,  noncommunicating,  upper  pole 
cy.st.  I'hc  wall  was  thickened  and  the  lining  composed  of 
low  cuboidal  epithelium  (Figure  i). 


Figure  2 

High  power  photomicrograph  illustrates  the  low 
cuboidal  epithelium  of  the  cyst  wall  which  is  thick- 
ened. Round  cell  infiltration  indicates  a chronic 
inflammatory  process 

The  patient  received  dihydrostreptomycin  0.5  Gm.  every 
6 hours.  She  was  allowed  up  on  the  first  postoperative  day. 
The  wound  healed  nicely  and  she  was  discharged  on  the  8th 
day.  Her  condition  has  remained  completely  satisfactory. 

DISCUSSION 

Infection,  although  rather  common  in  polycystic 
disease,  is  distinctly  unusual  in  solitary  cyst.  Con- 
tamination by  bacteria,  in  the  absence  of  aspiration, 
probably  occurs  via  the  blood  stream  or  more  re- 
motely through  the  lymphatics.  Nelson  and  Hopper 
suggest  that  infection  may  spread  across  the  tissue 
barrier  of  the  cyst  wall  from  the  kidney. 


The  clinical  picture  is  that  of  acute  or  chronic 
renal  infection  and  the  urinary  findings  will  depend 
upon  the  degree  of  a.ssociated  parenchymal  disease. 
It  has  been  estimated  by  Davidson  that  35  per  cent 
of  simple  renal  cysts  have  additional  pathology  in 
the  kidney.  The  cyst  may  be  large  or  small.  The 
pyelographic  changes  are  those  of  a space  occupying 
lesion  and  immediately  suggest  tumor  or  cyst  of  the 
kidney.  Solitary  abscess,  carbuncle,  hydatid  disease, 
and  infected  calyceal  diverticulum  with  obliteration 
of  the  infundibulum  should  be  considered  in  the 
differential  diagnosis.  At  operation  a soft,  fluctuant 
area  in  an  adherent  kidney  is  usually  found.  The 
treatment  is  either  resection  of  the  involved  portion 
or  nephrectomy.  Simple  aspiration  has  been  employ- 
ed by  some. 
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SWALLOWED  FOREIGN  BODIES 

Two  Case  Histories 


CASK  ONE 

The  patient,  W.  E.,  a twenty-four  year  old  male, 
swallowed  a total  of  eighty-nine  foreign  bodies. 
These  objects  were  swallowed  on  four  separate 
occasions,  which  are  briefly  reviewed.  Selected 
x-rays  are  included. 

On  his  first  admission  he  swallowed  a small  medal,  two 
^ washers,  two  holts  one  inch  long,  four  star  washers,  two  flat 
washers,  one  metal  button,  four  sheet  metal  screws  % " long 
and  twenty  razor  blades  broken  lengthwise  to  make  forty 
I pieces.  The  razor  blade  halves,  in  groups  of  ten  or  twenty, 
were  said  to  have  been  swallowed  wrapped  in  wax  paper. 
Some  were  still  in  the  paper  when  later  recovered  in  the 
; stool. 

X-ray  No.  i,  taken  on  admission,  shows  some  of  the  above 
mentioned  material  lying  in  the  stomach.  W.  E.  obtained 
and  swallowed  the  other  foreign  bodies  soon  after  admission. 
X-ray  No.  2,  taken  on  the  fourth  hospital  day,  reveals  that 
most  of  the  materials  had  already  been  evacuated.  During 
this  four  day  period  the  patient  never  vomited,  became 
distended,  passed  blood  by  rectum,  nor  developed  abdominal 
spasm.  There  was,  however,  some  right  lower  quadrant 
! tenderness. 

■All  metal  objects  had  been  passed  by  the  seventh  day. 

Four  days  after  discharge  from  the  hospital  W.  E.  was 
readmitted.  This  time  the  materials  swallowed  were  larger, 
and  consisted  of  twelve  wood  screws  i%"  long,  and  two 
I safety  pins  with  their  heads  broken  off  and  open  about  one- 
! half  an  inch.  Again  there  was  tenderness  in  the  right  lower 
j quadrant,  later  tenderness  in  the  left  upper  quadrant  witli- 
: out  spasm,  without  vomiting  and  without  the  passage  of 
blood. 

Plate  No.  3 shows  these  foreign  bodies  cradled  in  the 
stomach  with  the  dull  ends  pointing  towards  the  pylorus. 
X-ray  No.  4,  taken  four  days  later,  reveals  most  of  the  wood 
screws  still  in  the  small  bowel  and  the  open  safety  pins  in 
the  cecal  region. 

In  eleven  days  the  remainder  of  the  material  had  been 
eliminated  without  mishap. 

Up  to  this  time  the  patient  had  swallowed  and  passed  with 
case  a total  of  seventy  foreign  bodies. 

Five  months  after  the  previous  admissions  this  same  man 
was  readmitted.  This  time,  in  all  he  swallowed  three  wood 
screws,  eight  razor  blade  halves,  one  faucet  handle  2 14"  long 
and  'A"  in  diameter,  one  small  crucifix,  one  ball  chain  18" 
long,  one  razor  handle  3"  long,  one  spoon  handle  3 14"  long 
and  two  5/16"  bolts  4"  long. 


Charles  L.  Larkin,  Jr.,  W aterlmry 


The  Author.  Surgical  Clinical  Assistant,  St.  Mary’s 
Hospital  ami  W aterlmry  Hospital 


The  patient  was  treated  conservatively  as  before  and 
remained  asymptomatic.  An  x-ray  (No.  5)  on  the  seventh 
hospital  day  revealed  that,  though  the  smaller  objects  (faucet 
handle,  razor  handle,  ball  chain,  and  razor  blade  halves) 
were  progressing  satisfactorily,  the  longer,  heavier  materials 
were  not. 


Figure  i 


Since  these  five  large  metal  pieces  (two  spoon  handles,  one 
case  knife  blade,  and  two  bolts)  all  measuring  about  4"  in 
length,  did  not  move  out  of  the  stomach  in  ciglit  days,  it 
seemed  best  to  remove  these  by  gastrotomy. 

At  operation  there  was  no  evidence  of  damage  to  the 
stomach  wall  inside  or  out.  T lie  remaining  foreign  bodies 
in  other  parts  of  the  intestinal  tract  were  not  disturbed.  On 
the  second  postoperative  day  the  patient  vomited  a small 
screw,  otherwise  his  postoperative  course  was  uneventful. 
The  remaining  objects,  not  rcmovctl  at  gastrotomy,  were 
evacuated  spontaneously. 

One  month  after  gastrotomy  F,.  swallowed  a tablespoon 
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Figure  2 


Figure  4 


Figure  3 


handle  measuring  4",  shown  in  x-ray  No.  6,  which  was  passed 
without  difficulty  and  without  treatment. 

In  summary:  Of  the  eighty-nine  foreign  bodies 
swallowed,  eighty-three  went  the  usual  route.  It  was 
possible  for  this  patient  to  eliminate  without  opera- 


Figure 5 


tive  intervention  foreign  bodies  of  various  shapes  as 
sharp  as  a razor  blade  and  as  long  as  a table  spoon 
handle  (4")i  but  on  the  other  hand  it  was  not  pos- 
sible for  this  patient’s  stomach  to  move  on  at  the 
same  time  five  4"  metallic  objects.  Perhaps  their 
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Figure  6 


I nggregate  weight  prevented  this.  The  fact  that  the 
i tablespoon  handle  of  about  equal  length  passed  with- 
out incident  when  suallowed  alone  supports  this 
I impression. 

' CASE  lAt’O 

V.  E.,  26  year  old  male,  was  admitted  twelve 
1 hours  after  he  had  swallowed  eight  injector  type 
razor  blades,  one  open  safety  pin,  one  drapery 
hanger,  a kev  chain  and  three  coins— 14  objects  in 
all.  He  stated  he  had  done  this  on  a dare.  Three 
I vears  previously  he  had  swallowed  a single  razor 
blatie  under  similar  circumstances.  At  that  time  the 
razor  blade  was  removed  surgically  through  a trans- 
verse abdominal  incision. 

Abdominal  examination  on  this  admission  revealed  no 
spasm  or  distention,  though  there  was  some  slight  tenderness 
in  the  left  upper  quadrant.  A chest  plate  revealed  an  open 
safety  pin  lying  in  the  distal  esophagus,  about  three  cm.  above 
the  cardia,  with  its  blunt  end  pointing  downward.  A flat 
plate  of  the  abdomen  revealed  tlie  other  materials  scattered 
throughout  the  small  bowel. 

The  patient  was  permitted  to  eat  a regular  diet.  An  x-ray 
(Figure  7)  taken  on  the  second  hospital  day  showed  that 
the  safety  pin  had  moved  into  the  stomach  and  that  the 
other  material  had  progressed  toward  or  entered  the  cecum. 
On  this  day  the  patient  passed  the  three  coins  per  rectum. 

An  x-ray  on  the  fourth  hospital  day  revealed  tliat  tiie 
safety  pin  was  already  in  the  ascending  colon  and  the 
drapery  hook  was  near  the  cecal  region.  On  the  fifth  hospital 
day  the  open  safety  pin  was  passed. 


Figure  8 


1 he  patient  vomited  small  amounts  of  blood  from  admis- 
sion until  tiie  fiftli  day,  had  melena  from  the  second  until 
the  sixth  hospital  day,  and  had  sharp  pain  beneath  the 
xiphoid  process  on  ilccp  inspiration  on  the  second  ilav. 

During  this  period  of  bleeiling,  the  red  blood  count 
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dropped  nearly  one  million  cells  per  cubic  mm.,  but  a 
blood  transfusion  was  never  considered  necessary.  The 
abdomen,  however,  remained  soft,  the  temperature  normal, 
and  chest  plates  failed  to  show  evidence  of  mediastinitis. 

On  the  eight  day  an  x-ray  (Figure  8)  showed  the  drapery 
hook  still  at  the  ileocecal  valve  area.  Because  the  drapery 
hook  had  not  moved  appreciably  in  six  days,  and  because 
frequent  bloody  stools  and  sharp  pains  in  the  right  lower 
quadrant  continued,  the  patient  was  operated  upon  for 
removal  of  this  object. 

At  operation  under  spinal  anesthesia,  the  drapery  hook  was 
not  found  in  the  terminal  ileum  as  expected,  but  free  in  the 
cecum.  There  was  no  evidence  of  peritonitis,  free  fluid  or 
injury  to  the  bowel  wall.  The  hook  was  removed  through 
a small  hole  in  the  anterior  wall  of  the  cecum  and  manipu- 
lated in  such  a fashion  so  as  to  remove  it  without  enlarging 
the  hole.  A purse-string  suture  closed  this  defect. 

By  the  third  postoperative  day  the  remaining  metallic 
material  had  been  passed  by  rectum. 

In  summary:  Fourteen  foreign  bodies  were  passed 
by  this  patient  without  difficulty,  including  eight 


unwrapped  razor  blades.  In  retrospect,  the  drapery 
hook  probably  would  have  been  passed  by  the 
patient.  It  is  possible  that  spinal  anesthesia  had  re- 
laxed the  ileocecal  valve  allowing  the  drapery  hook 
to  enter  the  cecum  while  the  operation  was  in  prog- 
ress. It  is  probable  that  the  safety  pin,  caught  in  the 
lower  esophagus  for  twenty-four  hours,  accounted 
for  the  early  hematemesis  and  the  drapery  hook  at 
the  ileocecal  valve  accounted  for  most  of  the  later 
melena. 

These  two  cases  are  presented  to  encourage  watch- 
ful waiting  as  the  procedure  of  choice  in  handling 
patients  who  have  swallowed  foreign  bodies. 

Later,  if  an  object  has  failed  to  advance  over  a 
period  of  days,  surgical  removal  may  be  indicated. 

Perforation  of  bowel,  the  clear  indication  for 
surgical  intervention,  did  not  occur  in  either  patient 
though  103  foreign  bodies  were  swallowed  jointly. 
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REHABILITATION  TODAY 

Mary  E.  Switzer,  Washington,  D.  C. 


The  Author.  Director,  Office  of  Vocational  Re- 
habilitation, U.  S.  Dept,  of  Health,  Education,  and 
Welfare 


YY7  0RKING  quietly  and  steadily— with  the  help  of 
such  groups  as  this  and,  indeed,  with  the 
medical  profession  throughout  the  Nation— our 
national  system  of  vocational  rehabilitation  for  dis- 
abled civilians  has  made  dramatic,  if  unacclaimed, 
progress  in  many  of  the  more  difficult  areas  of  dis- 
ability. 

Let  me  give  you  some  examples  of  what  I mean. 
A few  years  ago  it  seemed  hopeless  for  us  even  to 
try  to  work  a severely  afflicted  epileptic  into  a 
steady  job  situation.  The  superstition  prevailed  on 
an  unbroken  front  that  insanity  was  somehow  in- 
separable from  epilepsy.  Even  the  terminology  sug- 
gested—and  still  suggests— that  the  victim  was  pos- 
sessed of  the  devil.  “Seizures,”  we  call  the  attacks— 
seizures  by  the  evil  spirit.  Yet,  we  have  made  prog- 
ress along  that  front— remarkable  progress. 

In  1944,  when  our  new  law  was  put  in  effect,  we 
rehabilitated  only  116  epileptics  into  successful  em- 
ployment over  the  entire  Nation.  During  the  fiscal 
year  that  ended  last  June,  the  number  was  above 
1,250.  That  is  better  than  ten-fold  increase  and  more 
important  than  the  volume  is  the  fact  that  we  are 
removing  the  prejudice,  removing  the  superstition 
that  so  long  has  doomed  all  too  many  epileptics  to 
the  role  of  outcasts. 

In  the  orthopedic  field  our  noticeable  advances 
may  be  best  illustrated  by  the  fact  that  we  had  no 
separate  listing  for  paraplegics  until  1949,  so  few 
were  considered  capable  of  restoration  to  self-sup- 
porting status.  In  1949  our  record  shows  21  para- 
plegics rehabilitated;  last  year  the  number  was  close 
to  400.  The  wheel  chair  is  no  longer  an  uncommon 
sight  in  the  factory  or  the  store.  People  generally 
have  become  aware  of  the  fact  that  paralysis  from 


the  waist  down  is  not  as  bad  as  paralysis  from  the 
ears  up. 

Similar  progress  has  been  made  against  the  preju- 
dice that  for  so  long  has  precluded  the  mentally  ill 
from  return  to  normal  life  and  work.  Ten  years  ago 
fewer  than  i ,000  men  and  women  who  had  recovered 
from  their  mental  disabilities  were  rehabilitated  into 
employment.  Last  year  the  number  was  three  times 
as  great. 

Progress  again  has  been  made  in  one  of  the  most 
heart  rending  of  all  situations— in  the  rehabilitation 
of  the  cerebral  palsied.  These  people  face  perhaps 
the  most  difficult  of  all  roads  to  success,  but  more 
and  more  we  are  proving  that  a jerking  gait  and  a 
grimacing  mien  can  be  accompanied  by  a brilliant 
mind  and  superlative  competence.  There  again  is 
progress  against  superstition  and  prejudice.  The 
progress  is  slow  but  it  is  steady;  where  we  rehabili- 
tated 238*  persons  with  cerebral  palsy  in  1944,  the 
number  last  year  was  800. 

Still  one  of  the  most  distressing  disabilities— and 
most  frustrating  to  a rehabilitation  worker— is 
multiple  sclerosis.  Here  the  terrible  obstacle  is  that 
we  have  not  yet  found  a cure  or  a proved  method 
of  arresting  the  disease.  In  1944  we  rehabilitated  not 
one  person  with  multiple  sclerosis;  last  year  the  total 
was  147.  And  the  search  continues  for  the  arresting; 
technique  with  some  evidences  that  progress  in  that 
direction  is  being  made  by  those  men  of  medicine 
who  refuse  to  give  up  hope. 

These  advances  add  immeasurably  to  the  happi- 
ness and  chances  for  success  of  those  who  suffer 
such  grave  afflictions  as  I have  mentioned.  But, 
aside  from  the  humanitarian,  social  and  technical 
values  of  this  w’ork,  there  are  most  important  eco- 
nomic aspects. 

Vocational  rehabilitation  for  our  disabled  civilians 
offers  one  of  our  brightest  hopes  of  reducing  the 
tremendous  burden  of  dependency  which  the 
American  taxpayer  is  carrying. 


Abstract  of  address  before  Connecticut  Health  League,  New  Haven  January  /j,  ips-l 
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The  record  of  the  past  fiscal  year— just  now  un- 
folding in  statistical  tables— is  convincing  evidence 
that  we  can  wipe  out  a considerable  portion  of 
relief  payments  that  have  been  made  necessary  by 
disability. 

Somewhere  between  ii,ooo  and  12,000  disabled 
persons  were  returned  to  employment  from  the 
relief  rolls  last  year.  That  is  almost  one  in  every  five 
rehabilitated  through  the  State-Federal  program  of 
vocational  rehabilitation— some  61,000  all  told. 

These  11,000-12,000  people  and  their  dependents 
were  receiving  relief  payments  of  something  more 
than  $8  million  a year.  It  cost  about  $7  million  to 
rehabilitate  them.  Instead  of  living  on  the  miserable 
pittance  of  relief— expensive  as  it  is  to  the  taxpayer— 
they  are  earning  at  the  rate  of  about  $22  million  a 
year.  In  other  words,  because  of  vocational  rehabili- 
tation these  relief  recipients  and  their  families  are 
about  three  times  as  well  off  financially.  In  addition 
they  have  regained  self  respect;  and  they  have  pros- 
pects of  many  years  of  productive  effort  and  normal 
living  ahead  of  them— on  their  own.  On  the  other 
side  of  the  book,  a public  expenditure  of  $8  million 
a year  for  their  support  is  eliminated.  That  is  a 
matter  of  striking  economic  and  social  importance 
when  we  consider  that  the  annual  saving  from  this 
source  alone  is  roughly  one-fourth  the  total  cost  of 
the  public  program  of  vocational  rehabilitation. 

That,  of  course,  does  not  take  into  account  the 
fact  that  the  61,000  disabled  men  and  women  who 
were  returned  last  year  to  employment  through 
vocational  rehabilitation  are  paying  Federal  income 
taxes  at  the  rate  of  |io  million  a year.  In  about  two 
years  they  will  return  to  the  Federal  government  in 
income  tax  payments  every  Federal  dollar  that  was 
spent  on  their  rehabilitation.  Then  they  will  con- 
tinue to  pay  taxes  for  years  to  come. 


These  61,000  rehabilitated  men  and  women  add 
100  million  man  hours  a year  to  our  productive 
effort,  increasing  the  Nation’s  strength.  And  they 
add  almost  $100  million  to  their  yearly  earning 
power,  strengthening  their  economy  along  with 
that  of  the  Nation.  They  take  their  part  in  com- 
munity life  and  become  contributing,  participating, 
and  self-sustaining  citizens  rather  than  continuing  as 
a burden  to  the  community.  They  pay  their  State, 
county  and  local  taxes  and  they  make  America 
proud  of  them. 

It  is  highly  commendable  that  our  State-Federal 
partnership  in  vocational  rehabilitation  is  devoting 
more  attention  to  removing  disabled  public  assist- 
ance recipients  from  the  relief  rolls.  But  much  more 
needs  to  be  done  in  that  area. 

A quick  look  at  the  situation  will  open  the  eyes 
of  most  of  us.  Last  year  the  costs  of  public  assistance 
which  were  directly  attributable  to  disability 
amounted  to  more  than  $400  million.  Some  one 
million  Americans  were  living  on  relief  payments 
because  of  disabilities— and  living  so  meagerly  that 
their  hopes  of  improvement  seemed  dim.  About 
600,000  of  these  were  adults— disabled  adults— and 
about  400,000  were  children  who  were  dependent— 
not  upon  their  disabled  parents— but  upon  the  public. 

In  Connecticut  alone  the  annual  payments  in  pub- 
lic assistance  because  of  disability  are  running  about 
$1,980,000.  Aid  to  dependent  children  with  disabled 
parents  accounts  for  $1,600,000  of  that.  Aid  to  the 
blind  accounts  for  another  $348,000  and  the  disabled 
on  general  assistance  rolls  account  for  about  $3 1,000. 

The  sad  thing  about  this  picture  is  that  so  much 
of  it  is  unnecessary.  Many  disabled  men  and  women 
who  are  public  charges  can  be  restored  to  productive 
and  self-supporting  lives. 
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29th  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 


Grace-New  Haven  Community  Hospital  and  the  Yale  School  of 

Medicine,  New  Haven 

September  15, 16, 1954 


The  1954  Clinical  Congress  will  be  concentrated  in  two  days  and 
all  of  the  meetings  will  be  held  at  the  New  Haven  Hospital  and  the 
Yale  School  of  Medicine. 

Three  sessions  will  be  held  simultaneously  in  three  different  meet- 
ing places  giving  a broad  selection  of  topics.  Material  in  the  fields  of 
vascular  diseases;  psychiatry;  drug  and  alcohol  addiction;  pediatrics; 
general  medicine;  general,  special  and  traumatic  surgery;  and  other 
related  subjects  will  be  presented. 

Registration  for  members  of  the  Society  will  be  $3  and  non- 
members $4.  Medical  students,  interns,  and  residents  will  be  the  guests 
of  the  Congress,  if  properly  certified.  Cafeteria  luncheons  will  be 
served  on  both  days  by  the  New  Haven  Hospital. 


MAKE  A NOTE  OF  THESE  DATES  ON  YOUR  CALENDAR 
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EDITORIALS 


The  Federal  Grants-in-Aid  Program 

It  is  evident  by  certain  events  which  have  tran- 
spired recently  that  the , present  administration  in 
Washington  is  attempting  to  meet  the  criticisms 
levelled  at  Federal  participation  in  State  and  local 
activities.  Frank  discussions  of  the  problem  have  been 
carried  on  before  public  audiences  by  Oveta  Culp 
Flobby,  the  head  of  the  new  Department  of  Health, 
Education  and  Welfare.  Airs.  Hobby  has  met  the 
issue  squarely  and  her  explanations  and  solutions 
have  been  clear  and  sound. 

In  addition  to  the  information  released  by  Mrs. 
Hobby  the  U.  S.  Commission  on  Intergovernmental 
Relations  is  making  an  honest  effort  to  collect  a fair 
sampling  of  public  opinion  on  the  entire  grants-in- 
aid  program  by  sending  out  a questionnaire  to  pub- 
lic groups.  Our  own  State  Medical  Society  has 
received  such  a questionnaire  and  has  expressed  it- 
self through  its  Committee  on  Public  Health  and 
through  its  Council. 

There  are  many  rugged  individualists  who  would 
throw  out  the  entire  grants-in-aid  program  and 
return  to  the  beginning  of  the  century  when  the 
word  tax  meant  little  more  than  an  annual  payment 
to  the  town  treasurer  for  real  estate  owned  and 
occupied.  But  the  past  40  years  have  seen  a consider- 
able change  in  the  program  of  taxation  in  the  United 
States  and  have  necessitated  adjustments  in  our 
thinking  as  individuals.  There  has  come  about  a 
shift  in  responsibility  from  local  to  State  to  Na- 
tional government  attendant  on  a growth  in  govern- 
ment itself.  Forty  years  ago  the  local  governments 
collected  and  spent  two-thirds  of  all  taxes  in  this 


country;  State  and  National  governments  shared  the 
remainder.  Now  the  Federal  government  collects 
about  three-fourths  of  all  taxes  while  State  and 
local  share  the  remainder.  The  local  governments 
now  receive  less  than  one-eighth  instead  of  two- 
thirds  of  the  U.  S.  tax  dollar  as  formerly.  The 
dividing  lines  between  local,  State  and  National 
governments  have  become  blurred  as  government 
has  steadily  moved  away  from  the  people.  State  and 
Federal  governments  now  carry  on  many  activities 
formerly  accomplished  by  local  governments. 

It  must  be  apparent  to  all  who  have  studied  this 
problem  that  grants-in-aid  are  here  to  stay.  The  real 
difficulty  lies  in  just  how  much  control  should  be 
exercised  by  the  Federal  government.  It  has  been 
sharply  criticized  for  interference  but  this  interfer- 
ence in  the  last  analysis  is  the  result  of  the  establish- 
ment of  certain  standards  which  have  been  required 
of  State  and  local  governments  in  return  for  the 
money  supplied  to  carry  out  many  programs. 

Connecticut,  because  of  its  high  income  level,  is 
particularly  well  situated  and  has  less  need  for 
Federal  grants  than  the  29  States  where  the  per 
capita  income  is  below  the  national  level.  The 
business  of  government  has  become  so  huge  and  so 
complex  that  the  Federal  government  and  the  States 
must  share  the  responsibility  and  act  as  partners  in 
serving  the  people.  This  applies  in  Connecticut  as 
well  as  in  Mississippi.  The  responsibility  of  carrying 
out  the  programs  in  our  State  should  and  does  rest 
with  State  and  local  governments.  But  because  many 
States  have  a low  tax-paying  ability  the  Federal 
government  believes,  and  probably  quite  rightly  so, 
that  it  has  a responsibility,  even  for  some  of  these 
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domestic  functions,  in  situations  where  individual 
States  are  unable  to  provide  them.  Hence,  the 
orants-in-aid  program  is  necessarily  larger  for  some 
States  than  others. 

Our  Society’s  Committee  on  Public  Health  has 
expressed  approval  of  the  Federal  Grants-in-Aid 
program.  It  has  said,  however,  that  it  believes  Fed- 
eral funds  should  not  be  used  as  an  indefinite  sub- 
stitute for  State  and  local  governmental  appropria- 
tions for  health  programs  which  are  accepted  by 
such  State  and  local  groups  as  being  worthwhile. 
The  Committee  feels  that  insufficient  Federal  funds 
ultimately  reach  local  committees  as  such  because 
of  the  cost  of  State  administration.  In  some  instances 
the  Committee  has  found  that  the  grants-in-aid 
furnish  funds  to  activities  for  xvhich  adequate  State 
funds  already  exist  and  which  cannot  be  diverted  to 
other  activities  in  need  of  financial  support. 

Whatever  opinion  in  this  matter  one  may  cherish 
as  an  individual,  the  grants-in-aid  program  has 
attained  sufficient  recognition  by  Congress  to  insure 
its  permanency.  It  should  function  on  a partnership 
basis.  Connecticut,  because  of  its  high  per  capita 
income,  has  less  need  than  many  other  States  where 
Federal  funds  have  been  a boon  to  the  citizenry  in 
raising  standards  and  providing  valuable  health  and 
welfare  services.  Because  of  the  differences  in  State 
requirements  the  Federal  government  must  continue 
to  exercise  some  control  in  the  allocation  of  tax 
funds.  It  seems  to  be  the  desire  of  the  present  admin- 
istration to  keep  this  control  at  a minimum. 

Medical  Catastrophic  Insurance 

Major  medical  expense  insurance  is  demanding 
increasing  attention  of  employers  and  unions.  It  is 
regarded  as  the  most  important  development  in 
group  coverage  of  the  last  20  years  and  one  of  the 
most  important  factors  of  the  future  in  employer- 
employee  relationships.  Since  its  inception  five  years 
ago  the  number  of  employees  and  their  dependents 
in  U.  S.  and  Canada  covered  by  the  new  form  has 
grown  to  more  than  one  million.  More  than  25 
insurance  companies  have  entered  this  rapidly  ex- 
panding field. 

Major  medical  expense  insurance,  sometimes 
called  medical  catastrophic  coverage,  is  an  experi- 
mental form  of  protection  intended  to  give  financial 
aid  against  large  medical  bills.  It  supplements  the 
usual  forms  of  hospital,  surgical  and  medical  expense 
insurance,  which  are  limited  as  to  amounts  paid. 


Services  of  specialists  other  than  surgeons  are  not 
generally  provided  for  in  surgical  expense  policies, 
while  the  benefits  in  medical  expense  policies  are 
very  small  in  comparison  to  specialists’  bills.  To 
meet  these  and  similar  problems  reflected  in  higher 
hospital  and  surgical  bills,  policies  now  being  issued 
generally  contain  higher  benefits  and  longer  covered 
periods  than  those  of  a few  years  ago.  However, 
this  does  nothing  about  the  many  expensive  types 
of  treatment  which  are  not  included  in  limited 
forms.  The  new  major  medical  expense  insurance 
was  designed  to  include  them. 

iVIajor  medical  expense  insurance  contains  two 
factors  not  usually  found  in  the  conventional  basic 
coverages.  These  are  the  “deductible”  and  “co- 
insurance  factor.”  The  deductible  follows  the  same 
principles  as  in  automobile  collision  insurance.  By 
cutting  out  the  expense  of  paying  small  claims,  the 
deductible  principle  permits  much  lower  premium 
rates  than  would  otherwise  be  necessary. 

This  medical  catatastrophic  insurance  contract  is 
now  available  to  members  of  the  Connecticut  State 
Medical  Society. 

Accidental  Deaths  in  Connecticut 

Only  one  State,  New  Jersey,  has  a lower  acci- 
dental death  rate  than  Connecticut.  In  the  period 
1949-1950,  according  to  Metropolitan  Life  Insurance 
Company  analysis.  New  Jersey  had  the  lowest  rate, 
42.6  per  one  hundred  thousand,  and  Connecticut  was 
a close  second  with  44.8  per  hundred  thousand. 

The  lowest  death  rates  from  accidents  are  found 
in  the  Northeast.  In  the  Middle  Atlantic  and  New 
England  Areas  the  accidental  death  rate  was  about 
% below  the  national  average  in  the  period  covered. 
The  highest  is  in  the  Mountain  Area  and  there  it  is 
81.5  per  one  hundred  thousand  or  above  the 
national  average  of  60.7.  Nevada  and  Wyoming  had 
the  poorest  showing  with  rates  exceeding  one  hun- 
dred per  one  hundred  thousand. 

Motor  vehicle  mishaps  comprise  a major  item  in 
the  total  picture.  Fatal  injuries  in  such  mishaps 
exceed  the  toll  from  every  other  type  of  accident 
in  all  other  areas  except  the  Northwest  and  even 
there  they  rank  second  only  to  falls,  which  are  the 
most  important  cause  of  accidental  death  in  the 
Northeastern  States.  The  highest  death  rates  from 
falls  are  found  in  Massachusetts,  Rhode  Island,  Iowa, 
and  Missouri,  probably  because  the  population  in 
these  areas  includes  a relatively  large  proportion  of 


598  CONNECT 

older  people  who  contribute  the  bulk  of  the  deaths 
from  falls. 

The  accidental  death  experience  for  Connecticut 
shows  that  for  every  one  hundred  thousand  of  popu- 
lation there  are  44.8  deaths.  Of  these  12.9  are  caused 
by  motor  vehicles;  15.4,  by  falls;  3.2,  by  burns  and 
conflagrations;  3.0,  drowning;  0.3,  firearms;  0.4, 
machinery;  2.1,  absorption  of  poisonous  gas;  i.i, 
poisoning  by  solids  and  liquids  and  0.6,  by  water 
transport. 

Iatrogenic  Diseases 

“O  %vad  some  Power  the  giftie  gie  us 
To  see  oursels  as  ithers  see  us! 

It  wad  frae  monie  a blunder  free  usT 
Robert  Burns 

According  to  a Sw^edish  letter  in  the  Journal  of  the 
American  Medical  Association*  discussion  of  the 
problems  of  iatrogenic  disease,  that  is,  illnesses  caused 
by  physicians  themselves,  has  been  very  popular  in 
the  Scandinavian  medical  press  of  late.  This  is  as  it 
should  be,  for  the  last  thing  that  any  conscientious 
doctor  wishes  is  to  increase  rather  than  cure  his 
patients’  ailments. 

There  are  two  important  considerations  which  a 
practitioner  must  always  bear  in  mind  in  his  discus- 
sions wdth  patients  regarding  their  illnesses:  ( i ) that 
roughly  a third  of  them  are  probably  sulTering  from 
psychoneuroses,  and  ( 2 ) that  a great  many  of  them 
are  familiar  with  the  exact  meaning  of  medical  terms. 

The  fact  that  a considerable  proportion  of  patients 
are  mentally  rather  than  physically  sick  indicates 
that  the  doctor  must  take  unusual  pains  to  avoid  the 
use  of  language,  to  them  ambiguous,  because  they 
may  draw  false  conclusions  from  it  which  wall 
aggravate  rather  than  ameliorate  their  mental  condi- 
tion. Dr.  Forsmann,  a Scandinavian  psychiatrist, 
points  out  that  physicians  of  the  anxious,  overcon- 
scientious  type  who  are  not  sure  of  themselves  and 
are  inclined  to  hedge  are  the  ones  most  likely  to  do 
damage  to  psychoneurotic  patients. t As  Forstmann 
remarks  such  physicians  dislike  taking  responsibility 
for  the  positive  reassurance  of  their  patients.  They 
urulermine  the  patient’s  confidence  because  they 

now  that  medical  diagnosis  is  not  100  per  cent  per- 
fect and  are  foolish  enough  to  drop  hints  during 
their  conferences  with  patients  wTich  indicate  to 
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the  psychoneurotics  uncertainty  of  mind  when  what 
is  needed  is  clearcut  positive  opinions. 

Forstmann  also  notes  that  psychoneurotic  patients 
who  are  allowed  to  get  glimpses  of  reports  on 
x-rays,  blood  pressure  readings,  or  electrocardio- 
grams may  draw'  entirely  false  conclusions  as  to  their 
significance.  This  applies  particularly  to  hypochon- 
driacs and  patients  w ith  mental  development  below 
the  average.  As  Walter  Alvarez  points  out  in  his 
newspaper  column,  much  damage  to  patients  may 
also  be  done  by  overworked  doctors  who  fail  to 
discuss  with  their  neurotic  patients  the  problems 
underlying  their  ailments. 

Unfamiliarity  with  medical  terms  is  likely  to  be 
due  to  the  fact  that  the  education  of  many  patients 
has  not  gone  beyond  the  eighth  or  ninth  grade  or 
to  the  complexity,  even  to  highly  intelligent  patients, 
of  some  medical  terms.  This  results  in  the  misinter- 
pretation of  words  as  happened  in  the  case  of  a 
patient  who  caught  a glim.pse  of  the  word  “cancero- 
phobia”  in  a report  from  a specialist  to  her  family 
doctor.  Not  knowing  the  import  of  the  suffix 
“phobia,”  she  drew  the  false  conclusion  that  she  had 
cancer. 

It  follows  from  these  considerations  that  physi- 
cians w'ho  talk  to  psychoneurotic  patients  must  use 
plain,  simple  language,  must  avoid  technical  medical 
terms,  and  must  make  sure  that  the  keynote  of  their 
messages  is  reassurance.  If  patients  have  been  re- 
ferred by  the  family  doctor  to  specialists  for  labora- 
tory tests  or  for  opinions  on  particular  aspects  of 
their  sicknesses  it  is  best  to  have  the  family  doctor 
explain  the  results,  and  patients  should  not  be  given 
opportunities  to  scan  the  records  transmitted  to  him 
lest  they  glimpse  words  or  phases  w hich  they  may 
misinterpret. 

G.B. 

*1954,  154:1113 

fLoc.  cit. 

Fred  Rankin,  Former  AMA  President 

Fred  Wharton  Rankin,  president  of  the  American 
Medical  Association  in  1942  and  of  the  American 
Surgical  Association  in  1949,  has  passed  on  to  his 
reward.  Fred  Rankin  will  be  remembered  by  many 
physicians  in  this  country  and  among  our  allies  for 
his  leadership  during  the  years  of  World  War  II.  A 
major  in  World  War  I,  Fred  Rankin’s  knowledge 
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of  medical  military  affairs  won  for  him  the  distinc- 
tion of  chief  consulting  surgeon  of  the  army  with 
the  rank  of  brigadier  general  in  World  War  II.  For 
this  latter  task  performed  with  unusual  ability  he 
received  the  Distinguished  Service  Adedal  from  our 
oovernment  and  the  Cross  of  Chevalier  of  the  Legion 
of  Honor  from  the  French  government. 

Fred  Rankin  made  up  for  his  short  stature  by  his 
fearless  courage.  It  was  he  w hen  retiring  as  president 
of  the  AM  A who  warned  the  House  of  Delegates 
that  physicians  are  too  reluctant,  even  hostile,  toward 
accepting  the  responsibilities  w hich  are  ours  in  the 
current  socio-economic  developments  of  our  nation. 

Fred  Rankin  will  be  missed.  He  was  a great  sur- 
geon, a recognized  leader,  an  accomplished  soldier. 
Those  w ho  knew'  him  valued  his  loyal  friendship. 

Dean  Sperry 

I The  passing  of  Willard  L.  Sperry,  dean  of  Har- 
■ vard  University  Divinity  School,  removes  from  New 
England  one  of  the  medical  profession’s  staunch 
' friends.  It  was  Dean  Sperry  who  encouraged  and 
! assisted  in  the  establishment  of  a Protestant  chap- 
laincy at  the  Massachusetts  General  Hospital.  It  was 
from  this  same  hospital  that  problems  belonging  in 
1 the  realm  of  moral  philosophy  rather  than  medicine, 

! but  which  nevertheless  frequently  confronted  the 
thoughtful  physician  w'ere  referred  to  him  for  con- 
sideration. 

In  reply  to  an  invitation  to  discuss  these  problems 
Dean  Sperry  met  with  many  of  the  senior  members 
and  most  of  the  junior  members  of  the  medical  staff' 
I at  the  iVI.G.H.  on  a certain  afternoon  a few  years 

I 

ago  in  the  historic  ether  dome  of  the  old  Bulfinch 
I Building.  The  te.xt  of  that  lecture  was  subsequently 
I printed  as  the  leading  article  in  an  issue  of  the 
I Nenjo  England  Journal  of  Medicine.  Then  in  1950 
^ Dean  Sperry  extended  his  thoughts  and  published 
them  in  a book  entitled  “The  Ethical  Basis  of  Medi- 
cal Practice.”  Physicians  will  find  this  volume  a very 
valuable  guide  in  dealing  w'ith  problems  confronting 
the  doctor  of  medicine  and  his  patient.  Coming  from 
a great  man  wTo  as  an  undergraduate  had  looked 
forward  to  the  general  field  of  medicine,  and  to 
surgery  in  particular,  as  his  probable  profession,  his 
views  on  moral  and  ethical  issues  will  be  contem- 
j plated  with  respect  as  well  as  interest. 

i Medicine  has  lost  a wise  counselor. 


The  Need  For  the  Deductible  Clause  in 
Voluntary  Health  Insurance 

Medical  Expense  Insurance  is  now  accepted  by 
millions  of  people  as  a readily  available  commodity. 
It  has  advanced  beyond  the  early  stage  of  experi- 
ment, but  for  obvious  reasons  it  should  not  be  re- 
garded in  its  present  form  as  a finished  product. 

Progress  and  accumulated  experience  in  this  rela- 
tively new  field  have  both  created  and  demonstrated 
certain  limitations  of  an  actuarial  nature,  although 
some  of  them  because  of  their  very  nature  were  not 
readily  discernible  at  the  outset. 

All  who  are  fair-minded,  but  few  of  those  who 
are  impatient,  will  endorse  this  basic  fact,  common 
to  all  business  undertakings,  that  somewhere,  some- 
how, and  at  some  time  goods  and  services  must  be 
paid  for  at  current  costs.  This  holds  true  moreover 
in  the  insurance  field  irrespective  of  how  the  imme- 
diate rate  and  benefits  to  the  consumer  may  be  infiu- 
enced  by  the  total  assets  in  the  insurance  pool,  the 
time  spread  governing  payments,  the  risk  involved, 
and  other  items  of  like  nature.  It  is  immature  to 
assume,  as  many  people  do  assume,  that  by  some 
manipulative  dexterity  or  economic  alchemy  basic 
costs  can  be  transmuted  into  thin  mist. 

Deducing  from  this  then  that  all  human  and  social 
benefits  are  not  created  equal,  that  in  the  long  run 
and  in  the  overall  we  collectively  get  only  what  we 
pay  for,  it  behooves  us  to  exercise  restraint  in  our 
current  demands  to  get  more  for  less,  and  to  be 
satisfied  with  benefits  that  bear  some  reasonable 
relationship  to  our  individual  efforts.  Any  attempt 
to  solve  the  costs  of  medical  care  without  considera- 
tion of  this  factor  is  fraught  with  difficulty. 

The  original  purpose  of  medical  expense  insurance 
was  to  offset  the  staggering  cost  of  catastrophic  ill- 
ness or  extraordinary  medical  services.  It  would  be 
unfortunate,  and  it  might  spell  failure  for  the  plan, 
if  this  original  purpose  were  not  reiterated.  Recent- 
ly, Mrs.  Oveta  Culp  Hobby,  Secretary,  Health, 
Education  and  Welfare  Department,  repeated  what 
is  and  has  been  for  a long  time  the  opening  gambit 
in  any  discussion  of  costs  of  medical  care— and  prop- 
erly so,  that  the  middle  income  group,  the  vast 
majority  of  the  population,  is  the  one  w'hich  is 
hardest  hit  when  extraordinary  illness  strikes.  Even 
so,  there  was  not  nor  is  there  usually  any  mention  of 
the  fact  that  this  group  still  has  in  these  days  of 
television  screens,  garbage  disposal  units,  and  electric 
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washino-  machines  some  measure  of  individual  finan- 
cial responsibility  for  its  ordinary  medical  care. 

Total  medical  expense  coverage  at  the  present 
time  is  an  unlimited  risk  which  no  insurance  com- 
pany can  properly  undertake.  It  strained  the  re- 
sources of  a couple  of  countries,  let  alone  companies, 
that  tried  it,  and  it  is  significant  that  one  of  the 
countries,  England,  in  desperation  presently  shifted 
some  of  the  financial  burden  for  small  items  back 
onto  the  individual  consumers  because,  in  the  well 
known  phrase,  it  was  being  “five  and  ten  dollared 
to  death.” 

There  is  great  significance  in  this.  It  is  not  for 
nothing  that  many  of  our  leading  commercial  com- 
panies with  their  vast  experience  behind  them  are 
now  olTering  attractive  $ioo,  $300,  and  $500  deduct- 
ible policies  for  medical  expense  coverage  with  the 
premiums  restrained  and  the  ultimate  benefits  great- 
ly extended  because  the  overwhelming  burden  of 
payments  for  minor  medical  expenses  is  eliminated. 
It  is  not  for  nothing  that  people  are  taking  them  up 
with  commendable  wisdom  and  foresight. 

Abraham  Lincoln  contended  that  if  you  give  the 
people  all  the  facts,  they  will  soon  come  up  with  the 
answers.  Evidently  somebody  has  been  talking  to 
some  of  the  people,  or  maybe  with  their  knowledge 
of  insurance  and  business  and  sense  of  proportion 
they  have  already  talked  quietly  to  themselves.  The 
people  are  already  conditioned;  they  know  what 
would  happen  to  rates  and  the  upper  limits  of  pay- 
ments if  every  driver  made  claim  for  the  six  dollar 
dent  in  the  fender.  They  know  how  the  deductible 
feature  makes  their  collective  insurance  position 
secure. 

In  the  final  analysis  the  choice  will  be  up  to  the 
people.  But  first,  they  must  establish  this  fact:  that 
medical  expense  insurance  is  strictly  insurance  and 
not  a glorified  handout.  They  must  subscribe  to  the 
principle  that  if  they  insist  on  being  paid  for  the 
peanuts,  they  can’t  expect  to  be  paid  much  for  the 
lemons. 

In  the  nonprofit  medical  expense  insurance  com- 
panies we  have  witnessed  the  steady  rise  in  rates 
brought  about  undoubtedly  in  large  part,  and  aside 
from  certain  correctible  abuses,  by  the  lack  of  the 
deductible  feature.  The  upper  limits  of  payments 
originally  planned  for  the  difficult  situations  are 
being  held  down  because  these  companies  too  have 
to  face  the  potential  danger  of  being  “five  and  ten 
dollared  to  death.” 


There  is  evidence  that  the  people  are  awakening. 
You  can  fool  some  of  the  people  some  of  the  time, 
and  for  a limited  time  some  of  the  people  make 
fools  of  themselves,  but  people  rarely  waste  much 
time  in  finding  out  w here  their  bread  is  truly  but- 
tered. The  deductible  feature  will  soon  have  broad 
appeal. 

It  is  respectfully  suggested  that  the  time  has  come 
tor  the  nonprofit  medical  expense  insurance  com- 
panies to  issue  policies  with  the  deductible  features 
built  in.  Individuals  in  the  middle  income  group, 
once  given  all  the  insurance  facts,  should  be  willing 
to  pay  for  ordinary  medical  expenses  so  that  on 
sound  actuarial  grounds  extraordinary  medical  ex- 
penses will  never  constitute  hardship. 

Froiu  the  Westchester  Medical  Biilletm,  (December,  1953} 

Record  Number  of  Physicians  Licensed  to 
Practice  Medicine 

An  all-time  record  number  of  physicians— 2 18,522 
—were  licensed  to  practice  medicine  in  the  United 
States  at  the  close  of  1953,  it  was  disclosed  in  the 
52nd  annual  report  on  medical  licensure  of  the 
American  Adedical  Association’s  Council  on  Adedical 
Education  and  Elospitals. 

Of  this  total,  156,333  were  engaged  in  private 
practice,  6,677  were  engaged  in  full-time  research 
and  teaching  and  were  physicians  employed  by 
insurance  companies,  industries,  and  health  depart- 
ments, 29,161  were  interns  and  residents  in  hospitals 
and  those  engaged  in  hospital  administration,  9,311 
were  retired  or  not  in  practice,  and  17,040  were  in 
government  service. 

According  to  the  report,  during  1953  there  were 
14,434  licenses  to  practice  medicine  issued  by  the  48 
States,  the  District  of  Columbia,  Alaska,  Canal  Zone, 
Guam,  Hawaii  and  Puerto  Rico— an  increase  of 
1,206  over  the  number  issued  during  1952  and  the 
third  largest  number  issued  in  the  history  of  this 
country.  Of  this  total,  6,565  were  granted  after 
written  examination  and  7,869  by  reciprocity  or 
endorsement  of  State  licenses  or  the  certificate  of 
the  National  Board  of  Examiners.  The  majority  of 
those  issued  by  reciprocity  or  endorsement  were  to 
already  licensed  physicians  wdio  moved  their  prac- 
tice from  one  State  to  another. 

The  data  presented  in  the  report  showed  that  last 
year  7,276  physicians  received  their  first  license  to 
practice  medicine.  In  the  same  period  there  were 
approximately  3,421  deaths  of  physicians  reported. 
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SO  that  there  w as  a net  gain  of  3,855  in  the  physician 
population  in  the  United  States  and  its  territories  and 
outU'ing  possessions.  During  1952,  there  was  a net 
gain  of  2,987. 

The  greatest  number  of  licenses  issued  in  1953 
was  granted  by  California— 1,977.  New^  York  was 
second  with  1,348  and  more  than  500  physicians 
were  registered  in  Illinois,  Ohio,  Pennsylvania  and 
Texas.  Less  than  50  licenses  w'ere  issued  by  Newada, 
Delaware,  Idaho,  Montana,  New'  Hampshire,  North 
Dakota,  South  Dakota,  Vermont,  and  Wyoming. 

From  1935  through  1953,  a total  of  207,744  licenses 
to  practice  medicine  was  issued  in  the  United  States. 
During  the  same  period  there  were  1 19,510  additions 
to  the  medical  profession— an  increase  reflecting 
accelerated  programs  in  medical  schools,  expanded 
facilities,  and  the  licensure  of  foreign  trained  physi- 
; cians. 

The  excellent  rating  of  the  nation’s  and  Canada’s 
I approved  medical  schools  was  pointed  up  by  the 
I number  of  applicants  who  successfully  passed  exam- 
j inations.  Thirteen  per  cent  of  the  total  number  of 
! applicants  wdio  took  written  examinations  for  licen- 
! sure  failed,  the  report  stated.  Only  3.8  per  cent  of 
I the  graduates  of  approved  medical  schools  in  the 
United  States  and  4.1  per  cent  of  those  of  approved 
j Canadian  medical  schools  failed.  In  contrast,  50  per 
I cent  of  those  graduated  from  now'  extinct  medical 
schools  in  the  United  States  failed,  as  did  45.5  per 
cent  of  the  graduates  of  foreign  mediyal  faculties, 
70.2  per  cent  of  graduates  of  unapproved  U.  S. 
i medical  schools  no  longer  in  existence,  and  13.4  per 
; cent  of  graduates  of  schools  of  osteopathy. 

I The  current  report  on  medical  licensure  revealed 
I that  in  many  states  the  licensure  of  foreign  trained 
physicians  has  been  given  serious  consideration  by 
the  authorities  and  that  methods  are  being  developed 
to  provide  for  the  licensure  of  such  physicians  wTich 
w'ill  not  low'er  the  standards  of  medical  practice  in 
' the  United  States. 

i How'ever,  the  report  stated,  the  Council  on  Medi- 
, cal  Education  and  Hospitals  of  the  AMA,  the  Asso- 
! elation  of  American  iVledical  Colleges,  the  Federa- 
I tion  of  State  Adedical  Boards,  and  other  interested 
agencies  now'  are  engaged  in  discussions  looking 
I toward  a re-evaluation  of  the  problem  created  by 
the  influx  of  foreign  trained  physicians  migrating 
to  the  United  States  to  pursue  their  profession. 

The  number  of  graduates  of  foreign  faculties  of 
medicine  examined  began  increasing  in  1936,  and  by 


1940  there  were  over  three  times  as  many  tested  as 
in  1936,  according  to  the  report.  Beginning  in  1944 
the  numbers  examined  began  to  decrease  until  1951, 
when  there  was  a noticeable  increase,  an  increase 
again  recorded  in  1952  and  1953. 

During  1953,  E463  graduates  of  175  foreign  medi- 
cal schools  and  seven  licensing  corporations  of 
foreign  countries  were  examined  by  36  licensing 
boards.  A total  of  796  successfully  passed  the  exam- 
inations; failures  numbered  667,  or  45.5  per  cent.  At 
no  time  during  the  last  24  years  did  fewer  than  30.7 
per  cent  of  such  graduates  fail  in  a given  year,  it 
added. 

“This  extremely  high  percentage  of  failures  is  a 
primary  factor  in  the  cautious  attitude  that  has  been 
maintained  by  licensing  boards  in  admitting  foreign 
graduates  to  the  licensing  examination,”  the  report 
said. 

The  largest  number  of  foreign  graduates  were 
examined  by  New  York— 450;  Illinois  examined  41 1, 
California  148,  and  Ohio  105.  Foreign  trained  physi- 
cians may  apply  for  licensure  to  all  but  1 1 licensing 
boards,  according  to  the  report.  Adost  of  the  boards 
have  stipulations  w hich  must  be  complied  w-ith  prior 
to  licensure  examination. 

Connecticut  Heart  Association  Elections 

Dr.  Jasper  A.  Smith  of  Waterbury  has  been  elect- 
ed president  of  the  Connecticut  Heart  Association 
for  the  coming  year.  The  new  vice-president  is  Dr. 
William  J.  Lahey,  director  of  medical  education  at 
St.  Francis  Hospital,  Hartford.  Dr.  John  C.  White 
of  New^  Britain,  retiring  president,  and  Dr.  Samuel 
Rose  of  Stamford  have  been  elected  to  the  executive 
committee. 

The  annual  meeting  of  the  Association  w^as  ad- 
dressed by  Dr.  E.  Cowles  Andrus  of  Baltimore, 
president  of  the  American  Heart  Association. 

Connecticut  VA  Medical  Society 

The  Connecticut  Veterans  Administration  Adedi- 
cal  Society,  at  its  annual  business  meeting  June  3, 
1954,  elected  the  following  slate  of  oflicers  for  the 
coming  year;  President,  Julius  J.  Sachs;  A"ice-Presi- 
dent,  Paul  Ad.  Sherwood;  Secretary,  Einar  A.  Lund- 
berg;  Treasurer,  Joseph  Brandriss. 

It  w'as  voted  that  the  annual  dinner  meeting  of  the 
Society  would  be  held  in  November  at  tlie  Hotel 
Statler  in  Hartford. 
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Progress  in  Clinical  Medicine 


SURGERY  OF  THE  ESOPHAGUS 


DIAGNOSIS 

A discussion  of  esophageal  disorders  amenable  to 
surgical  therapy  niay  properly  begin  with  funda- 
mental diagnostic  considerations.  Swallowing  is  a 
complex  physiologic  process  which  involves  protec- 
tion of  the  tracheal  orifice  and  reflex  initiation  of 
muscular  esophageal  movements.  We  often  see 
patients  with  supposed  tumors  or  fistulae,  suspected 
because  the  radiologist  finds  barium  entering  the 
trachea,  who  actually  suffer  only  from  neurologic 
swallowing  disorders.  Most  commonly  these  are 
older  patients  who  have  had  multiple  “small  strokes.” 

In  addition  to  the  usual  careful  history  and  physi- 
cal examination,  one  should  investigate  the  gag 
reflex  and  then  carefully  observe  swallowing  with 
the  fluoroscope.  If  the  patient  is  given  Lipiodol  or 
Idochlorol  (to  minimize  pulmonary  inflammation  if 
aspiration  occurs)  one  can  see  if  there  is  difficulty 
in  initiating  swallowing,  if  the  trachea  is  not  pro- 
tected by  the  epiglottis,  if  there  is  an  oropharyngeal 
diverticulum  which  fills  and  overflows,  if  dye  ap- 
pears in  the  trachea  by  spilling  directly  or  passing 
through  a tracheoesophageal  fistula,  and  if  the 
laryngeal  cartilages  rise  normally  without  fixation 
during  swallowing.  The  radiologist  may  then  use 
thin  and  thick  barium  for  a complete  examination. 
Very  thick  barium,  used  with  the  patient  in  a 
variety  of  positions  on  the  fluoroscopic  tilt  table,  is 
necessary  to  determine  normal  expansibility,  par- 
ticularly of  the  lower  thoracic  esophagus.  Localized 
fixation  of  the  wall,  even  on  one  side  only,  suggests 
carcinoma. 

Esophagoscopy  should  be  used  freely.  It  is  impera- 
tive that  this  examination  be  made  in  all  patients 
with  questionable  diagnoses,  and  in  all  those  with  a 
history  suggesting  esophageal  disease  in  whom  the 
x-ray  is  negative.  x'\  greater  possibilitv  of  error  exists 
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from  the  interpretation  of  shadow  pictures  than  from 
direct  examination.  In  addition,  no  patient  should 
be  subjected  to  esophageal  surgery  without  prelim- 
inary endoscopy.  This  policy  will  occasionally  save 
the  surgeon  the  embarrassment  of  an  obvious  mis- 
diagnosis and  the  patient  an  unnecessary  operation. 
There  is  little  risk  to  esophagoscopy  when  per- 
formed by  a properly  trained  surgeon. 

Esophagoscopy  will  occasionally  reveal  total  eso- 
phageal obstruction  in  an  adult  due  to  a foreign 
body,  usually  meat.  This  obstruction  sometimes 
occurs  because  of  inadequate  chewing  due  to  poor 
teeth.  However,  one  must  always  look  for  narrow- 
ing due  to  underlying  cardiospasm,  stricture  or 
cancer. 

CANCER 

Absolute  cure  of  esophageal  cancer  is  obtained  in 
relatively  few  patients.  Restoration  of  normal  swal- 
lowing and  therefore  real  palliation  can  be  achieved 
for  many.^ 

Dysphagia  is  a late  symptom  and  patients  often 
give  a history  of  “heartburn,”  vague  substernal  dis- 
tress, or  a transient  uncomfortable  feeling  when 
swallowing  solids— all  occurring  weeks  or  months 
before  real  obstruction  becomes  apparent.  I agree 
v'ith  Garlock  that  all  such  patients  should  have 
esophagoscopy-  and  we  always  perform  broncho- 
scopy as  well,  thus  identifying  gross  tracheobron- 
chial involvement. 

The  decision  for  operation  and  the  evaluation  of 
subsequent  results  require  consideration  of  the  site 
of  the  tumor,  the  duration  of  symptoms,  the  extent 
of  the  lesion,  the  pathologic  cell  type,  and  the 
severity  of  other  disease  conditions  present.  We 
must  distinguish  between  operations  undertaken  for 
palliation  and  those  intended  to  cure.  In  common 
with  others,''  - I maintain  an  aggressive  stand  toward 
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esophageal  cancer.  Witli  a few  days  preoperative 
observation  blood  volume  can  be  restored,  fluid  and 
vitamin  stores  replenished,  and  pulmonary  and 
cardiac  reserves  evaluated,  thereby  making  surgery 
possible. 

Lesions  of  the  low  er  one-third  of  the  esophagus 
and  of  the  cardiac  end  of  the  stomach  can  be  excised 
with  a mortality  rate  of  approximately  ten  per  cent. 
These  operations  carry  little  hospital  morbidity  and 
can  be  made  quite  radical  with  small  increase  in 
mortality.  Cure  is  rare  in  patients  with  adenocar- 
cinoma of  the  gastric  cardia  but  palliation  of  one  or 
two  years  is  relatively  common.  Similarly,  epider- 
moid carcinoma  of  the  lower  one-third  of  the 
esophagus  can  usually  be  resected  and  excellent 
swallowing  attained,  together  with  a cure  rate  of 
about  fifteen  per  cent.^ 

Lesions  of  the  cervical  and  upper  tw  o-thirds  of 
the  thoracic  esophagus,  which  require  anastomosis 
above  the  aortic  arch,  still  produce  an  operative 
I mortality  of  at  least  twenty  per  cent.  Most  of  these 
' deaths  are  due  to  heart  disease  and  other  disease 
I conditions  present  in  patients  in  this  age  group. 
Operation  is  desirable  for  small  lesions  in  these  loca- 
tions, since  cures  may  be  obtained.  If  the  lesion  is 
extensive  and  hence  incurable,  I no  longer  suggest 
i resection.  Occasionally  inoperability  may  be  deter- 
mined only  at  thoracotomy.  Surgical  resection  with 
anastomosis  above  the  aortic  arch,  for  palliation 
only,  probably  does  not  justify  the  associated  mor- 
tality rate. 

Sw-allowing  of  liquids  and  semisolids  may  be  main- 
tained in  patients  wdth  nonresectable  lesions  at  any 
lev^el  by  endoscopic  polyethylene  intubation.^  This 
method  has  been  most  successful  in  our  hands  and, 

^ when  combined  with  radiation  therapy,  dramatic 
i palliation  has  occasionally  been  obtained.  We  have 
I been  able  to  introduce  functional  polyethylene  tubes 
in  fourteen  of  twenty  patients  in  whom  the  attempt 
was  made.  It  is  probable  that  as  improved  radiation 
therapy  becomes  more  widely  available,  still  better 
palliative  results  will  be  obtained  in  patients  with 
nonresectable  esophageal  cancer.^ 

It  is  axiomatic  that  a surgical  recommendation 
presupposes  optimum  conditions  including  superior 
anesthesia  and  experienced  surgeons.  Without  these, 
I surgery  of  the  esophagus  should  not  be  attempted, 
j I strongly  agree  with  those  who  feel  that  gas- 
trostomy increases  morbidity  without  reducing 
j mortality,  does  not  prolong  life  or  relieve  distress, 
and  should  never  be  performed  in  patients  with 
esophageal  cancer. 


DIVERTICULA 

Diverticula  are  most  common  in  the  upper  esopha- 
gus where  they  are  of  the  Zenker  type.  These  are 
herniations  of  the  ysophageal  mucosa  and  submucosa 
through  the  posterior  constrictor  muscles.®  Such 
sacs  may  be  asymptomatic  when  small  but  inevitably 
enlarge.  They  then  may  produce  obstruction  to 
swallowung,  gurgling  regurgitation  of  air,  offensive 
breath,  reflux  drainage  when  the  patient  lies  down, 
and  sometimes  therefore  may  result  in  aspiration 
pneumonia.  All  cases,  except  possibly  the  very 
small  asymptomatic  diverticula,  should  be  repaired. 

Two  stage  operations  w^ere  useful  in  the  develop- 
mental phase  of  this  surgery  but  are  no  longer 
required.  Operation  should  be  preceded  by  endo- 
scopic examination  of  the  sac  and  removal  of  its 
contents,  and  a one  stage  procedure  performed 
through  a transverse  collar  incision  is  very  satisfac- 
tory. It  is  desirable  to  excise  all  of  the  sac  without 
producing  an  esophageal  stricture,  and  of  course 
the  recurrent  laryngeal  nerve  should  be  carefully 
preserved. 

Diverticula  may  occur  in  the  middle  one-third  of 
the  esophagus,  where  they  are  usually  of  the  traction 
type  in  association  wdth  chronic  inflammation  in 
hilar  lymph  nodes.  These  are  reasonably  common 
but  rarely  produce  symptoms. 

Supradiaphragmatic  (epiphrenic)  diverticula  may 
also  occur  but  are  quite  rare  and  usually  asympto- 
matic. Except  for  infrequent  instances  of  hemor- 
rhage or  obstruction  by  a foreign  body,  esophageal 
diverticula  of  the  middle  and  lower  one-thirds  do 
not  require  surgery.  Indeed,  surgical  intervention 
even  for  radiologically  large  sacs  is  usually  ill  ad- 
vised. I must  reemphasize,  howuver,  the  desirability 
of  removing  pharyngoesophageal  diverticula  to 
prevent  aspiration  pneumonia. 

CARDIOSPASM  OR  ACHALASIA 

We  now"  know"  that  the  esophagus  with  cardio- 
spasm not  only  sulTers  from  contraction  of  its  distal 
segment  but  is  also  deficient  in  motility.  My  own 
experience  confirms  that  of  others*’  that  careful  dila- 
tations w ith  a hydrostatic  or  pneumostatic  bag,  re- 
peated if  necessary  at  not  too  prolonged  intervals, 
is  the  proper  treatment  for  most  cases.  A few' 
patients,  usuallv  not  more  than  twenty  per  cent,  will 
not  respond  to  this  treatment.  These,  together  with 
those  advanced  cases  with  massive  esophageal  dilata- 
tion when  first  seen,  may  require  surgery.  I'he 
Heller  operation,  which  sections  the  muscle  fibers  of 
the  contracted  segment  leaving  the  mucosa  intact,  is 
usually  the  preferred  procedure.'^  It  is  most  import- 
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ant  to  avoid  surgical  procedures  which  create  in- 
competency at  the  cardia  and  thereby  produce 
gastric  redux.^  Ulceration,  hemorrhage,  and  con- 
tinual distressing  esophageal  symptoms  uniformly 
plague  the  patient  with  the  incompetent  esophago- 
gastric junction. 

REGURGITANT  ULCERA'I  ION  AND  BENIGN  STRICTURE 

Peptic  esophagitis  or  inflammation  and  ulcer  may 
occur  in  patients  with  hiatus  hernia,  persistent 
vomiting,  prolonged  gastric  intubation,  and  occa- 
sionally may  be  found  in  association  with  appar- 
ently unrelated  diseases  such  as  pancreatitis,  biliary 
tract  disease,  and  cutaneous  burns.  Duodenal  ulcer 
is  also  commonly  associated  with  esophagitis.®  It  is 
probable  that  the  common  factor  is  an  excess  of  acid 
gastric  secretions  which  are  allowed  to  bathe  the 
distal  esophageal  mucosa  due  to  incompetence  at  the 
esophagogastric  junction.^ 

The  frequent  association  of  hiatus  hernia  with 
severe  esophagitis  and  the  late  development  of  a real 
stricture  is  of  great  importance.  It  may  be  very 
difficult  to  distinguish  a stricture  from  carcinoma 
anei  cancer  may  occasionally  arise  in  a stricture  of 
long  duration.  The  patient  with  “heartburn,”  reflux 
of  fluid  into  the  mouth  when  lying  down,  and  vague 
dysphagia  (usually  occurring  first  to  meat),  must 
always  have  esophagoscopy  in  addition  to  careful 
roentgen  study.  Biopsy  should  be  used  to  exclude 
cancer. 

Most  patients  with  benign  esophageal  strictures 
can  be  managed  with  a good  ulcer  regimen  in  addi- 
tion to  esophageal  dilatations  performed  by  a thor- 
acic surgeon  experienced  in  the  procedure.  A few 
cases,  however,  will  require  transthoracic  excision  of 
the  strictured  segment.  Some  patients,  particularly 
those  whose  strictures  are  not  irrevocably  fibrous 
and  who  have  associated  duodenal  ulcer,  can  be 
managed  well  with  subtotal  gastrectomy  together 
with  esophageal  bouginage.  The  valve-like  action  of 
the  esophagogastric  junction  must  be  preserved  if 
late  symptoms  of  a similar  nature  are  not  to  occur. 

HIATUS  HERNIA 

Diaphragmatic  hiatus  hernia  is  not  traditionally 
thought  of  as  an  esophageal  disorder.  It  is  now  quite 
obvious  that  this  anatomic  abnormality  predisposes 
to  gastric  reflux  and  esophagitis.  I agree  with  Ingel- 
finger  that  all  hiatal  hernias  associated  with  eso- 
phagitis should  be  repaired. If  the  condition  is  of 
long  duration  with  marked  esophageal  shortening, 
complete  anatomic  restoration  may  be  impossible. 


For  this  reason,  hiatal  hernias  should  be  repaired 
before  symptoms  have  become  pronounced. 

1 do  not  recommend  wholesale  repair  of  diaphrag- 
matic hernias  incidentally  discovered  by  the  rotent- 
genologist.  All  such  patients,  however,  should  have 
a careful  review  of  their  symptoms.  Endoscopic 
examination  should  be  performed  if  esophageal 
regurgitation  is  suspected.  All  those  with  esophagitis, 
even  minimal,  should  have  repair.  One  must  of 
course  carefully  exclude  those  patients  whose  symp- 
toms are  due  to  disorders  of  the  biliary,  pancreatic, 
or  cardiovascular  systems. 

ESO PH AGEAL  \'AR ICES 

Alassive  hematemesis  presents  a crisis  demanding 
immediate  diagnosis.  If  esophageal  varices  are  a pos- 
sible cause,  their  presence  or  absence  may  be  cor- 
rectly determined  by  direct  esophagoscopy  which 
can  be  safely  performed  even  during  a bleeding 
episode.'’  Bleeding  may  be  temporarily  arrested  by 
oxycel  tampons,  by  balloon  tamponade,  or  in 
cirrhotic  patients  direct  transthoracic  ligation  of  the 
esophageal  varices  may  be  necessary.’’' 

Portacaval  and  splenorenal  shunts  have  great  value 
in  controlling  hemorrhage  from  esophageal  varices. 
Consequently,  every  effort  should  be  made  to  salvage 
these  patients  from  the  hemorrhagic  episode  which 
first  brings  them  to  the  attention  of  a physician.  All 
such  patients  should  then  have  careful  evaluation  of 
their  suitability  for  a shunting  procedure  before  they 
again  have  an  opportunity  to  bleed. 

UNCOMMON  ESOPHAGEAL  DISORDERS 

Spontaneous  perforation  of  the  lower  esophagus 
occurs  rarely  but  should  be  recognized  because  it  is 
always  fatal  unless  surgically  treated.  The  diagnosis 
usually  can  be  made  by  history  alone.  The  patient 
ordinarily  has  eaten  heavily,  vomits  and  then  has  a 
sudden  devastating  pain  in  the  epigastrium  with 
extreme  shock  and  often  dyspnea.  A chest  roent- 
genogram will  reveal  pneumomediastinum,  almost 
always  left  pneumothorax,  and  frequently  hydro- 
thorax. Adequate  blood  must  be  obtained,  antibiotics 
given  and  the  rent  immediately  repaired.  The 
patient  may  not  recover  from  shock  until  the  opera- 
tion is  nearly  complete.  Fifty  to  seventy-five  per 
cent  of  the  cases  should  recover. 

Benign  tumors  of  the  esophagus  are  most  com- 
monly leiomyomas.  Neurofibromas,  fibromas,  and 
fibromyomas  are  less  common.  These  all  may  pro- 
duce dysphagia  depending  upon  their  size  and  loca- 
tion in  relation  to  the  esophageal  lumen.  The 
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diagnosis  is  estal)lished  by  roentgen  examination  and 
esophagoscopy.  Operation  for  local  removal  is  indi- 
cated." 

I.ower  esophageal  ring  is  a recently  recognized 
entit\'  which  usually  produces  minor  symptoms, 
may  be  responsible  for  occasional  serious  obstruc- 
tion to  swallowing,  and  should  be  accurately  dif- 
ferentiated from  other  conditions  since  surgery  is 
not  often  indicated.^ - 

Collagen  diseases  such  as  scleroderma  may  involve 
the  esophageal  wall,  diminish  motility  and  produce 
symptoms  mimicking  cardiospasm  or  benign  stric- 
ture. Diagnosis  is  made  by  establishing  the  presence 
of  the  generalized  disorder  with  local  esophageal 
confirmation  by  both  esophagoscopy  and  roentgen- 
ography. If  there  is  difficulty  in  swallowing,  gentle 
bouginage  will  almost  always  give  relief.  Surgery 
should  not  be  attempted. 
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11.  Sweet,  R.  El.,  Soutter,  I..,  and  Valenzuela,  C.  T.:  Muscle 
wall  tumors  of  the  esophagus.  Jour.  Thoracic  Surg.  27:13-35, 
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diaphragm-like  localized  narrowing  in  the  lower  esophagus 
(“lower  esophageal  ring”).  Am.  Jour,  of  Roengten.,  Radium 
Ther.  and  Nuclear  Med.  70:911-922,  1953. 


FIFTY - FOUR  605 

The  State  Committee  on  Trauma  of  A.C.S. 
Reports 


Haroi-d  W.  Wellington,  al.d. 


As  arranged  under  the  leadership  of  Harold  Well- 
ington of  New  London,  The  Connecticut  Regional 
Committee  on  Trauma  of  the  American  Collepe  of 
Surgeons  had  its  second  meeting  of  the  year  at  the 
Lawrence  and  Alemorial  Associated  Hospitals  in 
New^  London  April  14,  1954. 

The  meeting  lent  itself  extremely  well  to  training 
for  disasters,  particularly  those  wdth  atomic  weapons. 
Dr.  Wellington,  the  local  chairman,  had  an  excellent 
demonstration  of  orthopedic  appliances  and  tech- 
niques. Frederick  Hartman  presented  an  up-to-date 
discussion  of  tetanus  with  two  case  reports,  and  an 
excellent  review  of  modern  treatment  of  thermal 
burns  was  presented  by  Alalcom  Ellison  with  case 
demonstration.  A.  Duncan  MacDotigall,  medical 
director  of  Electric  Boat,  Division  of  General  Dy- 
namics Corporation,  and  David  Smith,  ph.d.,  health 
physicist,  then  walked  the  tightrope  between  re- 
stricted and  essential  information  in  presenting  the 
industrial  program  with  problems  involved  in  the 
use  of  nuclear  power.  This  was  followed  hy  a 
demonstration  of  the  instruments  used  in  the  detec- 
tion of  radioactive  material  and  the  extensive  labora- 
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tory  setup  for  prophylaxis  and  treatment  of 
contamination  at  the  Electric  Boat  plant  hospital. 

It  is  hoped  that  during  the  following  year  this 
program  can  be  made  available  to  every  physician 
in  Connecticut. 

Benjamin  B.  Whitcomb,  m.d. 

On  Saturday,  February  13,  1954,  the  Waterbury 
Hospital  was  host  to  the  members  of  the  State 
Trauma  Committee  interested  in  trauma.  The  topic 
“Abdominal  Trauma”  was  offered.  Four  cases  of 
unusual  abdominal  injury  were  presented  by  the 
hospital  staff,  and  were  well  discussed. 

Lt.  Richard  C.  Karl,  assisted  in  unusual  and 
sympathetic  fashion  by  his  Commander  R.  N.  Grant 
of  the  St.  Albans  Naval  Hospital,  presented  a review 
of  the  care  of  the  wounded  under  their  supervision 
in  Korea.  Colored  movies  emphasized  the  fact  that 
should  combatants  survive  the  first  insult  of  injury, 
their  chances  of  recovery  were  excellent.  They 
demonstrated  the  benefit  of  intelligent,  positive, 
first  aid  treatment,  rapid  evacuation,  prevention  of 
shock  and  infection,  and  even  the  use  of  arterial 
grafts  in  extremities  from  an  artery  bank  in  the 
treatment  of  the  wounded  soldier  as  he  passed 
through  the  chain  of  evacuation.  The  discussion 
which  followed,  in  which  most  of  the  sixty  men  in 
attendance  took  an  active  part,  was  very  lively. 
Luncheon  was  served  by  the  hospital  administration. 
It  was  agreed  that  this  had  been  a fine  meeting. 

Royal  A.  Myers,  m.d. 

On  September  16,  1954  an  afternoon  meeting  of 
the  September  Clinical  Congress  at  New  Haven  will 
be  sponsored  by  the  Trauma  Committee  covering 
the  subjects  of  burns,  traumatic  surgery  of  the  hand, 
and  the  treatment  of  traumatic  swelling.  The  speak- 
ers will  be  outstanding  and  the  presentation  up  to 
date. 

On  October  14,  1954  a meeting  will  be  held  at 
the  Greenwich  Hospital  under  the  leadership  of 
Dr.  Howard  Serrell. 


3 1ST  CONVENTION 

National  Society  for  Crippled  Children  and  Adults,  Hotel 
Statler,  Boston,  Wednesday,  November  3,  through  Friday, 
November  5,  1954. 

A meeting  of  international  importance  which  will  bring 
together  authorities  in  all  the  fields  of  work  relating  to  re- 
habilitation of  crippled  children  and  adults. 


American  College  of  Gastroenterology 
Absorbs  National  Association 

At  a special  meeting  held  in  New  York  City 
recently  final  steps  were  taken  to  transfer  the  mem- 
bership of  the  National  Gastroenterological  Asso- 
ciation to  the  American  College  of  Gastroenterol- 
ogy. A transfer  of  all  the  assets  including  the  official 
publication.  The  American  Journal  of  Gastroenter- 
ology ^ to  the  college  was  voted  upon. 

The  college  will  hold  its  ist  Convention  in  Wash- 
ington, D.  C.,  October  25,  26,  27,  1954  in  conjunc- 
tion with  the  19th  Annual  Convention  of  the 
National  Gastroenterological  Association. 

Psychiatrists  Needed  By  VA 

More  psychiatrists  are  needed  for  Veterans  Ad- 
ministration mental  hygiene  clinics  to  prevent  ex- 
pensive hospitalization  for  the  increasing  load  of 
service  connected  psychiatric  cases,  VW  has  an- 
nounced. VA  said  its  mental  hygiene  clinics  are  able 
to  treat  certain  types  of  psychiatric  cases  at  a cost 
of  70  to  80  per  cent  below  that  of  hospitalization  in 
even  the  most  economically  operated  hospitals.  As 
a result,  VA  estimates  its  clinics  now  save  more  than 
$2,000,000  a year  in  money  that  would  be  required 
if  the  clinic  cases  had  to  be  hospitalized. 

Service  connected  cases  are  the  only  group  of 
veterans  entitled  to  both  outpatient  clinic  care  and 
hospitalization;  and  approximately  500,000  veterans 
are  service  connected  for  psychiatric  and  neuro- 
logic disabilities.  By  treating  more  of  this  load  in 
clinics,  the  need  for  expensive  hospitalization  among 
the  service  connected  psychiatric  cases  may  be  re- 
duced proportionately.  Moreover,  these  clinics  en- 
able VA  to  shorten  the  hospitalization  of  service 
connected  cases  whose  hospital  treatment  can  be 
completed  on  an  outpatient  basis. 

Another  advantage  of  the  clinic  program,  accord- 
ing to  VA,  is  that  it  permits  the  treatment  of  service 
connected  veterans  in  or  near  their  home  commu- 
nities without  loss  of  time  from  work.  This  is  of 
particular  value  to  veterans  and  their  families,  VA 
said. 

VA  said  it  has  openings  for  psychiatrists  who 
prefer  to  work  with  outpatients  or  who  are  inter- 
ested in  organizing  or  administering  mental  hygiene 
clinics. 
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Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— effect  lasts  for  hours. 

No  interference  with  ciliary 
activity  or  other  mucosal  function. 


Isotonic,  pH  compatible  with  nasal  fluids. 
No  epinephrine-like  excitation. 


Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 


Privine®  hydrochloride 
(naphazoline  hydrochloride  ciba) 


new' 


3-city  study 
confirms  value 
of 


in  ra^w'eed  Kay  fever 


In  the  summer  and  fall  of  1953,  nine  prominent  allergists, 

representing  every  section  of  the  country  except 

the  West  Coast,  tested  Pyribenzamine  in  a total  of  832 


patients  with  ragweed  hay  fever.  The  work  of  these 
men  is  significant  because  of  its  scope  and  because  it  is 
the  most  recent  major  study  of  antihistamines. 

Certain  observations  are  particularly  tvorth  noting  . , . _ 


THE  AL.L.ERGIC  PATi  ENT ...  before  and  one-half  hour  after  receiving 


Try  Pyribenzamine  — the  most  prescribed 
antihistamine  — in  hay  fever,  in  every  al- 
lergy susceptible  to  antihistamine  therapy. 

Pyribenzamine  25-mg.  tablets  (coated)  and 
50-mg.  tablets  (scored)  both  available  in 
bottles  of  100  and  1000. 


. . . of  the  832  patients  who  were 
given  Pyribenzamine, 
oniy  84  did  not  obtain  some 
degree  of  symptomatic  reiief. 


From  this  study  and  from  previous 
investigations  involving  thousands  of  allergic 
patients,  one  fact  is  clear:  Pyribenzamine 
gives  the  allergic  patient  unsurpassed 
benefit  with  antihistamine  therapy. 


Pyribenzamine®  hydrochloride 

(tripelennamine  hydrochloride  ciba) 
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Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION  in  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  Wa"  x IV4"; 
ulcer,  left  leg,  V2"  x V2". 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


® 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  in  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 
10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


PHOTOGRAPHS  AND  CLINICAL  DATA 
BY  COURTESY  OF  R.  I.  LOWENBERG,  M.O., 
CONSULTANT  IN  VASCULAR  SURGERY, 
CONNECTICUT  STATE  HOSPITAL, 

MIDDLETOWN,  CONNECTICUT. 


Priscoline®  hydrochloride  (tolazoline  hydrochloride  CIBA) 


CIBA 
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WORDS,  WORDS,  WORDS 

T his  is  being  written  on  a glorious  May  day  when  the  weather  is  perfect  and 
Connecticut  is  enchanting  in  her  beautiful  garments  of  dogwood  and  apple  blossoms. 
But  unless  better  judgment  prevails  it  will  appear  in  July,  when  the  heat  and  humidity 
may  increase  the  difficulty  of  beguiling  members  into  considering  the  topics  usually 
discussed  on  this  page.  Surely  anyone  who  will  read  medical  journals  in  hot  weather 
should  be  rewarded  by  something  more  diverting  than  articles  upon  medical  politics 
or  ethics.  So  you  are  invited  to  consider  for  a moment  the  endless  fascination  and 
delight  to  be  found  in  words  for  their  own  sake — in  their  origins,  earlier  meanings,  and 
developmental  changes. 

To  consider  a few  medical  terras  first,  how  many  of  us  remember,  or  ever  knew, 
that  the  word  sacrum  was  originally  os  sacrum,  the  sacred  bone,  because  it  was  used  in 
sacrificial  rites  ? How  many  realize  that  pylorus  is  taken  almost  bodily  from  the  Greek 
pyloros,  meaning  watcher  of  the  gate?  It  might  possibly  sharpen  your  int:rest  in  the 
procedure  if  you  remember  that  the  word  autopsy  means  literally  to  see  for  ones  self. 
Duodenum  was  originally  duodenum  digitorum,  of  twelve  fingers,  referring  to  the 
length  of  this  portion  of  the  intestine.  Arteries  were  given  this  name  by  the  early 
Greeks,  who  observed  that  there  was  no  blood  in  them  after  death  and  concluded  th^t 
during  life  they  must  have  carried  air.  The  word  artery  means  windpipe.  The  carotid 
arteries  have  been  so  designated  for  several  thousand  years,  because  the  Greeks, 
observing  that  simultaneous  pressure  upon  both  of  them  would  lead  to  faintness  or 
unconsciousness,  called  them  the  karotides,  from  the  verb  meaning  to  stupefy. 

Nausea  comes  logically  from  naus,  ship,  as  this  distressing  symptom  was  first 
identified  with  seasickness.  But  paregoric  has  a less  obvious  origin.  The  early  Greeks 
were  accustomed  to  meet  in  the  agora,  or  marketplace  (whence  agoraphobia)  and  in 
time  the  word  agora  came  to  mean  an  assembly.  At  such  assemblies  speeches  were 
sometimes  made  to  comfort  the  people  or  raise  their  morale.  Ultimately  a word  (pare- 
gorein)  was  coined,  meaning  to  exhort  the  public,  and  from  this  was  derived  the 
adjective  paregori,  meaning  comforting  or  soothing.  Few  public  exhortations 
today  are  comforting,  but  at  least  they  often  induce  drowsiness. 

Nicotine  is  a vrord  known  to  millions,  but  how  many  know  that  it  immortalized 
the  man  who  first  introduced  tobacco  into  France  in  1560?  His  name  was  Jacques  Nicot. 

Those  who  have  cereal  for  breakfast  m.ight  relish  it  more  if  they  recall  that  the 
name  is  from  Ceres,  goddess  of  the  harvest.  Mention  of  Ceres  inevitably  calls  to  mind 
the  fascinating  legends  of  Prosperine  and  Pluto,  the  Eleusinian  mysteries,  and  the 
numerous  myths  relating  to  the  sowing  of  the  seed  and  the  gathering  of  the  harvest. 

It  is  probably  safe  to  say  that  although  brassieres  are  known  to  all  women  and 
to  every  man  who  has  seen  a bathing  resort,  musical  comedy,  or  modern  magazine,  not 
one  in  a thousand  knows  its  origin.  It  is  from  the  old  French  brase,  meaning  arms  (thus 
to  embrace  is  to  take  into  one’s  arms).  Originally  the  word  meant  a support,  and  was 
applied  to  the  garment  worn  by  a mother  to  support  her  baby.  It  retains  its  original 
meaning,  but  the  application  has  changed  remarkably. 

Finally,  any  of  you  who  are  irritated  by  the  sudden  unexplained  behavior  of  your 
wives  and  daughters  (or  women  in  general)  may  find  wry  comfort  in  the  reflection 
that  the  words  capricious  and  caprice  are  derived  from  the  word  meaning  goat,  the 
lively  animal  that  suddenly  leaps  about  with  no  apparent  reason  or  purpose.  The  island 
of  Capri  is  said  to  have  taken  its  name  from  the  large  number  of  goats  found  upon  it 
by  the  early  settlers. 

Lest  some  generous  friend  think  that  the  above  facts  were  drawn  at  random  from 
a well  stocked  mind,  let  me  confess  at  once  that  they  were  dug  out  of  dictionaries  avail- 
able to  all.*  But  the  digging  was  great  fun,  and  is  heartily  commended  to  all  who 
share  my  dislike  for  the  more  conventional  form  of  that  exercise. 

H.  M.  Marvin,  M.D. 

^Especially  Shipley’s  Dictionary  of  Word  Origins,  to  which  I am  indebted  for  much  of  the 
above  and  for  hours  of  delightful  entertainment. 
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Allan  J.  Ryan,  Aleriden,  iJoairman 
Alfred  L.  Burgdorf,  Hartford 
Alatthew  11.  Griswold,  Hartford 
Ralph  E.  Kendall,  Hartford 
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Wfflliam  A'lendelsohn,  New  Haven 
Edward  J.  Ottenheimer,  AVillimantic 
Benjamin  R.  Reiter,  Bridgeport 
Vincent  J.  Vinci,  Aiiddletown 
President  Connecticut  Cancer  Society 
President  Association  Tumor  Clinics 

Comiviittee  on  AIental  Health 

Clifford  D.  Aloore,  Stamford,  Chairman 
Francis  J.  Braceland,  Hartford 
John  H.  Bumstead,  New  Flaven 
Charles  W.  Culotta,  New  Haven 
Franklin  S.  DuBois,  New  Canaan 
John  H.  Foster,  AA^aterbury 

G.  Gardiner  Russell,  Harttord 
Foster  E.  Priddy,  Hartford 

Coaimittee  on  Third  Party  Payments 

Henry  A.  Archambault,  Taftville,  Chairman 
Donald  G.  Arnault,  Aiiddletown 
Thomas  AI.  Feeney,  Hartford 
Russell  A.  Keddy,  Stamford 
WAlter  I.  Russell,  New  Haven 

Delegates  to  State  Soc  ei.es  and  Special  Societies — for  a 
term  of  one  year  July  i,  1954  to  June  30,  1955 

To  Maine: 

Norman  H.  Gardner,  East  Hampton 
Stanley  B.  AVeld,  Hartford 

To  Alassachusetts: 

Ralph  L.  Gilman,  Storrs 
John  C.  Leonard,  Hartford 

To  New  Hampshire: 

Eric  FL  Blank,  New  London 
Clyde  L.  Deming  New  Haven 

To  New  Jersey: 

E.  Tremain  Bradley,  New  Canaan 
John  H.  Bumstead,  New  Haven 

To  New  York: 

George  H.  Gildersleeve,  Norwich 

H.  Al.  Marvin,  New  Haven 

To  Rhode  Island: 

Gerard  M.  Chartier,  Danielson 
William  J.  H.  Fi,scher,  Alilford 

To  Vermont: 

Charles  T.  Schechtman,  New  Britain 
Thacher  W.  AAMrthen,  Hartford 

To  Connecticut  Hospital  Association 
Ralph  T.  Ogden,  Flartford 

To  Connecticut  Pharmaceutical  Association: 

Barnett  Greenhouse,  New  I laven 

To  Connecticut  State  Dental  Association 
H.  AL  Alan  in.  New  1 laven 
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I o Connccticur  Nurses’  Association 
Oliver  L.  Stringfield,  Stamford 

CoMAUrtEK  ON  Coori'KATION  WllH  TIIF,  Y ALE  ScHOOL  OF 
A1  EDICINE 

Benjamin  V.  White,  Hartford,  Chairman 
I loward  S.  Colwell,  New  Ha\  en 
Daniel  Hardenbergh,  Bridgeport 
Allan  A I.  Ross,  Darien 
W'alter  I.  Russell,  New  Ha\  cn 
F.  F.rwin  Traev,  Aliddletown 
N.  William  AA’awro,  Hartford 

Conference  CoMMirtEE  with  Connecticut  Pharmaceuticai. 
Association 

Barnett  Greenhouse,  New  Haven,  Chairman 

Martin  I.  Hall,  Bristol 

Benjamin  Katzin,  Torrington 

Walter  J.  Keefe,  Hartford 

William  V.  Wener,  Norwich 

Advisory  Committee  to  Woman’s  Auximary 
Newell  W.  Giles,  Stamford,  Chairman 
Alorton  Arnold,  Willimantic 
Barnett  P.  Freedman,  New  Haven 
Orvan  W.  Hess,  New  Haven 
Winfield  O.  Kelley,  Norwich 
Frank  L.  Polito,  Torrington 
Alfred  B.  Sundquist,  Adanchester 
Jacques  A^anB.  Voris,  Darien 

Committee  on  National  Legislation 
D.  Olan  Adeeker,  Riverside,  Chamnan 
Frank  H.  Couch,  Cromwell 
Thomas  Ad.  Feeney,  Hartford 
Joseph  A.  Fiorito,  New  Haven 
Henry  Aderriman,  Waterbury 
Charles  T.  Schechtman,  New  Britain 
Edward  P.  White,  Hartford 
Chairman,  Committee  on  State  Legislation 
Executive  Secretary 

Comjmittee  on  State  Blood  Bank 

Ralph  E.  Kendall,  Hartford,  Chairman 

Irving  B.  Akerson,  Bridgeport 

Gerald  J.  Carroll,  T^orwich 

Joseph  O.  Collins,  Waterbury 

F'rederick  B.  Hartman,  New  London 

Louis  P.  Hastings,  Hartford 

Christie  E.  AdcLeod,  Middletown 

Sawyer  E.  Adedbury,  Willimantic 

Lincoln  Opper,  Torrington 

Charles  H.  Peckham,  Adanchester 

Karl  T.  Phillips,  Putnam 

A^ictor  G.  H.  AVallace,  Hartford 

Levin  L.  AVaters,  New  Haven 

Ira  V.  Hiscock,  New  Haven,  Associate  Alemlier 

COxMMITTEE  ON  AdEDICAL  CaRE  OF  A^ETERANS 
Samuel  B.  Rentsch,  Derby,  Chairman 
Egbert  Ad.  Andrews.  Fdartford 


Joseph  J.  Bruno,  New  Haven 
George  A.  Buckhout,  Bridgeport 
Norton  Canfield,  New  Haven 
Joseph  N.  D’Esopo,  New  Haven 
Benjamin  Ad.  Shenker,  Aliddletown 

Committee  on  Rural  AIedical  Service 

Norman  FI.  Gardner,  East  Hampton,  Chairman 

Gaert  S.  Gudernatch,  Sharon 

James  H.  Inkster,  Ridgefield 

Adervyn  H.  Eittle,  AAJllimantic 

1*  nos  J.  O’Connell,  Unionville 

AA'illiam  II . Pomeroy,  Poquonnock 

AAhlliam  H.  Upson,  Suffield 

Advisory  Committee  to  the  State  Board  of  Examiners 
FOR  Nursing 

Creighton  Barker,  New  Haven 
Joseph  A.  Fiorito,  New  Haven 
Frederick  AAh  Goodrich,  Jr.,  New  London 

Representatives  to  the  New  England  Postgraduate 
Assembly 

Hugh  L.  Dwyer,  New  Haven 
Stanley  B.  Weld,  Hartford 

Delegates  to  the  Council  of  New  England  State  AdEDicAi, 
Societies 

Creighton  Barker,  New  Haven 
Cole  B.  Gibson,  Aleriden 
AA'illiam  H.  Horton,  AAfindsor 

CoMxMITTEE  ON  CHRONICALLY  IlL 

Chester  AV.  Fairlee,  Jr.,  Hartford,  Chamnan 

John  C.  Allen,  Hartford 

Frieda  G.  Gray,  New  Haven 

Ronald  H.  Kettle,  Norwich 

Harold  Ribner,  Bridgeport 

Sidney  Shindell,  Rocky  Hill 

Harold  E.  Speight,  Middletown 

Committee  to  Study  Ad.ATERNAi,  AdoRTALiTY  and  AdoRBioiTY 
Carl  E.  Johnson,  New  Haven,  Chairman 
Eric  H.  Blank,  New  Eondon 
Bernard  F.  Mann,  Jr.,  New  Haven 
Norman  C.  Adargolius,  Waterbury 
Hugh  K.  Miller,  Stamford 
Charles  H.  Peckham,  Adanchester 
A.  Rocke  Robertson,  Torrington 
AA'.  Leslie  Smith,  Hartford 
Hoyt  C.  Taylor,  Meriden 
Archibald  AV.  Thomson,  Jr.,  .Aliddletown 
Stanley  B.  Weld,  Hartford 
Elizabeth  C.  Wells,  Hartford 

Advisory  Committee  to  the  Public  AATlfare  Depart.ment 
Edwin  R.  Connors,  Bridgeport,  Chair?nan 
Ettore  F.  Carniglia,  Flartford 
Adark  A.  Gildea,  Bridgeport 
Maxwell  Lear,  New'  Haven 
Henry  Louderbough,  AVatertowm 
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Donald  R.  Morrison,  Hartford 
Leonard  Parente,  Hamden 
J.  Harold  Root,  ^Vaterbury 
Edwin  F.  Trautman,  Trumbull 
William  H.  Upson,  Suffield 
Harold  D.  VonGlahn,  Old  Lyme 

Delegates  to  Connecticut'  Nutiution  Council 
Max  Caplan,  Meriden 
Stewart  P.  Seigle,  Hartford 

Representative — Connecticut  Committee,  Food,  Drugs, 
Cosmetics  and  Devices 
Hugh  L.  Dwyer,  New  Haven 

Committee  on  Student  Members 

Morris  P.  Pitock,  Bridgeport,  Chairmaji 
William  F.  Bauer,  Jr.,  Middletown 
William  E.  Bloomer,  New  Haven 
Nathaniel  Kenigsberg,  Bridgeport 
William  H.  Lohman,  East  Hartford 
Alan  K.  Poole,  New  Haven 
Arthur  C.  Unsworth,  Hartford 
John  B.  Wells,  Hartford 
Executive  Secretary  of  the  Society 

Committee  on  Emergency  Medical  Service 

Benjamin  B.  Whitcomb,  Hartford,  Chairman 

Alfred  L.  Burgdorf,  Hartford 

Luca  E.  Celentano,  New  Haven 

Carl  C.  Chase,  Middletown 

Franklin  M.  Goodchild,  Storrs 

Ralph  E.  Kendall,  Hartford 

Edward  N.  Kirschbaum,  Waterbury 

William  B.  Smith,  Hartford 

C.  Frederick  Yeager,  Bridgeport 
Representative  from  State  Department  of  Health 
Representative  from  Connecticut  State  Nurses’ 

Association 

Representative  from  Connecticut  Hospital 
Association 

Representative  from  Connecticut  State  Dental 
Association 

Representative  from  Connecticut  Pharmaceutical 
Association 

Conference  Co.mmhtee  for  the  Improiement  of  the  Care 
OF  THE  Patient 

Herbert  D.  Lewis,  New  Haven 

D.  Dillon  Reidy,  Hartford 
J.  Forbes  Rogers,  Stamford 


Representatives  from  Connecticut  State  Nurses’ 
Association 

Representatives  from  Connecticut  Hospital 
Association 

Conference  Committee  with  Connecticut  State  Dental 
Association 

Edward  T.  \Vakeman,  New  Elaven,  Chairman 
David  J.  Cohen,  Meriden 
Cornelius  S.  Conklin,  Bridgeport 
Camille  H.  Huvelle,  Torrington 
Brae  Rafferty,  Willimantic 

Committee  on  Building  Management 
Frank  H.  Couch,  Cromwell,  Chairman 
Stanley  B.  Weld,  Hartford 
President,  Connecticut  State  Adedical  Society 

Committee  to  Study  Neonatal  Mortality 
John  W.  Buckley,  Bridgeport,  Chairman 
William  K.  Bannister,  Hartford 
Ronald  S.  Beckett,  Hartford 
Martha  L.  Clifford,  Hartford 
David  J.  Cohen,  Meriden 
Joseph  A.  Fiorito,  New  Haven 
Louis  Guss,  Norwich 
Clarence  W.  Harwood,  Adiddletown 
Winston  C.  Hainsworth,  Willimantic 
Charles  A.  Murphy,  Stamford 
Albert  U.  Peacock,  Hartford 
Charles  H.  Peckham,  Manchester 
Elizabeth  C.  Wells,  Hartford 

Representatives  to  Connecticut  Health  League 
Luther  K.  iMusselman,  New  Haven,  Chairman 
Elisabeth  C.  Adams,  Guilford 
Frederick  L.  Nichols,  Hartford 

Conference  Committee  with  American  Legion 
George  H.  Gildersleeve,  Norwich 
Stanley  B.  Weld,  Hartford 
Samuel  B.  Rentsch,  Derby 
Egbert  M.  Andrews,  Hartford 
Norton  Canfield,  New  Haven 

Conference  Committee  with  State  Bar  Association 
George  H.  Gildersleeve,  Noi*wich 
H.  Ad.  A4ar\dn,  New  Haven 
Andrew  J.  Jackson,  Waterbury 
Sidney  Shindell,  Rocky  Hill 
Oliver  L.  Stringfield,  Stamford 
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A CASE  OF  CATALEPSY 

Arthur  S.  Brackett,  m.d.,  Riverside 


WILLIAM  Barnwell,  m.d.  was  living  in  Phila- 
delphia in  1793  gathering  material  for  a book 
“Physical  Investigations  and  Deductions”  which  was 
ptibiished  in  Philadelphia  in  1802.  He  says  at  the  end 
of  a report  on  a case  of  catalepsy,  “This  I believe  was 
a true  catelepsy  and  as  it  is  a rare  disease  which  many 
medical  gentlemen  never  have  a chance  of  seeing,  I 
thought  it  to  be  my  duty  not  to  suffer  it  to  be  lost. 
It  was  the  only  case  I had  ever  seen.” 

On  the  first  of  August  ( 1793)  he  was  called  to  see 
a Afrs.  Cooke  at  8 p.  m.  living  at  No.  78  South  Third 
Street  who  had  every  appearance  of  being  dead. 

. . . Afoderately  plethoric,  she  had  been  married 

but  had  no  children.  When  he  first  saw  her  she  was 
lying  on  a bed  without  any  appearance  of  life  or 
motion.  As  she  had  no  pulse  or  evidence  of  life,  most 
around  her  thought  her  dead.  When  her  arms  or 
legs  were  moved,  they  would  remain  in  the  same 
position. 

His  treatment  was  to  apply  snuff  to  her  nose  and 
try  to  pour  spirit  of  hartshorn  down  her  throat. 
They  shook  her  and  rubbed  her  hands  and  wrists  and 
temples  with  spirit  of  hartshorn.  By  this  time  he 
had  been  with  her  half  an  hour.  Then  he  “hit  on  the 
only  plan  which  would  have  aroused  her”— an 
emetic  of  tartar  emetic,  two  grains,  and  six  or  eight 
of  ipecacuana  and  forty  drops  of  volatile  aromatic 
spirit  in  a spoonful  of  w^ater  which  they  finally  man- 
aged to  force  down  her  throat.  In  half  an  hour  she 
vomited,  gradually  became  conscious  and  complain- 
ed of  a sense  of  suffocation.  She  had  been  uncon- 
scious a total  of  three  hours. 

August  2.  She  complained  of  great  pain  and  as  she 
had  been  laboring  from  an  obstruction  of  the  cata- 
menia, she  was  bled  10  oz.  of  blood  and  given  half 
an  oz.  of  Rochel  salts  and  an  antimonial  draught 
with  a few  drops  of  laudanum. 

August  3.  The  pain  was  alleviated. 

August  4.  She  complained  of  great  oppression  and 
lassitude  for  which  she  had  the  saline  mixture  with 


volatile  aromatic  spirit,  forty  drops,  and  antimonical 
wine,  twenty  drops,  every  six  or  eight  hours. 
August  5 and  6.  The  above  was  repeated. 

She  gradually  grew  better  and  remained  so  except 
for  some  hysteria  and  nervousness. 


Twenty-Seventh  Anniversary  Numbers  of 
the  Hebrew  Medical  Journal 

The  Hebrew  Medical  Journal  completes  its 
twenty -sixth  year  by  issuing  two  volumes  in  1953 
under  the  editorship  of  Afoses  Tinhorn,  m.d.  of  New 
York.  Written  in  Hebrew,  with  English  summaries, 
the  Jomiial  has  played  an  important  part  in  the  crea- 
tion of  a medical  literature  and  terminology  in  the 
language  of  the  Bible.  Such  a terminology  represents 
an  important  linguistic  and  scientific  achivement  and 
materially  accelerated  the  rise  of  a medical  literature 
in  Hebrew.  To  this  literature.  The  Hebrew  Medical 
Joimial  is  also  making  substantial  contributions. 

Among  the  articles  in  the  Spring  issue.  Volume  i, 
1953,  is  the  section  on  “Israel  and  Health.”  Dr.  Aleir 
A oeli  of  the  Hebrew  University  in  Jerusalem  pre- 
sents a treatise  on  “Tropical  Diseases  in  Israel.” 
Another  contribution  of  interest  is  the  manuscript 
of  a medieval  Hebrew  treatise  on  “Afelancholy” 
(i2th  Century),  with  valuable  notes  and  commen- 
tary, by  Zussmann  Afuntner,  m.d.  of  Jerusalem. 

In  the  Fall  issue.  Volume  2,  1953,  is  the  paper  by 
Dr.  Edward  Tolstoi  on  “Treatment  of  Diabetes 
Alellitus  by  the  Clinical  Approach.”  In  this  number 
is  included  a symposium  on  “Artificial  Insemination.” 
In  the  section  called  “Israel  and  Health,”  Dr.  A.  A. 
Schwarzbart  deals  with  the  increase  in  the  number 
of  tuberculosis  cases,  which  followed  the  huge  influx 
of  newcomers  from  culturally  and  economically 
backward  countries  after  the  establishment  of  the 
State  of  Israel,  and  reports  on  the  success  achieved 
by  the  treatment  of  the  malady  with  antibiotics. 
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NEWS  FROM  WASHINGTON 

DOCTORS  EXCLUDED  FROM  SOCIAL  SECURITY 


HR7199 — Social  Security  Extension.  (Reed, 
New  York.)  On  May  25  the  House  Ways  and  Aleans 
Committe  completed  action  on  the  administration’s 
social  security  extension  bill  and  voted  to  report  it 
favorably  to  the  House.  For  the  medical  profession, 
the  most  significant  change  was  the  committee’s  re- 
versal of  its  position  on  the  compulsory  coverage  of 
physicians.  In  an  earlier  vote  on  May  19,  reported 
as  12  to  8,  the  committee  agreed  to  force  coverage 
on  physicians.  After  receiving  a flood  of  telephone 
calls  and  wires  from  state  medical  societies  and  indi- 
vidual physicians,  the  committee  reconsidered  the 
action  and  by  a vote  of  1 5 to  10  (the  full  member- 
ship) decided  not  to  extend  coverage,  either  com- 
pulsory or  voluntary,  to  physicians,  interns  or 
student  nurses.  It  also  exempted  policemen  and  fire- 
men. It  is  estimated  that  under  the  bill,  as  approved 
bv  the  committee,  coverage  would  be  extended  to 
about  9 million  more  persons,  rather  than  the  10.5 
million  asked  for  by  the  administration.  Among 
other  changes  in  the  present  law,  the  bill  would 
liberalize  benefits,  increase  the  amount  of  allowable 
earned  income  without  sacrifice  of  benefits  (from 
$75  per  month  to  $1,000  per  year),  increase  from 
$3,600  to  $4,200  the  amount  of  income  subject  to 
OASI  payroll  taxes  and  provide  “waiver  of  prem- 
ium” to  protect  the  ultimate  pension  rights  of  per- 
manently and  totally  disabled.  The  benefit  increases 
for  presently  retired  would  range  from  $5  to  $13.50; 
those  retiring  in  the  future  would  receive  as  high  as 
$23.50  more  than  at  present.  The  committee  added  a 
new  section  continuing  for  another  year,  beyond 
September  i,  the  present  federal-state  matching 
formula  for  old-age  assistance  grants  to  states. 

Senate  Committee  Changes  in  Hill-Burton, 
Rehabilitation  Bills 

The  Purtell  health  subcommittee  of  the  Senate 
Labor  and  Public  Welfare  Committee  made  these 
major  changes  in  the  Hill-Burton  and  the  vocational 
rehabilitation  expansion  bills  (HR8149  and  S2759), 


changes  that  are  in  keeping  with  American  Medical 
Association  recommendations : 

HILL-BURTON  CONSTRUCTION 

States  would  be  given  considerable  leeway  in  use 
of  funds  in  any  one  of  three  categories:  hospitals 
for  the  chronically  ill,  nursing  homes,  and  diagnostic 
and  treatment  centers.  In  the  case  of  vocational  re- 
habilitation centers,  however,  states  would  have  to 
use  the  funds  so  earmarked.  Finally,  clarifying  lan- 
guage was  written  on  diagnostic  and  treatment  cen- 
ters to  make  certain  that  funds  would  go  only  to 
diagnostic  centers  or  diagnostic  and  treatment  cen- 
ters, thus  denying  benefits  to  facilities  set  up  for 
treatment  alone. 

VOCATIONAL  REHABILITATION 

Language  was  changed  to  reassure  states  they 
would  suffer  no  reduction  in  federal  matching  funds 
by  virtue  of  the  new  formula  proposed,  this  assur- 
ance to  be  given  for  at  least  five  years. 

President  Entertains  Life  Insurance  Group 
at  Luncheon 

A group  of  17  life  insurance  officials  indorsed  the 
“general  objectives”  of  the  administration’s  reinsur- 
ance plan  following  a luncheon  at  the  White  House. 
Present  with  the  insurance  executives  were  President 
Eisenhower,  Secretary  Hobby,  Under  Secretary 
Rockefeller  and  Assistant  Secretary  Perkins.  Ac- 
cording to  the  committee  staffs,  none  of  the  life 
insurance  group  testified  at  the  extensive  Senate  and 
House  hearings  on  the  reinsurance  bills,  which  now 
are  awaiting  action  in  the  Senate  Health  Subcom- 
mittee and  the  House  Interstate  and  Foreign  Com- 
merce Committee. 

The  reinsurance  idea  was  opposed  by  spokesmen 
for  health  insurance  interests  and  by  state  insurance 
commissioners  at  both  hearings.  After  the  White 
House  meeting,  the  life  insurance  executives  issued 
the  following  statement: 
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“During  our  conference  with  the  President  there 
\\  as  a general  expression  on  the  part  of  the  life  insur- 
ance company  representatives  who  were  present 
favoring  the  general  objectives  of  the  bill.  We  be- 
lieve tlie  measure  is  directed  tow  ard  encouraging  and 
stimulating  still  further  the  development  and  expan- 
sion of  health  insurance  services  and  coverage  for 
the  American  public  through  voluntary  plans.  There 
was  discussion  at  the  conference  as  to  how  the  bill 
may  he  improved.  The  plan  includes  many  sound 
insurance  principles.  We  feel  that  provisions  in  the 
bill  dealing  with  the  utilization  of  state  insurance 
departments  under  the  plan  may  be  further  strength- 
ened in  order  that  they  may  be  used  to  the  maximum 
extent  and  that  the  system  of  state  supervision  of 
insurance  should  not  be  limited  by  federal  activity 
in  any  field.” 

A representative  of  the  insurance  group  said  the 
statement  would  not  be  enlarged  upon,  that  it  would 
“have  to  speak  for  itself.” 

Administration  Recommends  ILO 
Convention  Not  Be  Approved 

The  Eisenhower  administration  has  forwarded  to 
Congress,  with  a recommendation  that  it  not  be 
ratified,  the  International  Labor  Organization’s  con- 
vention on  minimum  standards  of  social  security. 
The  convention,  adopted  by  ILO  in  1952,  has  caused 
concern  in  medical  and  other  groups.  It  covers  nine 
fields:  medical  care,  sickness  benefits,  unemployment 
benefits,  old  age  benefits,  employment  injury  bene- 
fits, family  benefits,  maternity  benefits,  invalidity 
benefits  and  survivor  benefits.  A government  is 
considered  to  have  ratified  the  convention  if  it 
promises  to  meet  the  requirements  in  three  of  the 
nine  fields. 

The  medical  care  section  stipulates  that  a country 
may  qualify  as  ratifying  if  it  agrees  to  provide  one 
of  the  follow  ing:  (a)  a system  of  compulsory  health 
insurance,  (b)  private,  voluntary  health  insurance 
“administered  by  public  authorities  under  established 
regulations”  set  by  law,  or  (c)  private,  voluntary 
health  insurance  administered  by  insurance  com- 
panies but  under  government  “supervision.”  Half 
the  population  woidd  have  to  be  covered. 

In  transmitting  the  convention  to  Congress,  the 
President  said  it  “is  . . . regarded  as  not  suit- 

able for  ratification  but  rather  for  referral  to  the 
appropriate  federal  and  state  authorities  for  their 


consideration.”  An  accompanying  summary  of  com- 
ment from  all  affected  federal  departments  and 
agencies  pointed  out  that  federal  law-s  already  are 
in  accord  with  tw-o  of  the  points,  old  age  insurance 
and  survivors  insurance.  On  the  other  points,  the 
agencies  came  to  the  same  conclusion  as  the  Presi- 
dent, namely  that  these  issues  are  wdthin  the  juris- 
diction of  state  governments,  and  “that  therefore 
the  convention  is  not  appropriate  for  ratification” 
by  Congress.  The  summary  also  noted  that  while 
signatories  to  the  convention  agreed  to  bring  it 
before  their  respective  legislative  bodies,  “it  is  en- 
tirely wdthin  the  discretion  of  the  competent  author- 
ity of  each  country  to  determine  wiiether  any  legis- 
lation is  to  be  enacted.” 

The  brief  was  concurred  in  by  Commerce,  In- 
terior, Justice,  Labor,  Navy,  and  Health,  Education, 
and  Welfare  Departments,  and  by  the  Civil  Service 
Commission. 

House  Group  Approves  Doctor  Draft  Law 
Change 

Lollowing  a brief  hearing  recently,  Arends  sub- 
committee of  House  Armed  Services  Committee 
voted  approval  of  S3 096.  This  is  the  bill,  wdtich 
Senate  already  has  passed,  permitting  utilization  in 
enlisted  status  of  doctor  draft  inductees  wdio  fail 
to  qualify  for,  or  refuse  to  accept,  commissions. 
Although  a few  subcommittee  members  expressed 
anxiety  that  the  amendment  might  be  applied  un- 
fairly in  some  instances,  enactment  is  anticipated. 
In  this  regard.  Assistant  Secretary  of  Defense  John 
A.  Hannah  testified: 

“The  Department  of  Defense  would  prefer  not 
to  have  physicians  and  dentists  sendng  in  an  enlisted 
capacity.  How^ever,  w^e  do  not  believe  that  this 
committee  or  the  Congress  w ants  to  have  physicians 
and  dentists  of  this  type  avoid  service  and  have  good 
loyal  physicians  and  dentists  who  have  no  such 
(security-doubtful)  background  be  called  from  a 
higher  priority  to  fill  their  assignments.” 

“.  . . every  physician  and  dentist  who  is  quali- 

fied will  be  olfered  a commission  commensurate 
with  his  professional  experience  unless  he  is  found 
unsuitable  for  security  reasons  or  he  himself  rejects 
the  tender  of  a commission.”  Note:  Presently  on 
active  duty  in  enlisted  ranks  are  seven  physicians  and 
dentists,  out  of  a total  of  65  inducted  as  privates 
since  doctor  draft  law  became  effective  in  1950. 


NEWS  FROM  WASHINGTON 


619 


Navy  and  Air  Force  Put  in  Call  for  850 
Physicians 

Selective  Service  headquarters  received  requisi- 
tions in  June  for  850  physicians,  500  for  Air  Force 
and  350  Navy.  President  Eisenhower  has  approved 
the  callup.  All  850  will  be  replacements  intended 
for  activation  in  fourth  quarter  of  current  year, 
which  means  they  will  be  getting  their  draft  notices 
within  60  days  since  it  takes  nearly  three  months 
now  to  complete  security  clearance  prior  to  com- 
missioning. Navy’s  allotment  of  350  is  exclusive  of 
the  480  processed  by  SS  in  June  and  July  for  that 
military  branch. 

Navy’s  June-July  consignment  is  expected  to  wipe 
out  Priority  I on  the  doctor-draft  eligible  roster. 
The  succeeding  callup  will  practically  exhaust  Prior- 
ity II  and  draw  heavily  on  younger  ages  in  Priority 
III.  Aleantime  Army  is  about  to  tap  its  Reserves  for 
233  medical  officers  and  some  200  dentists.  Former 
group  will  be  draw  n from  Priorities  I and  II,  also 
Priority  Ill-type  doctors  born  on  or  after  August 
31,  1925.  The  dental  picks  will  come  from  Priority 
Ill-type  pool  born  since  November  i,  1919. 

Shortage  of  doctors  in  Navy  is  growing  so  acute 
that  Surgeon  General  Lamont  Pugh  is  ordering  de- 
pendent care  retrenchment:  reduction  of  elective 
surgery,  elimination  of  well  baby  clinics,  and  cut- 
ting down  on  refractions  and  tonsillectomies,  among 
them. 

Senate  Committee  Drops  New  Health 
Insurance  Tax  Rule 

The  Senate  Finance  Committee  has  dropped  from 
the  tax  revision  bill  a provision  that  insurance  repre- 
sentatives claimed  would  impede  the  growth  of  vol- 
untary health  plans.  Under  present  law,  an  em- 
ployee pays  no  tax  on  accident  or  health  benefits 
paid  under  an  insurance  contract,  but  does  pay  tax 
on  benefits  coming  directly  from  his  employer.  As 
passed  by  the  House,  the  bill  wmuld  not  differen- 
tiate between  payments  under  a contract  and  direct 
payments  from  an  employer,  but  wmuld  require  that 
plans  “qualify”  with  the  Internal  Revenue  Bureau 
for  tax  exemption.  Two  of  the  requirements  would 
be  that  the  worker  have  a definite  right  to  the  bene- 
fits, and  that  there  be  no  discrimination  among 
workers  in  coverage.  The  Senate  committee  elim- 
inated the  requirement  that  plans  be  screened  and 
approved  by  the  Bureau  but  left  in  the  section 
making  direct  payments  from  the  employer  eligible 


for  tax  exemption.  Insurance  spokesmen,  in  protests 
to  the  Senate  committee,  had  pointed  out  that  smaller 
plans  would  have  administrative  difficulty  in  com- 
plying wdth  the  “e]ualifying”  requirement. 

Senators  Favor  Easing  of  Tax  on 
Fellowships 

Senate  Finance  Committee  has  approved  income 
tax  exclusion  of  fellowship  stipends  up  to  $3,600  a 
year.  Tax  revision  bill  is  still  under  committee  con- 
sideration but  this  section  of  it  (No.  117)  has  been 
disposed  of.  As  was  expected,  committee  indorsed 
action  of  House  in  dropping  medical  expense  base- 
line from  5 to  3 per  cent.  Fiberalization  of  Section 
1 17,  in  comparison  with  House  version,  is  in  recog- 
nition of  protests  and  warnings  that  otherwise  there 
might  be  a serious  decline  in  applications  for  scien- 
tific study  grants. 

Since  the  issue,  from  standpoint  of  revenue  loss,  is 
of  minor  importance  and  Treasury  Department  does 
not  object  to  liberalized  plan,  ultimate  adoption  is 
practically  certain.  Senate  committee  version  of  Sec- 
tion 1 17  (b)  ( 2 ) provides  that  stipends  of  up  to  $300 
a month  are  excludable  from  income  for  a maximum 
of  three  years.  This  is  conditional  upon  the  grantor’s 
being  a tax  exempt  organization  or  an  agency  of 
Federal  government. 

Physiomonitor  in  Surgery  is  Demonstrated 

A special  demonstration  has  been  held  at  National 
Bureau  of  Standards  of  a physiological  monitor 
which  has  been  developed  at  NBS  under  sponsorship 
of  Veterans  Administration.  The  electronic  device, 
which  reportedly  has  undergone  preliminary  trials 
successfully,  automatically  records  changes  in  blood 
pressure,  heart  beat  and  respiration  of  patients  during 
surgery.  The  model  monitor  is  to  be  subjected  to 
continued  trial  at  the  veterans  hospitals  in  Washing- 
ton and  Richmond,  Virginia. 

WHO  Assembly  Votes  Increased  Budget 
Over  U.  S.  Protests 

The  7th  World  Health  Assembly  has  voted  a $9.5 
million  budget  for  World  Health  Organization  pro- 
grams for  1955.  This  is  an  increase  of  $i  million  over 
this  year  but  $800,000  under  the  recommended 
figure.  Delegates  voted  approval  at  Geneva  after 
turning  down  a U.  S.  proposal  that  the  budget  be 
held  to  $8,607,000.  According  to  a Pan  American 
Sanitary  Bureau  account  of  the  meeting.  Dr.  Fred- 
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erick  J.  Brady,  head  of  the  U.  S.  delegation,  declared 
the  U.  S.  was  strongly  opposed  to  any  budget  that 
would  bring  this  country’s  contribution  beyond  the 
$3  million  ceiling  set  by  Congress. 

Dr.  Brady  said  that  this  country  does  not  want  to 
find  itself  “forced  into  a position  of  having  to  depart 
from  a long  tradition  of  faithfully  honoring  such 
obligations.”  The  U.  S.  contribution  to  WHO  has 
been  running  around  a third  of  the  total  budget. 

Civil  Defense  Stockpiling  200  Bed  Portable 
Hospital  Units 

As  part  of  its  emergency  medical  supply  stock- 
piling program,  Federal  Civil  Defense  Administra- 
tion has  ordered  200  portable  hospital  units  of  200 
bed  capacity,  and  another  90  are  on  order  for  states 
and  cities  under  the  matching  program  (the  state 
pays  half,  the  federal  government  the  other  half). 
Each  unit  costs  $26,435.47.  The  first  prototype  has 
been  on  display  in  Washington  for  inspection  of  the 
public  and  government  officials. 

Patterned  after  the  successful  mobile  Army  sur- 
gical hospital  unit  which  operated  near  the  front 
lines  in  Korea,  the  FCDA  hospital  is  designed  to 
provide  early  hospitalization  of  seriously  sick  and 
injured  as  close  as  possible  to  a stricken  area. 

A complete  hospital  may  be  transported  in  a single 
van,  weighs  about  13.5  tons  and  consists  of  450 
separate  packages  and  crates.  Thirty  trained  and 
semitrained  auxiliaries  can  set  it  up  in  four  hours. 
FCDA  estimates  the  hospital  would  require  a team 
of  10  physicians,  20  nurses,  125  trained  auxiliaries 
such  as  nurses  aides  and  75  untrained  personnel. 
Equipment  includes  five  folding  operating  tables, 
portable  x-ray  unit  and  200  folding  canvas  cots. 


Student  AMA  Growing 

The  Student  American  Medical  Association  held 
its  best  and  largest  annual  meeting  in  May.  Fifty- 
seven  delegates  participated  in  the  house  of  delegates 
sessions  and  the  registrations  for  members  and  guests 
reached  almost  1,000.  Nonservice  connected  medical 
care  of  veterans,  the  use  of  dogs  in  medical  research, 
and  a minimum  intern  pay  scale  of  $100  per  month, 
and  federal  military  medical  scholarships  were 
among  the  subjects  introduced  in  the  house  of  dele- 
gates. 


The  Joint  Conference  Committee  of 
Dentistry,  Medicine  and  Pharmacy 

This  important  committee  actually  consists  of  two 
conference  panels,  one  representing  the  Connecticut 
Medical  Society  and  made  up  of  eight  physicians  ap- 
pointed by  the  President  of  the  Society,  the  other 
made  up  of  eight  Pharmacists  appointed  by  the  Presi- 
dent of  the  Connecticut  Pharmaceutical  Association. 
In  1953,  both  of  these  professional  panels  voted  to 
invite  appointees  of  the  State  Dental  Society  to 
active  participation.  Thus,  for  the  first  time  since  the 
organization  was  conceived,  it  consisted  of  repre- 
sentatives of  Medicine,  Pharmacy  and  Dentistry,  at 
an  official  level. 

It  was  in  the  year  1941  that  the  State  Medical  and 
Pharmaceutical  associations  felt  an  imperative  need 
for  an  improvement  in  mutual  understanding  be- 
tween pharmacy  and  medicine.  This  action  was 
motivated  because  the  leaders  at  that  time  were  dis- 
turbed over  the  tragic  paradox  which  existed,  name- 
ly, the  increasing  growth  of  pleasant  relations  on  an 
individual  level  between  pharmacist  and  physician, 
and  a widening  rift  between  representative  organi- 
zations of  both  these  professions. 

A committee  met  and  discussed  the  problem  at 
great  length.  It  was  attempted  at  that  time  to  antici- 
pate all  possible  ramifications.  Alas,  it  could  not  be 
possible  to  realize  the  the  multitude  of  problems 
which  would  beset  us  at  that  time.  However,  a series 
of  rules  and  regulations  were  formulated.  Unfortu- 
nately, due  to  the  national  emergency,  this  com- 
mittee became  inactive  but  before  adjournment,  their 
thoughts  w'ere  placed  on  paper.  It  was  this  beginning 
in  1941  which  led  to  the  formation  of  the  first 
official  committee  in  1946.  According  to  the  rules, 
the  committee  conducted  its  own  reorganization  and 
election  each  year.  It  was  agreed  that  a member  of 
the  Medical  panel  would  servT  as  chairman,  and  that 
a member  of  the  Pharmaceutical  panel  would  serve 
as  secretary  of  the  group.  The  first  chairman  of  the 
Joint  Conference  Committee  was  Dr.  Stanley  B. 
Weld  and  the  first  secretary  was  Fouis  Kazin.  In 
1947  Dr.  William  Salter  of  the  Yale  School  of  Medi- 
cine served  as  chairman  of  the  group  and  in  1948, 
Dr.  Barnett  Greenhouse  of  New'  Haven,  nationally 
known  authority  on  diabetes,  was  elected  chairman. 
Dr.  Greenhouse  has  served  continously  since  that 
time  and  each  year  he  has  been  unanimously  re- 
elected chairman,  a post  he  still  holds  w'ith  great 
talent. 
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When  Louis  E.  Kazin  resigned  as  secretary  of  the 
Committee  to  go  to  a new  position  at  Rutgers  Uni- 
versity as  Extension  Director,  Raymond  E.  Mercier 
of  Plainfield  y as  elected  to  fill  the  office  of  secretary. 
iMr.  Mercier  served  capably  in  this  position  until 
he  was  elected  president  of  the  Connecticut  Pharma- 
ceutical Association,  w hen  he  resigned,  because  he 
felt  that  he  could  not  do  justice  to  two  such  import- 
ant assignments.  The  members  of  the  committee  then 
appointed  Erancis  B.  Cole,  secretary,  and  he  still 
serves  in  that  capacity. 

In  choosing  the  membership  to  this  group,  both 
associations  seek  to  select  men  of  proven  ability 
and  dependability.  It  is  also  important  that  all  sec- 
tions of  the  State  be  represented.  The  reason  for  this 
should  be  obvious  since  problems  vary  in  different 
parts  of  the  State.  The  committee  meets  four  times 
a year  and  usually  has  a full  agenda  of  matters 
referred  to  it  by  local  associations  as  w'ell  as  other 
departments  of  the  State  government  dealing  with 
problems  of  public  health.  The  decisions  of  this 
group  have  been  sought  in  several  advisory  prob- 
lems w hich  have  resulted  in  extremely  important 
discussions.  It  is  important  to  bear  in  mind  that  the 
Joint  Committee  has  no  powxr  of  enforcement. 
However,  its  recommendations  carry  such  weight 
that  it  is  most  influential  and  carries  much  prestige 
with  all  officials  concerned.  The  group  usually  con- 
siders a problem  and  gives  each  member  an  oppor- 
tunity to  discuss  the  various  angles  and  also  to  inject 
a personal  opinion.  Eventually  a recommendation  is 
voted,  and  it  usually  is  very  seriously  considered. 
The  outcome  and  final  action  is  taken  at  the  proper 
level  by  the  proper  officials.  The  chairman  of  the 
Committee  has  the  power  to  call  a special  emer- 
gency meeting  at  any  time  and  both  panel  members 
usually  make  every  possible  effort  to  be  present 
since  the  material  under  discussion  is  so  interesting. 
Now  that  the  dentists  also  have  membership  it  goes 
without  saying  that  they  also  look  forw^ard  to  the 
meetings  with  interest. 

Probably  one  of  the  more  important  accomplish- 
ments of  the  Joint  Conference  Committee  was  the 
establishment  of  the  subcommittee,  wdiich  has  gained 
national  recognition,  and  which  is  knowm  as  the 
Connecticut  Committee  on  Eoods,  Drugs,  Cosmetics 
and  Devices.  This  group  represents  the  followfing 
agencies:  Connecticut  Agricultural  Experiment 

Station,  Connecticut  State  Dental  Society,  Connecti- 
cut State  Medical  Society,  Connecticut  Pharma- 
ceutical Association,  Connecticut  Veterinary  Medi- 
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cal  Association,  The  University  of  Connecticut,  The 
University  of  Connecticut  College  of  Pharmacy, 
The  Connecticut  Drug  Commission,  and  the  Yale 
School  of  Medicine.  Dr.  Harry  Eisher  has  served 
this  committee  as  secretary-treasurer  and  has  done 
an  outstanding  job.  One  can  easily  see  how  such  a 
distinguished  group  can  be  correlated  so  as  to  be  in 
a position  to  contribute  a great  deal  to  the  progress 
of  public  health  in  Connecticut.  This  committee 
meets  regularly  and  often  call  into  their  discussions, 
high  ranking  officials  from  various  state  agencies 
for  their  opinions  on  a given  problem.  Its  opinions, 
on  the  other  hand,  have  been  sought  in  many  cases 
by  state  agencies  wTich  are  at  a loss  to  know  how 
they  should  proceed. 

Although  the  national  emergency  necessarily 
limited  its  activities,  it  w'as  a foregone  conclusion 
that  its  reactivation  depended  only  upon  the  cessa- 
tion of  hostilities.  When  President  Ralph  Gentile 
recommended  to  the  Pharmaceutical  Association 
that  they  reestablish  the  Joint  Conference  Com- 
mittee as  a working  group,  he  found  willing  co- 
operation from  all  those  who  had  been  connected 
with  it  in  the  past.  At  that  time  President  Gentile 
thought  that  it  might  be  w^ell  to  try  and  tie  in  the 
local  pharmaceutical  associations  with  the  parent 
committee.  How^ever,  this  did  not  materialize  and 
after  some  effort  to  that  end,  the  Joint  Committee 
abandoned  that  plan  because  it  was  too  unwieldy. 
The  present  method  of  procedure,  where  problems 
are  directed  to  the  Joint  Committee  chairman  direct- 
ly, is  working  out  very  satisfactorily. 

In  any  report  on  the  Joint  Conference  Committee 
it  would  be  absolutely  unpardonable  not  to  mention 
the  name  of  Pharmacist  Paul  Kunkel.  To  begin  with, 
Mr.  Kunkel  was  one  of  the  first  men  in  Connecticut 
pharmacy  wfio  fought  to  establish  and  maintain  this 
committee  through  its  infant  years.  Not  only  that, 
but  each  year  he  was  the  host  to  a summer  meeting 
at  his  country  estate  outside  of  Waterbury.  Each 
year,  the  members  of  the  Joint  Committee  were 
invited  to  an  excellent  outing  with  their  wives  and 
were  treated  to  a dinner,  fresh  air,  and  more  exer- 
cise than  probably  was  w ise. 

A discussion  of  the  numerous  and  varied  questions 
w hich  have  come  before  the  Joint  Conference  Com- 
mittee since  its  inception,  would  be  so  voluminous 
that  it  W'Ould  not  be  practical  in  this  thumb  nail 
sketch,  lire  continuance  of  any  committee  by  the 
State  , Medical  and  Pharmaceutical  executive  com- 
mittees throughout  these  many  years  onl\’  serves  to 
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emphasize  the  value  anei  reputation  of  the  Joint 
Conference  Committee. 

The  following  men  have  had  the  honor  of  serving- 
on  this  committee: 

PHYSICIANS 

Burdette  Buck,  Hartford;  George  Buckout, 
Brieigeport;  Barnett  Greenhouse,  New  Haven;  Mar- 
tin 1.  Hall,  Bristol;  Benjamin  Katzin,  Torrington; 
Walter  J.  Keefe,  Hartford;  Alfred  Labensky,  New 
London;  W.  Holbrook  Lowell,  Hartford;  Fiitz 
Myer,  Bridgeport;  Allan  Poole,  New  Haven; 
VVilliam  Salter,  New  Haven;  Philip  Schwartz, 
A'liddletown;  W.  B.  Smith,  Wethersfield;  Louis 
Soreff,  East  Hampton;  William  Wener,  Norwich; 
Stanley  B.  Weld,  Hartford;  Thatcher  W.  Worthen, 
Hartford. 

PHARMACISTS 

Felix  Blanc,  Hartford;  Daniel  Camillieri,  Hartford; 
Francis  Cole,  West  Hartford;  Sidney  Curran,  New 
Britain;  Moses  Doyle,  Torrington;  Nicholas  Fen- 
ney,  Hamden;  Alice  Esther  Garvin,  New  Flaven; 
Ralph  Gentile,  Fairfield;  Louis  E.  Kazin,  Bridgeport; 
Paul  Kunkel,  Waterbury;  Raymond  E.  Mercier, 
Plainfield;  Jack  Adalley,  Hartford;  Edward  Mogul, 
Bridgeport;  John  Nolan,  Norwich;  J.  Arthur  Pel- 
char,  Torrington;  Fiore  Petricone,  Torrington;  Ben- 
jamin Smith,  New  Haven;  Philip  C.  Varnum, 
Glenbrook;  Dominick  S.  Zito,  Hartford. 

DENTISTS 

Jack  R.  Bourke,  East  Hartford;  Alfred  J.  Gengras, 
Jr.,  Hartford;  Frederick  S.  Harold,  New  Haven; 
James  P.  Lawlor,  Waterbury;  Gilbert  LeVine 
Mellion,  Rocky  Hill. 

The  secretaries  of  each  state  organization  are  ex- 
ofiicio  members  of  the  Joint  Conference  Committee. 
Since  the  admission  of  the  dental  panel,  the  com- 
mittee has  voted  to  balance  the  group  next  year  by 
having  five  members  from  each  association.  This 
will  result  in  a more  wieldy  group  and  a smaller 
number,  which  will  result  in  a substantial  savings, 
without  cutting  down  on  the  efficiency  of  the  com- 
mittee. 

Much  of  the  credit  for  the  success  of  the  Joint 
Conference  Committee  is  due  to  its  present  chair- 
man, Dr.  Barnett  Greenhouse.  It  was  not  long  after 
he  became  associated  with  the  group  that  Dr.  Green- 
house began  to  realize  what  tremendous  value  it 
offered  to  both  the  medical  and  pharmaceutical  pro- 
fessions. As  he  became  more  involved,  he  expressed 


a personal  desire  to  resign  as  chairman,  but  it  fell  on 
deaf  ears,  as  the  other  members  of  the  group  leaned 
upon  his  tact  and  wisdom  in  the  various  delibera- 
tions. As  the  prestige  of  the  committee  grew  and 
its  importance  became  stronger,  the  good  doctor 
was  reluctant  to  turn  over  the  chairmanship  to  any 
person  who  did  not  really  want  to  accept  it.  Since 
no  one  on  the  panel  signified  their  desire  to  take  the 
chair  in  his  place.  Dr.  Greenhouse  continued  to 
serve  at  great  personal  sacrifice.  In  recognition  of 
his  excellent  service,  devotion,  and  the  quality  of 
his  leadership,  the  Connecticut  Pharmaceutical  Asso- 
ciation at  its  recent  mid-winter  convention,  present- 
ed Dr.  Barnett  Greenhouse  with  a “special  achieve- 
ment award”  made  expressly  for  the  presentation. 
It  was  presented  by  Francis  B.  Cole,  secretary  of 
the  Committee  in  the  name  of  the  Pharmaceutical 
Association,  and  was  one  of  the  features  of  the  con- 
vention program. 

Reprinted  from  Connecticut  Pharmacist,  April  19^4,  by 
permission  of  the  editor 


LETTERS  TO  THE  EDITOR 

Young  Men’s  Christian  Association 
of  Greater  Hartford 

April  26,  1954 

Mrs.  Dewey  Katz,  President 
Connecticut  State  Adedical  Auxiliary 
140  Fern  Street 
Hartford,  Conn. 

Dear  Mrs.  Katz: 

We  have  just  received  a notice  that  the  Connecti- 
cut State  Medical  Auxiliary  will  supply  the  YMCA 
with  a year’s  subscription  to  Today's  Health. 

We  appreciate  this  very,  very  much  and  know 
that  it  will  be  beneficial,  not  only  to  our  members 
but  to  the  staff  as  well. 

Sincerely, 

F.  E.  Gray, 

General  Secretary 

editor’s  note 

Through  the  suggestion  of  a former  counselor  at 
Camp  Jewell,  the  Hartford  “Y”  camp,  the  Woman’s 
Auxiliary  is  supplying  the  reading  room  of  every 
YMCA  in  the  State  with  a complimentary  subscrip- 
tion to  Today's  Health. 
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PUBLIC  RELATIONS 

COiMAIITTEE  ON  PUBLIC  RELATIONS 

U^illiam  G.  H.  Dobbs,  Torrington  Burdette  J.  Buck,  Hartford  Harry  C.  Knight,  Adiddletown 

Chairman  James  C.  Canniff,  Torrington  James  H.  Root,  Jr.,  Waterbur)' 

Harold  J.  Bergendahl,  Nor^vich  Alorris  A.  Hankin,  New  Haven  Alfred  J.  Sette,  Stamford 


New  PR  Service  Kits 

When  committees  of  local  medical  societies  meet 
to  consider  development  of  community  services, 
one  of  the  first  needs  is  information  concerning  the 
experiences  of  other  groups. 

Recognizing  this  need,  the  Society’s  Committee 
on  Public  Relations  has  for  some  time  sponsored  the 
collection  of  such  information  in  service  kits.  These 
have  been  made  available  to  local  committees  on  a 
; loan  basis  and  have  proved  highly  valuable  in  a num- 
ber of  instances. 

The  American  Medical  Association’s  Public  Rela- 
I tions  Department  has  recently  completed  collection 
of  additional  information  concerning  four  com- 
munity activities,  emergency  medical  call  plans, 
health  forums,  television  and  mediation  committees. 

I ’ 

This  information  has  been  compiled  in  file  folders 
for  ready  reference  and  is  also  available  for  loan 
through  the  office  of  the  State  Medical  Society. 

These  kits  and  those  maintained  at  fire  State  level 
contain  special  reports,  surveys,  news  clippings  and 
photographs,  magazine  reprints,  statistical  data  and 
other  information  concerning  the  services  to  which 
' they  pertain. 

The  purpose  of  the  kits  is  to  make  a library  of  cur- 
' rent  information  on  the  experiences  of  medical 
i associations  readily  available  for  local  committees. 

I Much  time  and  duplication  of  effort  can  be  saved 
' by  using  this  service. 

New  Haven  County  Sponsors  Health  Forum 

A public  medical  forum  on  heart  disease  was 
attended  by  more  than  150  Cheshire  residents  the 
evening  of  June  2 in  the  auditorium  of  the  Cheshire 
High  School. 

Physicians  who  participated  in  the  presentations 
I and  question  period  that  featured  the  event  were 
; H.  iVI.  Marvin,  New  Haven,  president  of  the  State 
i Medical  Society;  Jasper  A.  Smith,  Waterbury,  vice- 
! president  of  the  Connecticut  Heart  Association,  and 


William  W.  Glenn,  attending  surgeon.  New  Haven 
Hospital.  Moderator  of  the  forum  was  Dr.  William 
E.  Neff,  Jr.,  of  Cheshire. 

The  event  was  sponsored  by  the  Rotary  Club  of 
Cheshire,  in  cooperation  with  the  New  Haven 
County  Medical  Association  and  the  Waterbury 
Heart  Association.  The  forum  was  the  first  to  be 
held  in  New  Haven  County  under  medical  associa- 
tion sponsorship  since  1939,  when  a series  of  six 
forums  was  sponsored  by  the  Waterbury  Medical 
Association.  Although  little  information  is  available 
concerning  these  early  forums,  it  is  known  that  they 
were  well  attended  and  that  the  programs  comprised 
a presentation  by  a principal  speaker  and  discussions 
by  two  local  physicians. 

Emergency  Leaflet  Distributed  to  Highway 
Department  Employees 

A thousand  copies  of  the  Society’s  new  brochure 
on  emergency  services  sponsored  by  local  medical 
associations  have  been  requested  by  the  State  High- 
way Department  for  distribution  to  its  employees. 

The  three-page  publication  lists  the  telephone 
numbers  and  sponsoring  associations  of  the  15  major 
emergency  call  plans  throughout  the  State.  It  also 
contains  information  concerning  reasons  for  estab- 
lishing the  plans  and  how  they  may  be  used  in  a 
medical  emergency.  Besides  distributing  the  leaflet 
to  employees,  the  Highway  Department  plans  to 
post  copies  of  it  on  the  300  bulletin  boards  at  main- 
tenance stations  in  various  parts  of  the  State. 

Medical  Association  Guidance  for 
Program  Chairmen 

County  medical  associations  may  soon  receive 
requests  from  the  program  chairmen  of  women’s 
clubs  for  assistance  in  developing  health  programs 
as  a result  of  the  recent  distribution  of  a kit  of  pro- 
gram materials  by  the  American  Aledical  Associa- 
tion. 
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The  kits  were  distributed  at  the  recent  63rd 
Annual  International  Convention  of  the  General 
Federation  of  Women’s  Clubs.  They  contain  out- 
lines for  five  health  programs,  as  follows:  “Crisis 
in  the  Kitchen”  (overweight);  “They  Gamble  With 
Your  Life”  (medical  quackery);  “Helping  Hus- 
bands Live  Longer”  (growing  old  gracefully);  and 
“Medical  Care— And  How  to  Pay  For  It”  (medical 
costs  and  health  insurance). 

Lists  of  films  and  health  publications  pertaining 
to  the  five  programs  are  also  included  in  the  kits. 
Prooram  chairmen  are  advised  to  contact  local 
medical  associations  when  requesting  physician 
speakers  for  the  programs. 


Wheeler  Pavilion 

The  Gaylord  Farm  Sanatorium  at  Wallingford, 
Connecticut  which  for  more  than  fifty  years  has 
been  caring  for  patients  with  tuberculosis,  is  extend- 
ing its  semiprivate,  nonprofit,  medical  service  to 
patients  with  cardiac  disorders.  Gaylord’s  cardiac 
program  was  developed  from  the  recommendations 
of  a State  wide  Medical  Advisory  Committee  under 
the  chairmanship  of  Dr.  A.  Bliss  Dayton  of  New 
Haven.  Members  of  this  Committee  are: 

Paul  B.  Beeson,  m.d.,  Yale  University,  New 
Haven;  Courtney  C.  Bishop,  m.d..  New  Haven;  Ira 

V.  Hiscock,  sc.D.,  Yale  Department  Public  Health, 
New  Haven;  Gustaf  E.  Lindskog,  m.d.,  Yale  Univer- 
sity, New  Haven;  Thomas  P.  iMurdock,  m.d.,  Meri- 
den; William  S.  iVIaurer,  m.d.,  Willimantic;  W. 
Bradford  Walker,  m.d.,  Torrington;  Charles  Lewis 
Fincke,  ai.d.,  Stamford;  James  Raglan  Miller,  m.d.. 
West  Hartford;  Arthur  J.  Geiger,  m.d..  New  Haven; 
Maxwell  O.  Phelps,  m.d.,  Hartford;  John  H.  Foster, 
M.D.,  Waterbury;  Edwin  R.  Connors,  m.d.,  Bridge- 
port; Francis  Braceland,  m.d.,  Hartford;  John  Don- 
nelly, M.D.,  Hartford;  Benjamin  White,  m.d.,  Hart- 
ford. 

The  recommendations  of  Gaylord’s  Medical  Ad- 
visory Committee  were: 

1 .  Adapt  Gaylord’s  services  to  meet  the  changing 
medical  care  needs  of  Connecticut  residents  particu- 
larly in  regard  to  cardiac  and  other  pulmonary 
disorders. 


2.  Add  those  professional  skills  necessary  to  pro- 
vide top  quality  care. 

3.  Adapt  one  or  more  of  Gaylord’s  buildings  to 
make  suitable  separate  quarters  for  patients  with 
cardiac  and  nontuberculous  pulmonary  disorders. 

The  ultimate  aim  of  Gaylord’s  cardiac  program 
is  to  channel  all  phases  of  medical  care  to  the 
patients’  individual  needs  and  establish  a target  point 
of  maximum  restoration.  All  of  these  comprehensive 
services  will  be  directed  toward  this  goal. 

The  following  is  an  outline  of  the  type  of  care  to 
be  given: 

I.  iMedical  re-evaluation  as  necessary  by  our  medi- 
cal staff  and  consultants  to  establish  a target  point 
of  a patient’s  maximum  physical  restoration. 

II.  Medical  management  to  direct  all  services 
towards  the  target  point:  Prescribed  medication; 
prescribed  diet;  graded  activities;  physical  medicine; 
health  education. 

III.  Nursing  care. 

IV.  Social  service. 

V.  Vocational  guidance  and  training. 

VI.  Occupational  therapy. 

VII.  Re-education— a planned  program  of  teaching 
to  stimulate  and  develop  multiphase  interests. 

VIII.  Diversion. 

Our  facilities  are  planned  to  encourage  the  close 
association  of  patients  undergoing  physical  restora- 
tion to  permit  the  therapeutic  effect  of  an  improving 
patient  on  others. 

Admissions  are,  therefore,  limited  to  patients 
susceptible  to  significant  improvement  within  6 
months.  All  patients  must  be  referred  by  their 
physician. 

Gaylord’s  newly  remodeled  Wheeler  Pavilion  was 
officially  opened  June  15,  1954  and  makes  available 
18  beds  to  establish  the  program  as  a pilot  plan.  The 
Wheeler  Pavilion  is  an  entirely  self-contained  unit, 
designed  to  meet  the  vital  needs  of  the  program  and 
will  provide  pleasant,  semiprivate  accommodations 
within  the  Sanatorium’s  grounds,  but  in  facilities 
entirely  separate  from  those  used  for  tuberculosis 
care. 

Inquiries  should  be  addressed  to  Dr.  Sterling  B, 
Brinkley,  Medical  Superintendent,  Gaylord  Farm 
Sanatorium,  Box  440,  Wallingford,  Connecticut. 
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Modern  research  and  medicine’s  experi- 
ence means  better  HEALTH  TODAY. 

This  brochure  tells  the  dramatic  story  of 
health  progress — a 50  per  cent  reduction 
in  the  general  death  rate,  an  increase  of  21  years  in  life  expectancy  at  birth  and 
other  important  contributions  made  possible  by  medical  advances. 

This  AMA  publication  and  three  others  which  contain  useful  health  information 
are  available  in  quantity,  without  charge.  They  may  be  used  as  mail  enclosures, 
reception  room  information  pieces  and  for  community  meetings. 

The  full  series  or  individual  leaflets  may  be  obtained  by  filling  out  and  mailing  the 
order  blank  on  this  page. 


Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Please  send  me  without  charge  the  following  leaflets  in  quantities  indicated; 


HEALTH  TODAY  (medical  progress)  copies 

ON  GUARD  (AMA  evaluation  of  drugs)  copies 

"QUACK”  (dangers  of  treatment  by  quack  healers)  copies 

WHY  WAIT?  (the  role  of  the  family  physician)  copies 


NAME. 


Office  Address 
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T enney  discusses  in  the  President’s  Page  of  the 
Mlscovsiv  Medical  Joitnml  (53:1)  the  criticism  that 
some  of  the  Board  members  had  granted  an  unlimit- 
ed license  to  some  osteopaths.  He  calls  attention  to 
the  fact  that  the  laws  of  Wisconsin  permit  osteo- 
paths to  take  examinations  for  a full  license  and  that 
this  law  was  approved  by  the  State  Society. 

Dr.  T’enney  continues  to  the  effect  that  the  law 
does  not  have  the  unqualified  approval  of  all  the 
physicians  of  the  State.  Nevertheless  it  is  the  law  of 
the  State  of  Wisconsin.  Attention  is  called  in  the 
editorial  to  the  fact  that  there  are  many  indications 
that  the  education  given  in  osteopathic  schools  “is 
rapidly  approaching  that  given  in  medical  schools; 
and  that  as  soon  as  the  osteopathic  schools  will  sub- 
mit to  the  same  evaluation  now  required  of  medical 
schools,  the  way  will  be  cleared  for  a substantial 
increase  in  the  number  of  physicians  qualified  to 
treat  the  sick.” 

# # * 

T'here  appears  in  the  Whcomin  Medical  Journal 
of  January,  1954  (53:1)  an  informative  discussion 
of  “Medical  Partnerships.”  Physicians  who  are 
thinking  of  forming  a partnership  would  do  well  to 
safeguard  their  future  by  a careful  study  of  this 
discussion.  It  is  an  important  decision  which  neces- 
sarily includes  intimate  relations  at  professional, 
financial  and  personal  levels.  It  is  the  part  of  wisdom 
to  employ  a competent  attorney  who  is  familiar 
with  the  ethical  and  the  other  considerations  which 
should  be  carried  over  into  a medical  partnership. 
It  is  believed  prudent,  in  terms  of  tax  saving  and  of 
time  savings,  to  have  partnership  books  established 
and  periodically  audited  by  a certified  public 
accountant. 

^ ^ ^ 

^ ^ 

There  is  both  experimental  and  clinical  evidence 
that  two  antibiotics  used  simultaneously  may  be 
more  efficient  (synergistic)  or  less  efficient  (antago- 
nistic) in  their  action  than  either  drug  used  alone. 

Elek,  Hilson  and  Jewell  present  a simple  method 
suitable  for  routine  diagnostic  work  (Brit.  Med. 
Jour.,  4849).  It  reveals  interactions  of  the  bacterial 
effect  of  antibiotics  in  vitro.  Penicillin  with  either 


chloramphenicol  or  aureomycin  generally  showed 
antagonism.  Streptomycin  with  chloramphenicol 
t\  as  synergistic. 

^ ^ ^ ^ 

“The  Clinical  Evaluation  of  Gitalin  in  the  Treat- 
ment of  Congestive  Heart  Failure”  as  presented  by 
Dimitroff  et  al.  tends  to  support  the  belief  of  many 
investigators  that  it  is  superior  to  other  digitalis 
glycosides  (Ann.  Int.  Med.,  39:6).  Their  report  is 
based  on  the  treatment  of  68  patients  suffering  from 
congestive  heart  failure  of  varying  causes,  degrees 
and  duration.  Gitalin  was  safely,  comfortably  and 
effectively  useful  in  initial  digitalization,  redigitali- 
zation and  maintenance  digitaliation  of  patients  in 
heart  failure.  In  eight  patients  in  whom  digitalis, 
digitoxin  and  Digoxin  were  ineffective  due  to 
toxicity,  gitalin  was  of  value  in  promptly  and  safely 
establishing  digitalization  and  control  of  heart  fail- 
ure. No  toxicity  was  encountered  in  any  patient 
studied.  The  clinical  application  of  the  wide  differ- 
ence between  toxic  and  therapeutic  dose  in  gitalin 
is  an  important  advance  in  the  pharmacology  of 
cardiac  glycosides. 

^ ^ 

“The  Problems  that  Arise  in  the  Use  of  the  Intra- 
medullary Fixation  Principle  in  Fractures”  can 
usually  be  divided  into  four  groups  (Stack,  Jour, 
lou'a  State  Med.  Soc.,  XFIV:  i). 

1.  There  are  those  that  arise  from  poor  choice. 
There  is  an  attempt  to  use  the  method  in  a type  of 
fracture  for  which  it  was  not  designed. 

2.  There  are  difficulties  that  arise  from  faulty 
technique,  such  as  the  improper  choice  of  nail,  or 
no  preoperative  choice  at  all,  improper  position  on 
the  table,  insufficient  help  during  the  operation, 
difficulties  with  the  knees  or  buttocks  because  of  a 
nail  that  is  too  long,  malpositions  which  have  been 
mentioned  previously,  and  impalement  of  the  nail  in 
the  region  of  the  isthmus  so  that  it  cannot  be  driven 
through  and  cannot  be  extracted,  and  the  instru- 
ments broken  in  the  attempt  at  extraction. 

3.  Certain  complications  may  occur  during  the 
healing  period,  such  as  bending  or  breaking  of  the 
nail  due  to  premature  weight  bearing,  external  rota- 
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tion,  contracture  of  the  hip,  etc.  A nail  that  is  too 
short  and  that  does  not  have  a good  grip  in  the 
cancellous  bone  of  the  lower  end  of  the  femur  may 
wander  proxinially  and  may  protrude  beneath  the 
skin  of  the  buttocks. 

4.  Lateral  bowing  of  the  femur  can  result  from 
chronic  osteomyelitis,  by  infection  introduced  at 
the  time  of  the  nailing,  from  delayed  union  or  non- 
union, or  from  premature  extraction  of  the  nail. 

I'he  incidence  of  fat  embolism  as  a complication 
is  not  increased  by  the  use  of  the  nail. 

* * * * 

According  to  Taylor  and  Burford  the  variou.; 
causes  of  hemoptysis  are  too  numerous  to  be  com- 
pletely tabulated  in  a brief  article  ( Missouri  Med., 
51:1).  Tuberculosis  is  the  most  fret]uent  cause  of 
hemoptysis.  Bronchiectasis,  carcinoma,  and  lung- 
abscess  follow  in  that  order.  Mitral  stenosis,  pul- 
monary infarction  and  bronchial  aeienoma  are  im- 
portant, though  less  frequent  causes  of  pulmonary 
bleeding. 

The  authors  believe  that  patients  complaining  of 
hemoptysis  are  too  often  sidetracked  “by  lack  of 
intelligence  on  the  part  of  the  physician.”  There 
may  be  cases  in  which  telangiectases  or  varices  of 
the  bronchi  bleed  but  the  authors  are  of  the  opinion 
that  this  too  common  explanation  of  hemoptysis  is 
the  result  of  over  imaginative  endoscopy. 

* * * * 

The  modern  treatment  of  “Leukemia  and  Its  Com- 
plications” covers  an  impressive  list  of  procedures 
(Llardgrove,  Wis.  Med.  }om.,  52:12).  The  use  of 
antibiotics,  psychotherapy  and  other  modern  meth- 
ods of  treatment  of  all  associated  diseases  and  com- 
plications will  increase  the  length  of  life  of  the 
person  with  leukemia. 

Among  the  modern  methods  available  are  briefly 
cited  regularly  spaced,  total  body  radioactive  phos- 
phorous or  roentgen  irradiation.  Among  the  chemi- 
cals mentioned  are  nitrogen  mustard,  colchicine, 
urethane,  arsenic,  the  diamidines,  antimony  and  the 
endocrines.  All  these  procedures  are  potentially 
toxic  and  must  be  used  with  care  and  under  close 
supervision.  1 hey  are  none  of  them  classed  as  home 
remedies— and  none  of  them  result  in  a cure. 

* * * * 

“Fatal  Transfusion  Reactions  from  Contamination 
of  Stored  Blood  by  Cold  Growing  Bacteria”  pre- 
sents a problem  that  is  not  commonly  recognized 
(Stevens  et  ah,  Aim.  hit.  Med.,  39:6). 


The  authors  report  a fatal  transfusion  reaction 
due  to  contamination  of  stored  blood  by  a cold 
growing  organism.  Pseudomonas  sp.  Forty  other 
instances  of  bacterial  contamination,  only  20  of 
v hich  had  previously  been  described,  are  summar- 
ized in  the  report  and  indicate  the  scope  of  the 
hazard. 

Gram  negative,  cold  growing  organisms  respon- 
sible for  the  majority  of  severe  transfusion  reactions 
may  not  be  detected  by  culture  at  32°  or  37°  C.  The 
clinical  picture  is  one  of  profound  shock,  associated 
with  cutaneous  hyperemia.  The  recognition  and  pre- 
vention of  bacterial  contamination  of  stored  blood 
is  discussed  at  some  length. 

* * * * 

The  increasing  frequency  of  reports  of  “Pul- 
monary Cysts”  can  be  attributed  to  a wider  use  of 
roentgen  examinations  (diagnostic  and  therapeutic) 
and  to  the  rapid  development  of  thoracic  surgery 
(King  and  Cole,  Tex.  State  Jour.  Med.,  49:12).  A 
working  classification  of  pulmonary  cyst  is  offered 
by  the  authors,  i . Congenital  or  developmental  lung- 
cysts.  2.  Cystic  cavities  discovered  in  association 
with  acute  infections  in  the  lungs  of  infants  and 
young  children.  3.  Cysts  developing  in  certain  vola- 
tile oil  pneumonias.  4.  Emphysematous  blebs  or 
bullae  which  usually  occur  in  the  aged. 

Treatment  obviously  divides  itself  into  prevention 
and  thoracic  surgery.  Many  of  the  cysts  that  occur 
in  infants  as  a complication  of  inflammatory  lesions 
clear  up  under  conservative  management.  Occasion- 
ally a rapidly  expanding  and  fatal  cyst  is  seen  in 
infants.  Perhaps  the  important  lesson  of  this  pre- 
sentation lies  in  the  importance  of  recognizing  the 
presence  of  lung  cysts,  for  much  can  be  accom- 
plished in  treatment  and  in  prevention. 


<^<^v«yyNKX><><^N><x><x>yy><x>y><^^ 

THE  DOCTOR’S  OFFICE 

Frederick  B.  Hartman,  m.d.,  f.a.c.s.  announces 
the  removal  of  his  office  to  342  iMontauk  Avenue, 
New  London. 

Ward  AfcFarland,  ixr.n.  announces  the  removal  of 
his  office  to  342  iVIontauk  Avenue,  New  London. 

Edward  Gipstein,  m.d.  announces  the  opening  of 
a diagnostic  laboratory  and  electrocardiographic 
reading  service  at  181  Broad  Street,  New  London. 
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REPORT  OF  THE  COMMITTEE  ON 
MENTAL  HEALTH 


Franklin  S.  DuBois,  Chairman 


Francis  J.  Braceland 
John  H.  Bumstead 
Charles  W.  Culotta 
Clifford  D.  Moore 


John  H.  Foster 
Foster  E.  Priddy 
G.  Gardiner  Russell 
Henry  Sherwood 


During  the  past  year  the  efforts  of  the  Committee  on 
Mental  Health  have  been  directed  primarily  toward  two 
objectives;  establishment  of  a central  administration  of  the 
State’s  mental  health  system  and  formulation  of  a program 
designed  to  bring  inpatient  psychiatric  services  to  general 
hospitals. 

It  is  gratifying  to  record,  even  though  it  is  long  since 
public  knowledge,  tliat  the  first  objective  has  been  achieved. 
Fhe  1953  General  Assembly  enacted  into  law  a measure 
which  established  a Department  of  Mental  Health  that 
has  been  functioning  since  October  i,  1953.  The  Department 
consists  of  a Council  of  Mental  Health  (composed  of  repre- 
sentatives of  the  State  Adental  Hospitals  and  the  Child  Study 
and  Treatment  Home  and  appointees  of  the  Governor)  and 
the  office  of  Commissioner  of  Mental  Health,  a position  to 
which  Governor  Lodge  has  recently  appointed  Dr.  John 
Blasko.  Your  Committee  is  confident  that  expedition  of  serv- 
ice to  the  mentally  ill  and  economy  to  the  State  will,  in 
time,  amply  justify  the  vigorous  support  of  this  legislation 
by  the  Society,  its  officers  and  its  Committee  on  Mental 
Health. 

The  task  of  bringing  inpatient  psychatric  services  to 
general  hospitals  has  progressed  more  slowly  because  of  the 
complex  medical,  administrative  and  economic  problems  in- 
volved. Nevertheless,  your  Committee  can  report  definite 
steps  forward.  It  has  cooperated  with  the  State  Hospital 
Association,  the  State  Department  of  Health  and  the  State 
Services  in  the  formation  of  a Joint  Committee  for  the 
furtherance  of  the  project.  This  Joint  Committee,  composed 
of  representatives  of  the  several  organizations — including 
Dr.  Moore  from  the  Committee  on  Mental  Health — is  now 
active  under  the  chairmanship  of  Dr.  Albert  Snoke. 

The  Committee  has  continued  to  study  other  problems 
in  the  area  of  mental  health:  the  work  and  relationship  of 
clinical  psychologists  to  psychiatrists  (Dr.  Bumstead,  Dr. 
Russell  and  Dr.  Sherwood);  commitment  procedures  (Dr. 
Braceland);  the  care  of  mentally  deficient  and  mentally 
disturbed  children  (Dr.  Culotta) ; mental  health  facilities 
in  the  schools  (Dr.  Foster);  and  outpatient  psychiatric 
clinics  (Dr.  Priddy).  Reports  on  these  studies  together  with 
recommendations  will  be  made  at  a later  date. 


Respectfully  submitted, 
Franklin  S.  DuBois 


REPORT  OF  THE  CONNECTICUT  COMMITTEE 
FOR  THE  AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 
William  G.  H.  Dobbs,  Chamnan 

Flarold  A.  Bergendahl  Harry  C.  Knight 

James  C.  Canniff  John  O’L.  Nolan 

iVIorris  A.  Hankin  James  H.  Root,  Jr. 

Alfred  J.  Sette 

At  a national  meeting  of  the  Foundation  in  January  1953, 
it  was  reported  that  a number  of  state  and  county  associa- 
tions were  planning  to  conduct  their  campaigns  through 
personal  contact  by  campaign  teams  of  physicians  in  their 
own  communities. 

After  exploring  the  potentials  of  this  type  of  campaign, 
the  committee  decided  that,  although  much  more  planning 
and  organization  would  be  required,  such  a campaign  would 
have  the  advantage  of  better  acquainting  physicians  with 
the  problems  of  medical  schools  and  increasing  participation 
in  the  AMEF  program. 

A proposed  plan  for  the  campaign  was  then  developed 
and  was  approved  at  a meeting  of  the  Public  Relations  Com- 
mittee on  Alarch  3,  1953. 

The  plan  called  for  development  of  the  campaign  in  three 
phases,  with  appropriate  letters  of  procedure,  information 
kits  and  organizational  aids  as  follows: 

first  Phase:  For  County  Public  Relations  Chairmen. 

Required  organization  of  county  into  campaign  districts 
and  appointment  of  volunteer  leaders  for  each  district. 
Direct  contact  with  district  leaders  was  initiated  by  the 
Society’s  Public  Relations  Section  as  soon  as  notification 
of  appointments  was  received. 

Seco7id  Phase:  For  District  Leaders. 

Required  appointment  of  team  members  to  conduct  the 
campaign  in  each  district,  based  on  an  average  of  ten  to 
fifteen  physicians  to  be  personally  contacted  by  each  team 
member.  Specially  designed  contribution  cards,  imprinted 
with  names  and  addresses  of  physicians,  and  postpaid  return 
envelopes,  were  furnished  district  leaders  for  distribution 
to  team  members  to  facilitate  subscription  and  forwarding 
of  contributions. 

Third  Phase:  For  Team  Alembers. 

Required  personal  contact  of  physicians  listed  on  con- 
tribution cards  supplied  by  district  leaders.  Procedure  letter 
e.xplained  ways  in  which  physicians  could  contribute  to 
medical  school  needs.  The  kit  for  this  phase  contained  a 
quantity  of  factual  information  useful  in  answering  ques- 
tions that  might  arise. 

In  addition  to  the  above  operational  phases,  the  campaign 
was  promoted  in  the  following  ways: 
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1.  A direct  mailing  to  physicians  early  in  December  to 
encourage  those  who  had  not  already  done  so  to  contribute 
before  the  end  of  the  year. 

2.  Full  page  appeals  in  seven  issues  of  the  Connecticut 
State  Medical  Journal. 

3.  Presentations  at  annual  and  semi-annual  meetings  of 
county  medical  associations. 

4.  Field  meetings  in  several  counties  to  assist  in  com- 
pleting the  campaign. 

5.  Distribution  of  AMEF  Handbook  on  Medical  Educa- 
tion. 

^Vhile  the  Public  Relations  Committee  has  guided  policy 
and  procedures  of  the  campaign,  its  administration,  includ- 
ing preparation  of  all  the  written  and  published  material, 
has  been  carried  out  by  James  G.  Burch,  Public  Relations 
Director.  He  has  been  assisted  by  Miss  Barbara  Juliano,  a 
member  of  the  secretarial  staff,  who  has  competently  main- 
tained the  necessary  accounting  records  and  otherwise 
assisted  in  administrative  functions. 

More  than  150  members  of  the  Society,  ranging  from 
members  of  the  Public  Relations  Committee  to  district  lead- 
ers and  team  members  helped  to  conduct  the  1953  cam- 
I paign. 

\ The  campaign  brought  total  contributions  of  $8,498  from 
i 425  physicians,  with  an  additional  amount  to  be  credited 
I for  contributions  made  directly  to  the  medical  schools  and 
1 which  have  not  yet  been  tabulated. 

1 Through  the  courtesy  of  A'lr.  Chase  A4ellen,  Jr.,  Executive 
Vice-President  of  the  National  Eund  for  Aledical  Education, 
the  committee  has  been  informed  that  19  Connecticut  cor- 
porations contributed  $52,570  to  assist  the  medical  schools 
during  1953. 

At  the  close  of  the  1953  campaign,  a complete  report 
of  its  operational  phases,  accompanied  by  a portfolio  of  the 
materials  used,  was  prepared  by  the  State  Office  in  two 
copies  as  permanent  records  for  state  and  national  head- 
quarters. 

In  a letter  from  Air.  Hiram  W.  Jones,  executive  secretary 
of  the  American  Aiedical  Education  Eoundation,  interest 
in  obtaining  additional  copies  of  the  report  was  expressed 
as  follows: 

“Aiany,  many  thanks  for  your  full  report,  which  is  one 
of  the  very  finest  presentations  I have  ever  seen.  In  fact, 
I like  it  so  much  that  I should  like  to  send  a copy  to  each 
of  our  state  chairmen. 

“Therefore — and  this  is  an  urgent  request — would  it  be 
possible  for  you  to  make  up  and  send  us  53  copies  each  of 
the  materials  that  you  have  included  in  this  presentation? 
We  would  then  send  a packet  of  these  materials  to  each 
of  our  state  chairmen,  showing  them  what  one  state  has  done 
for  the  American  Aiedical  Education  Foundation. 

“Naturally,  the  AMEF  will  pay  all  costs  for  these  mate- 
rials. Please  advise  me  as  soon  as  possible  if  this  request  is 
feasible.” 

The  copies  of  the  report  requested  in  the  above  letter 
were  subsequently  prepared  and  forwarded  to  the  AMEF 
Chicago  office. 

The  committee  also  has  been  assured  that  Connecticut 
will  again  be  listed  on  the  Honor  Roll  of  States  in  the 
AA'IFT  report  for  1953. 


Plans  for  the  1954  Connecticut  AAiEF  Campaign  are  now 
nearing  completion,  with  the  prospect  that  the  first  appeals 
for  contributions  will  be  mailed  during  the  month  of  May. 
Already  a number  of  unsolicited  contributions  have  been 
received  and  notable  among  them  are  substantial  amounts 
given  by  the  county  chapters  of  the  AVoman’s  Auxiliary. 
This  early  and  gratuitous  response  by  the  Auxiliary  repre- 
sents a significant  contribution  to  the  needs  of  medical  edu- 
cation and  is  deeply  appreciated. 

The  committee  again  records  its  appreciation  for  the 
generous  response  of  an  increasing  number  of  physicians 
during  each  annual  campaign  and  invites  continued  support 
for  the  campaign  during  1954. 

Respectfully  submitted, 
William  G.  H.  Dobbs 


REPORT  OF  THE  CANCER  COORDINATING 
COMMITTEE 


Allan  J.  Ryan,  Chairman 


A'latthew  H.  Griswold 
Ralph  E.  Kendall 
AVilliam  Alendelsohn 
Edward  J.  Ottenheimer 


Benjamin  R.  Reiter 
Francis  A.  Sutherland 
Ashley  W.  Oughterson 
Louis  G.  Simon 


There  were  five  regular  meetings  of  the  committee  which 
were  well  attended.  The  business  contracted  during  the  year 
included  the  following  items. 

1.  Aledical  Advisory  Committee. 

Doctors,  Ottenheimer,  Wells,  Ogden,  Evans,  Taffel, 
Glazier  and  Barker  were  reappointed.  The  death  of  Dr. 
\ATlls  created  a vacancy  in  the  committee  which  was  filled 
by  Dr.  Kendall. 

2.  Professional  Education. 


This  committee  has  again  cooperated  with  the  Association 
of  Tumor  Clinics  to  sponsor  another  State  Cancer  Con- 
ference for  the  medical  profession.  This  was  held  in 
New  Haven  on  Alarch  10,  under  the  direction  of  Dr. 
Alorrison. 


The  new  sound  film  “Oral  Cancer”  was  reviewed  and 
the  committee  recommends  it  without  reservation  to  all 
doctors  and  medical  staffs. 


The  committee  has  continued  to  subsidize  various  forms 
of  educational  cancer  literature  which  are  being  sent  to  the 
doctors  in  Connecticut. 


3.  Cancer  Detection. 

The  lists  of  doctors  for  the  Cancer  Detection  Program  is 
now  out  of  date  and  needs  immediate  revision.  Originally, 
it  was  hoped  that  the  county  medical  societies  would  make 
their  own  revisions.  It  now  appears  that  this  committee 
will  have  to  make  this  revision  and  suitable  material  will 
be  sent  to  all  doctors.  The  cooperation  of  all  our  doctors 
will  be  needed  to  make  this  revision  possible. 

4.  Lung  Cancer  Project. 

This  committee  is  taking  an  active  part  in  the  program 
for  early  detection  of  cancer  of  the  lung.  Alass  lung  X-ray 
studies  arc  to  be  undertaken  and  over  a period  of  years  this 
type  of  in\’cstigation  should  yield  important  data. 

Rc.spcctfully  submitted, 

AVilliam  Alendelsohn,  Sccretarv 
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REPORT  OF  THE  COMMITTEE  ON 
THIRD  PARTY  PAYMENTS 

Walter  I.  Russell,  Chairman 

1 feniy  A.  Archambault  Lewis  P.  Janies 

Donald  G.  Arnault  Russell  A.  Keddy 

This  Committee  has  considered  the  topic  of  payments 
by  Insurance  Carriers  including  Connecticut  Medical  Serv- 
ice, Inc. 

This  problem  has  probably  caused  more  controversy  in 
the  Council  of  the  Connecticut  State  Medical  Society  than 
any  other. 

Tlie  conclusions  arrived  at  by  this  Committee  are; 

( 1 ) If  a resident  performs  the  service,  such  as  an  opera- 
tion or  delivery,  he  should  personally  bill  the  Insurance 
Carrier.  This  fee  to  be  assigned  to  some  fund,  preferably 
educational,  which  shall  be  administered  by  the  medical 
staff  of  the  individual  hospital. 

(2)  If  an  attending  actually  performs  the  procedure  or 
service,  he  should  bill  the  Insurance  Carrier,  the  fee  to  be 
assigned  to  whatever  purpose  the  medical  staff  of  the  hos- 
pital agrees.  This  concerns  only  “Ward”  patients. 

The  decisions  of  this  Committee  are  at  variance  with  the 
ideas  of  the  Council  of  the  Connecticut  State  Medical 
Society  and  the  Council  and  through  its  Secretary,  has 
asked  the  Committee  to  suspend  further  consideration  of  the 
problem  at  this  time. 

Respectfully  submitted, 
Walter  I.  Russell 


REPORT  OF  THE  COMMITTEE  ON  COOPERA- 
TION WITH  THE  YALE  SCHOOL  OF  MEDICINE 
Walter  I.  Russell,  Chairman 

Howard  S.  Colwell  F.  Erwin  Tracy 

Daniel  Hardenbergh  N.  William  Wawro 

Allan  M.  Ross  Benjamin  V.  AVhite 

This  committee  meets  with  representatives  of  the  Yale 
School  of  Medicine  consisting  of  the  following:  Dean  Ver- 
non W.  Lippard,  Paul  B.  Beeson,  Hugh  L.  Dwyer,  Arthur 
Ebbert,  Jr.,  and  Albert  W.  Snoke. 

The  purpose  of  this  Committee  is  to  continue  and 
strengthen  the  historic  close  relationship  between  the  Con- 
necticut State  Medical  Society  and  the  Yale  University 
.School  of  Medicine  and  to  further  the  effectiveness  of  the 
undergraduate  and  graduate  programs  of  medical  education. 

Again,  this  year,  the  question  of  establishing  a Student 
AMA  Chapter  at  the  Yale  School  of  Medicine  has  been 
discussed.  Previous  efforts  to  establish  a chapter  were  re- 
viewed and  it  was  decided  that  intensive  efforts  be  employed 
to  accomplish  this  end. 

Discussion  took  place  about  The  Yale-New  Haven  Med- 
ical Center  arrangement  as  proposed.  It  will  expedite  teach- 
ing facilities  for  undergraduate  and  graduate  students. 

Plans  for  development  of  the  minor  specialties  as  der- 
matology and  allergy  are  under  way. 

Plans  for  improvement  of  the  post  graduate  courses  given 
to  physicians  are  underway.  More  practical  and  less  pre- 
cbnical  subjects  will  be  offered.  Falling  off  in  attendance 


during  the  past  year  has  been  noted.  This  is  probably  due 
to  better  teaching  programs  now  offered  by  the  hospital. 

Plans  for  the  Clinical  Congress  in  September  were  re- 
viewed and  an  arrangement  similar  to  last  year’s  program 
will  be  used. 

Respectfully  submitted, 
Walter  I.  Russell 


REPORT  OF  THE  BOARD  OF  DIRECTORS  AND 
PROFESSIONAL  POLICY  COMMITTEE  OF 
CONNECTICUT  MEDICAL  SERVICE 

Board  of  Directors — Connecticut  Medical  Service 
Henry  A.  Archambault  Louis  F.  Middlebrook 

Creighton  Barker  Thomas  P.  Murdock 

Thomas  J.  Danaher  Walter  I.  Russell 


Professonal  Policy  Co7mnittee  of  Connecticut  Medical 


Service 


Henry  A.  Archambault 
Orpheus  J.  Bizzozero 
William  H.  Curley,  Jr. 
Thomas  J.  Danaher 


Thomas  M.  Feeney 
Louis  F.  Middlebrook 
Robert  G.  Reynolds 
Walter  I.  Russell 


Edward  J.  Whalen 


Copies  of  the  Annual  Report  of  CMS  have  been  widely 
distributed  so  details  of  the  operation  of  the  plan,  and  the 
financial  status  will  not  be  covered  in  this  report. 

1953  has  been  a year  of  crisis  and  far-reaching  changes 
for  CMS.  In  July  we  received  notice  from  Connecticut 
Hospital  Service,  Inc.,  that  it  was  invoking  the  ninety-day 
clause  in  our  Agency  Agreement,  and  as  of  October  21, 
1953,  would  no  longer  carry  out  the  functions  of  the  agree- 
ment. The  members  of  the  House  are  well  acquainted  with 
the  details  of  this  separation  as  articles  have  been  published 
in  the  Physicians'  Bulletin  and  the  Connecticut  State  Med- 
ical Journal  and  it  has  been  discussed  at  the  County  Asso- 
ciation Meetings — therefore,  it  is  not  necessary  to  review 
this  subject  in  this  report. 

We  were  fortunate  to  obtain  competent  key  personnel, 
and  under  the  able  administration  of  Dr.  William  H.  Hor- 
ton, we  have  efficiently  taken  over  the  entire  operation 
of  CMS  at  our  new  home  office  at  205  Whitney  Avenue. 

At  the  Annual  Meeting  in  May,  1953,  the  House  of  Dele- 
gates approved  a change  in  the  CMS  contract  to  the  effect 
that  diagnostic  X-rays  in  physicians’  offices  on  a ten  dollar 
deductible  basis  would  be  covered  and  that  there  would 
also  be  a selective  change  in  the  fee  schedule  with  a con- 
comitant increase  in  the  premium. 

Due  to  the  fact  that  CMS  had  to  assume  the  duties  that 
Connecticut  Blue  Cross  had  been  carrying  on  for  us,  the 
Board  of  Directors  of  CMS  postponed  the  revision  of  the 
contract  that  was  intended  to  go  into  effect  on  January  i, 
1954- 

In  spite  of  the  numerous  problems  we  had  to  face,  fur- 
ther thought  was  given  to  the  revision.  It  was  finally  de- 
cided that  there  should  be,  in  addition  to  the  X-ray  cover- 
age, a more  comprehensive  revi.sion  of  the  fee  schedule 
with  a larger  increase  in  the  premium  and  also  an  increase 
in  the  service  benefit  level. 

The  proposed  revisions  of  the  contract  were  presented  to 
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the  House  of  Delegates  of  the  Connecticut  State  Medical 
Society  at  the  meeting  of  December  9,  1953.  At  that  meet- 
infif,  one  of  the  delegates  (Dr.  Nolan)  stated,  and  I quote 
from  the  minutes,  “I  believe  every  single  man  who  has 
signed  up  with  CMS  is  entitled  to  look  at  this  contract  and 
see  whether  he  wants  it  or  not.”  Dr.  Nolan  then  made  this 
motion  that  was  passed  by  the  House,  “That  this  whole 
problem  be  tabled  and  be  referred  to  each  individual  physi- 
cian that  has  a CMS  contract  and  then  report  it  back 
to  the  Annual  Meeting.” 

In  view  of  this  action,  the  Professional  Policy  Committee 
of  CMS  decided  that  a referendum  be  conducted  among 
the  participating  physicians.  All  the  participating  physicians 
have  seen  the  results  of  the  referendum  which  indicated  an 
overwhelming  support  for  the  new  contract.  In  view  of  the 
results  of  the  referendum,  and  due  to  the  fact  that  the 
timing  of  a new  contract  is  fully  as  important  as  its  con- 
tents, it  was  decided  by  CMS  to  go  ahead  and  offer  the 
revised  contract.  We  now  have  approximately  125,000  mem- 
bers enrolled  under  this  new  contract. 

Our  present  contract  will  continue  to  be  in  force  and 
will  be  known  as  the  Standard  Contract;  the  revised  con- 
tract will  be  known  as  the  Preferred  Contract.  All  sub- 
scribers of  CMS  will  have  the  opportunity  to  continue 
under  the  Standard  Contract  or  transfer  to  the  Preferred 
Contract. 

All  participating  physicians  have  received  copies  of  the 
new  contract  and  the  new  Physicians’  Handbook;  therefore, 
the  details  of  the  new  contract  will  not  be  included  in  this 
report. 

CMS,  during  the  year,  has  successfully  met  the  crisis 
of  having  to  take  over  complete  operation  of  the  plan 
without  injuring  its  services  to  either  the  subscriber  or  the 
physician.  Also,  it  has  been  able  to  get  into  operation  the 
Preferred  Contract  that  will  better  serve  both  the  people 
of  Connecticut  and  the  participating  physicians.  This  has 
meant  considerable  activity  by  the  persons  who  have  the 
responsibility  for  administration  but  it  could  not  have  been 
accomplished  without  the  interest  and  cooperation  of  two 
thousand  participating  physicians. 

Respectfully  submitted, 
Thomas  J.  Danaher 


REPORT  OF  THE  COMMITTEE  REPRESENTING 
THE  SOCIETY  ON  THE  BOARD  OF  DIRECTORS 
OF  CONNECTICUT  HOSPITAL  SERVICE 

Edward  J.  Whalen,  Chairman 
This  Society  has  had  close  relations  with  Connecticut 
Blue  Cross  ever  since  it  was  founded  in  1937-  In  the  devel- 
opmental days,  advice  and  counsel  of  the  Society  was  freely 
sought.  Later,  at  a time  when  Blue  Cross  needed  substantial 
support  before  the  public  the  By-Laws  of  the  Corporation 
were  amended  to  give  the  State  Medical  Society  the  privi- 
lege of  naming  three  members  of  the  Board  of  Directors, 
and  this  has  been  done  for  several  years.  Each  year  the 
Council  named  three  members  of  the  Society  to  serve  as 
directors  and  contribute  to  the  Board  the  kind  of  guidance 
that  could  come  only  from  physicians.  A member  of  the 
Society  served  as  Secretary  of  the  Corporation  for  three 
years. 


Late  in  1953  it  became  apparent  that  no  good  purpose 
would  be  served  by  having  interlocking  boards  of  directors 
of  Connecticut  Hospital  Service  and  Connecticut  Medical 
Service  and  Dr.  Danaher  and  Dr.  Barker,  two  of  the  Soci- 
ety’s representatives  on  the  Blue  Cross  Board,  resigned  from 
it.  Dr.  Edward  Kirschbaum  and  Dr.  Albert  Snoke  were 
named  by  the  Council  to  fill  the  vacancies  so  created.  The 
resignations  of  Dr.  Danaher  and  Dr.  Barker  were  not  ac- 
knowledged by  Blue  Cross,  nor  were  Dr.  Kirschbaum  and 
Dr.  Snoke  appointed  to  the  Board.  At  about  that  time  the 
Board  of  Directors  of  Blue  Cross  amended  its  By-Laws  and 
cut  the  number  of  directors  from  thirty-one,  to  twelve  and 
canceled  the  privilege  of  the  Medical  Society  and  the  Hos- 
pital Association  to  make  nominations.  Soon  thereafter  I 
was  notified  that  my  membership  on  the  Board  had  termin- 
ated. 

Thus  ends  a long  and  useful  association  between  this 
Society  and  Connecticut  Hospital  Service. 

Respectfully  submitted, 
Edward  J.  Whalen 


REPORT  OF  THE  JOINT  CONFERENCE  COM- 
MITTEE WITH  THE  CONNECTICUT 
PHARMACEUTICAL  ASSOCIATION 

Barnett  Greenhouse,  Chairman 
Martin  I.  Hall  Fritz  M.  Meyer 

Benjamin  Katzin  Louis  Soreff 

Walter  J.  Keefe  William  V.  Wener 

The  Committee  has  been  regular  in  its  meetings,  main- 
taining interest  in  its  proceedings  and  activities  and  foster- 
ing friendly  relations  with  the  Connecticut  Pharmaceutical 
Association. 

Recently  this  Committee  has  been  enlarged  to  include  a 
representation  from  the  Connecticut  State  Dental  Associa- 
tion with  the  aim  of  maintaining  professional  relations 
among  the  three  associations.  This  new  departure  is  being 
looked  upon  with  some  interest  and  brings  with  it  new 
possibilities  for  interprofessional  relations. 

The  Sub-Committee  on  Foods,  Drugs,  Cosmetics  and  De- 
vices is  continuing  its  meritorious  service  to  our  state  in 
its  deliberations  and  evaluation  of  items  brought  to  its 
attention  in  the  above  categories.  Dr.  Hugh  Dwyer  is  the 
current  chairman  and  Dr.  Harry  J.  Fisher  continues  as  its 
able  secretary. 

Respectfully  submitted, 
Barnett  Greenhouse 

REPORT  OF  THE  ADVISORY  COMMITTEE  TO 
THE  WOMAN’S  AUXILIARY 

Thomas  M.  Feeney,  Chairman 
Morton  Arnold  Hyman  A.  Levin 

Barnett  P.  Freedman  Frank  L.  Poliro 

Winfield  O.  Kelley  Alfred  Sundquist 

At  its  semi-annual  meeting  on  November  10,  1953,  the 
Woman’s  Auxiliary  to  the  State  Medical  Society  fittingly 
observed  its  tenth  anniversary.  This  Itappy  occasion  was 
celebrated  in  the  presence  of  Airs,  i.eo  J.  Scliafcr,  President 
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of  the  Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation. Your  chairman  was  invited  to  this  meeting  and 
had  the  opportunity  of  bringing  the  greetings  and  thanks 
of  the  doctors  of  the  state  to  the  Woman’s  Auxiliary  for 
their  devoted  efforts  in  our  behalf. 

Vigorous  and  resourceful  women  have  devoted  themselves 
to  the  interests  of  the  doctors.  Pleasant  and  close  coopera- 
tion has  been  maintained  during  the  past  year  between  Mrs. 
Dewey  Katz,  President  of  the  State  Auxiliary  and  your 
chairman.  Our  efforts  have  been  expended  in  exploring  and 
advising  ways  and  means  whereby  the  working  association 
between  the  two  organizations  will  be  most  fruitful.  Special 
effort  has  been  made  along  these  lines  with  regard  to  Civil 
Defense,  Legislation  and  School  Health. 

Appreciation  on  our  part  for  the  hard  work  and  dedica- 
tion of  the  Auxiliary  to  the  doctors’  needs  could  be  readily 
shown  if  each  physician  would  subscribe  to  the  worthwhile 
health  information  organ  of  the  American  Adedical  Asso- 
ciation, namely,  “Today  Health.”  If  doctors  would  sub- 
scribe to  this  magazine  and  prominently  display  it  in  their 
homes  or  waiting  rooms,  they  would  obtain  some  of  the 
better  public  relations  that  the  medical  profession  sorely 
needs  today;  furthermore,  the  Woman’s  Auxiliary  would 
be  assured  that  the  doctors  of  the  state  are  working  effec- 
tively to  promote  one  of  the  major  objectives  of  the 
Woman’s  Auxiliary  to  the  State  Adedical  Society. 

Respectfully  submitted, 
Thomas  Ad.  Feeney 


REPORT  OF  THE  COMMITTEE  ON 
NATIONAL  LEGISLATION 

D.  Olan  Adeeker,  Chairnmn 

Charles  T.  Schechtman  Frank  H.  Couch 

Edward  P.  AVhite  Joseph  Fiorito 

1 homas  .Ad.  Feeney  Creighton  Barker 

Henry  Aderriman 

Chairman,  Committee  on  State  Legislation 

The  83rd  Congress  convened  January  3,  1953  and  ad- 
journed sine  die  August  3,  1953.  During  that  period  10,695 
legislative  measures  were  introduced  in  the  Senate  and 
House.  All  of  these  were  carefully  screened  by  the  Wash- 
ington office  of  the  American  Adedical  Association  and  274 
were  analyzed  and  reported.  These  bills  were  then  studied 
by  the  Committee  on  Legislation  of  the  AAdA  and  in  most 
cases  approved  or  opposed  by  the  Board  of  Trustees  of  the 
AMA.  A few  bills  were  too  recent  for  review  by  the  Board 
of  Trustees. 

It  is  gratifying  to  report  again  this  year  that  several  meas- 
ures in  Congress  which  received  the  approval  and  support 
of  the  AMA  were  enacted.  No  legislation  completely  op- 
posed by  the  AMA  was  enacted. 

There  were  10  measures  of  interest  to  physicians  enacted 
into  law  during  the  first  half  of  the  83rd  Congress.  They 
are  as  follows: 

I.  Of  34  measures  introduced  on  Veterans’  legislation 
f)uly  one  became  law  (HR5636).  This  lengthened  the 


presumption  of  service  connection  for  all  types  of  tuber- 
culosis to  3 years  following  military  service. 

2.  An  investigation  of  the  A-’^eterans  Administration  by  the 
House  Veterans  Affairs  Committee  (HR34).  An  appropria- 
tion of  $50,000  was  voted. 

3.  Of  25  proposals  dealing  with  military  medicine,  10 
were  incorporated  in  the  amended  “Doctor-Draft”  act.  This 
act  as  amended  was  e.xtended  2 years  to  July  i,  1955,  in- 
cluding an  extension  of  the  $100  a month  equalization 
pay  for  physicians  and  dentists. 

4.  14  bills  were  introduced  to  reorganize  the  executive 
department  of  the  government;  5 became  public  law.  One, 
FIJR223,  created  the  reorganization  of  the  Federal  Security 
Agency  into  the  Department  of  Health,  Education  and 
VA’clfarc  and  became  Public  Law  13  on  April  i,  1953. 

5.  A new  “Hoover”  commission  on  re-organization  of 
the  executive  branch  of  the  government  was  created. 

6.  A Commission  on  Intergovernmental  Relations  became 
Public  Law  109  on  July  lo,  1953. 

7.  Drugs  and  drug  addiction  were  the  subject  of  10  bills. 
Six  of  these  were  concerned  with  factory  inspection  by 
agents  of  the  federal  food  and  drug  administration.  They 
became  Public  Law  217. 

8.  The  Hill-Burton  Hospital  Construction  Act  was  ex- 
tended till  1957  as  Public  Law  151. 

9.  Senator  Hunt  in  Si 515  proposed  to  give  authority  to 
certain  western  states  to  form  an  interstate  commission  for 
jointly  supporting  higher  education  without  federal  finan- 
cial participation.  It  could  include  medicine  and  dentistry. 
This  became  Public  Law  226. 

10.  The  appropriation  ceiling  was  removed  from  the 
National  Science  Foundation  under  Public  Law  223. 

There  were  two  major  set-backs  during  the  second  half 
of  the  83rd  Congress.  One  was  the  defeat  of  the  so-called 
“Bricker  Amendment”  by  one  vote.  The  reason  Senator 
Bricker’s  name  is  used  is  that  he  was  first  on  the  list  of 
64  Senators  who  collectively  proposed  the  amendment. 
Unfortunately,  our  two  Senators,  Prescott  Bush  and  AVil- 
liam  Purtell  voted  against  the  adoption  of  this  amendment. 
Both  of  them  were  original  proposers.  In  the  past  they 
have  voted  for  some  treaty  control  legislation  thus  indicat- 
ing their  belief  in  some  form  of  an  amendment. 

Actually,  both  of  these  men  can  be  held  responsible  of 
thwarting  the  desire  of  the  majority  of  their  constituents. 

This  is  neither  the  time  nor  place  to  discuss  the  many 
facets  of  the  Bricker  Amendment.  There  has  been  a great 
deal  of  what  Senator  Bush  has  seen  fit  to  call  “debate  by 
epithet” — an  attempt  to  appeal  to  the  emotions  instead  of 
reason.  Suffice  it  to  say  here  that  the  United  States  was  the 
first  (1787)  instance  of  any  government  declaring  that 
treaties  are  to  be  the  supreme  law  of  the  land.  AVith  a few 
minor  exceptions  all  other  governments  have  not  followed 
our  example.  It  is  not  a requirement  of  international  law 
that  treaties  be  enforced  as  municipal  law  in  the  courts  of 
the  contracting  parties. 

Secondly,  the  difficulty  in  distinguishing  a treaty  from  an 
executive  agreement  and  the  uncertainty  in  stating  what 
executive  agreements  require  Congressional  approval,  make 
it  hard  to  lay  down  a different  set  of  rules  for  executive 
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agreements.  The  Yalta  and  the  Potsdam  Agreements  are 
illustrative  of  executive  agreements  not  ratified  by  Congress. 

As  mo.st  of  you  know,  the  great  danger  in  our  present 
wide  open  position  regarding  treaties  or  executive  agree- 
ments is  that  our  Internal  laws  can  be  controlled  by  other 
nations  or  groups  such  as  the  International  Labor  Organiza- 
tion and  the  United  Nations.  At  the  risk  of  being  redundant 
it  would  seem  wise  to  include  here  the  full  text  of  the 
“Bricker  Amendment”  for  your  study. 

(As  approved  by  the  Judiciary  Committee  of  the  U.  S. 
Senate.) 

A bill  proposing  an  amendment  to  the  Constitution  of  the 
United  States  relating  to  the  legal  effect  of  certain  treaties 
and  executive  agreements. 

Section  i.  A provision  of  a treaty  which  conflicts  with 
this  Constitution  shall  not  be  of  any  force  or  effect. 

Section  2.  A treaty  shall  become  effective  as  internal  la\t' 
in  the  United  States  only  through  legislation  which  would 
be  valid  in  the  absence  of  treaty. 

Section  3.  Congress  shall  have  power  to  regulate  all 
executive  and  other  agreements  with  any  foreign  power  or 
international  organization.  All  such  agreements  shall  be  sub- 
ject to  the  limitations  imposed  on  treaties  by  this  article. 

Section  4.  The  Congress  shall  have  power  to  enforce 
this  article  by  appropriate  legislation. 

Section  5.  This  article  shall  be  inoperative  unless  it  shall 
have  been  ratified  as  an  amendment  to  the  Constitution  by 
the  legislature  of  three-fourths  of  the  several  States  within 
seven  years  from  the  date  of  its  submission. 

As  you  can  see,  it  is  short,  sweet,  and  to  the  point.  A 
President  who  has  no  intention  of  deceiving  Congress  or 
the  Nation  by  executive  agreements  should  not  object  to 
legal  restrictions  xvhich  might  prevent  others  from  doing 
what  he  honorably  would  not  do. 

Fortunately,  on  March  2nd  Senator  Lennon  (D.  N.C.) 
moved  to  reconsider  the  vote  which  defeated  the  Bricker 
Amendment  on  February  27.  As  a result  the  resolution  is 
now  restored  to  the  Senate  calendar  and  can  be  called  up 
for  another  vote  at  any  time. 

The  second  major  set-back  to  physicians  is  that  from  all 
information  available  (February  26,  1954)  the  Jenkins-Keogh 
plan  will  not  be  in  the  Omnibus  Tax  Bill  when  reported. 

So  much  for  what  has  passed.  Now  what  as  to  the  future. 

On  February  13,  1954,  a Regional  Legislative  Conference 
was  held  in  New  York  City  by  the  Committee  on  Legisla- 
tion, AMA.  The  Chairman  was  Dr.  David  B.  Allman  who 
is  Chairman  of  the  Committee  on  Legislation,  AAIA.  The 
purposes  of  the  conference  were  (a)  to  explain  and  perfect 
the  system  used  by  the  Committee  on  Legislation  in  alerting 
key  legislative  personnel  in  situations  requiring  immediate 
contacts  with  members  of  the  Congress,  and  (b)  to  discuss 
the  most  important  medical  issues  to  be  considered  during 
the  Second  Session  of  the  83rd  Congress. 

Under  (a)  there  was  not  much  discussion.  The  plan  of- 
fered consists  of  I.  a key  contact  M,D.  for  each  state,  2. 
a key  contact  M.D.  for  each  Congressional  District,  3.  a 
key  contact  M.D.  for  each  County  and  finally,  4.  local 
key  contact  people  in  each  area.  It  was  stated  that  an 


alternate  in  each  of  the  first  three  categories  is  a “must.” 
That  plan  seems  to  put  quite  a few  “keys”  on  the  ring. 
Sometimes,  with  a ring-full  of  “keys”  it  is  hard  to  pick  out 
the  right  one  to  open  the  front  door,  especially  in  the  dark 
w'hen  fumbling  might  occur. 

In  Connecticut  we  have  anticipated  this  scheme  to  some 
extent  and  have  one  or  more  representatives  of  the  Society 
in  each  Congressional  District  who  are  personal  friends  of 
the  Senators  or  Congressmen. 

It  is  not  too  difficult  to  contact  these  various  key  men 
when  action  is  imperative.  The  big  rub  is  to  know  what  the 
doctors  of  Connecticut  want  so  we  may  advise  our  Legis- 
lators. 

As  Delegates  of  the  State  Society  you  have  surely  read 
the  article  by  Dr.  Creighton  Barker  in  last  month’s  Journal 
on  the  results  of  our  survey  concerning  Social  Security 
and  the  Jenkins-Keogh  Bill.  If  you  happened  to  miss  the 
article  it  will  be  refreshing  for  you  to  learn  that  the  survey 
gave  us  no  information  of  value.  We,  the  House  of  Dele- 
gates of  the  Connecticut  State  Medical  Society,  are  supposed 
to  know  what  our  local  and  county  societies  want  regarding 
various  national  legislation.  We  are  supposed  to  instruct  our 
Delegates  to  the  AMA  House  of  Delegates  how  to  vote. 
It  is  obvious  that  no  such  procedure  occurs.  Actually,  the 
House  of  Delegates  of  AMA  must  usually  decide  its  stand 
on  various  bills  without  any  expression  of  opinion  “back 
home.” 

A survey  of  possible  ways  of  disseminating  information 
and  securing  “grass-roots”  opinions  is  now  under  considera- 
tion. One  of  the  criticisms  heard  at  the  Regional  Legislative 
Conference  was  that  the  Board  of  Trustees  of  the  AMA 
does  not  represent  the  true  feeling  of  the  entire  medical 
profession.  Various  surveys  or  local  ballots  were  mentioned 
as  being  opposite  to  the  decisions  of  the  Board  of  Trustees. 

The  answer  to  that  criticism  is  that  the  Board  of  Trustees 
is  dependent  on  the  House  of  Delegates  and  its  decisions. 
The  individual  Delegates  supposedly  have  been  directed  by 
their  own  State  Society  as  to  the  wishes  of  the  physicians 
in  the  state.  You  have  seen,  however,  that  even  an  attempt 
to  get  information  from  the  individual  doctor  does  not 
always  give  pertinent  results.  Our  own  survey  on  Social 
Security  and  the  Jenkins-Keogh  bill  was  a fiasco. 

The  underlying  fault  is  that  the  average  physician  is  so 
busy  with  his  practice,  family  and  civic  affairs  that  he  does 
not  take  the  time  to  study  the  national  legislative  picture. 
Keeping  up  with  the  national  medical  political  caravan  is 
a tedious,  continuing  job.  Hence,  it  soon  devolves  on  a 
small  group  who  either  are  interested  or  are  compelled  to 
become  interested  because  of  an  appointment  and  a con- 
science. If  any  of  you  have  helpful  suggestions  as  to  how 
we  can  get  decisions  of  the  local  or  countv  levels  please 
advise  us. 

In  closing  I wish  to  thank  those  members  of  the  Com- 
mittee who  attended  the  New  York  Conference  and  the 
entire  Committee  for  their  prompt  response  to  the  last 
minute  alerting  on  both  the  Bricker  Amendment  and  the 
fenkins-Keogh  Bill.  Also  to  Creighton  Barker,  my  sincere 
thanks  for  su[icr\'ising  the  .sur\ev  ami  his  continual  helpful 

Respectfully  sul.mirte.l, 

D.  Olan  Meeker 
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REPORT  OF  THE  COMMITTEE  ON 
STATE  BLOOD  BANK 


REPORT  OF  THE  COMMITTEE  ON 
RURAL  MEDICAL  SERVICE 


R-.ilpli  E.  Kendall,  Chairimm 


Irving  B.  Akerson 
Gerald  J.  Carroll 
Joseph  O.  Collins 
Frederick  B.  Hartman 
Louis  P.  Hastings 
Christie  F.  AIcLeod 


Lincoln  Upper 
Charles  H.  Peckham 
Karl  T.  Phillips 
Victor  G.  H.  Wallace 
Levin  I>.  \Vaters 
Ira  \^.  Hiscock 


June  12,  1954  will  mark  the  fourth  anniversary  of  the 
initiation  of  the  Connecticut  Regional  Blood  Program. 
During  this  period  of  operation  over  a quarter  of  a million 
pints  of  whole  blood  have  been  collected,  processed  and 
distributed  to  the  hospitals  of  the  state.  Great  credit  is  due 
to  the  41  Red  Cross  Chapters  whose  combined  efforts 
largely  on  a volunteer  basis  have  made  the  recruitment  of 
donors  pos.sible  for  this  magnificent  program.  Almost  an 
additional  100,000  pints  have  been  collected  for  the  Army 
and  Navy  for  defense  purposes  and  for  gamma  globulin 
preparation.  In  spite  of  these  unanticipated  demands  on  the 
Program,  the  Chapters  have  been  able  to  meet  the  requests 
of  your  Committee  for  civilian  use  and  each  year  they  have 
attained  the  over-all  quota  that  has  been  requested  of  them. 
'T  here  is  continuously  on  hand  throughout  the  state  approx- 
imately a 14  day  supply  of  whole  blood  which  could  be 
made  immediately  available  in  case  of  disaster.  This  is  on 
the  basis  of  1 2 pints  of  blood  per  year  per  hospital  average 
daily  census,  ff'he  use  of  blood  has  more  than  doubled  in 
the  state  during  this  four  year  period.  It  does  appear  that 
a leveling  off  at  this  high  plateau  is  taking  place. 

Frequent  meetings  of  the  Committee  have  concerned 
themselves  primarily  wdth  the  problems  of  misuse  of  blood 
and  to  this  end  have  recommended  the  establishment  of 
hospital  auditing  committees  made  up  of  the  Blood  Bank 
Chairman  and  staff  members.  This  program  was  outlined 
at  a special  meeting  of  the  Committee  with  the  Blood  Bank 
Chairmen  of  the  various  hospitals. 

The  year  has  seen  the  establishment  of  a supply  of  fresh 
frozen  plasma  for  the  use  of  the  hemophiliac  residents  of 
the  state.  T he  Hemophiliac  Association  has  been  active  in 
providing  us  donors  and  facilities  at  the  Center  for  main- 
taining this  emergency  supply. 

1 he  recurring  problem  of  providing  continuous  and  new 
donors  is  being  more  closely  integrated  by  a recently  estab- 
lished Liaison  Committee  made  up  of  members  of  the  Red 
Cross,  Connecticut  Hospital  Association  and  members  ap- 
pointed by  the  Blood  Bank  Committee. 

While  blood  expanders  of  various  kinds  continue  to 
appear,  there  has  been  no  satisfactory  substitute  so  far 
developed  for  whole  blood  transfusion.  Relatively  safe 
blood  plasma  and  serium  albumin  is  now  available  as  a 
by-product  of  the  transfusion  program. 

~l  he  constant  and  continuing  need  for  donor  recruitment 
is  of  paramount  importance  and  the  efforts  of  the  Red  Cross 
should  be  actively  supported  by  all  members  of  our  Society. 

Respectfully  submitted, 
Ralph  E.  Kendall 


Norman  H.  Gardner,  Chairman 
Finos  J.  O'Connell  William  H.  Upson 

James  11.  Inkster  Gaert  S.  Gudernatch 

F'rederick  A.  Beardsley  William  H.  Pomeroy 

T he  Committee  on  Rural  Medical  Service  had  its  greatest 
success  this  year  with  the  exhibits  at  the  State  Fairs.  In  this 
work  we  were  greatly  aided  by  the  work  of  the  Woman’s 
Auxiliary  to  the  State  Medical  Society  and  for  this  we  are 
grateful.  We  also  wish  to  gratefully  acknowledge  the  help 
given  by  Mr.  James  Burch.  It  is  our  opinion  that  such  work 
has  great  public  relations  value,  and  for  this  reason  we  in- 
tend to  continue  it. 

The  Committee  feels  an  interest  in  the  undoubted  fact 
that  more  and  more  people  appear  to  be  leaving  cities  and 
going  into  rural  areas.  It  is  our  feeling  that  this  may  in 
time  dislocate  the  baalnce  of  medical  care  in  the  State. 

Lay  peo})le  are  becoming  more  and  more  interested  in 
good  health.  It  is  becoming  more  and  more  common  for 
various  groups  to  council  together  in  an  effort  to  improve 
the  health  and  medical  care  in  a community.  It  is  our  sin- 
cere hope  that  the  local  doctor  will  give  his  utmost  co- 
operation to  any  such  effort.  Nothing  can  take  the  place 
of  good  sound  medical  guidance. 

Respectfully  submitted, 
Norman  H.  Gardner 


REPORT  OF  THE  DELEGATES  TO  THE  COUNCIL 
OF  THE  NEW  ENGLAND  STATE  MEDICAL 
SOCIETIES 

Whlliam  H.  Horton  Cole  B.  Gibson 

Creighton  Barker 

Your  delegate  was  present  at  the  two  meetings  of  the 
Council  of  the  New  England  State  iMedical  Societies  which 
were  held  in  Boston  since  the  last  annual  meeting. 

The  meetings  were  well  attended  and  many  topics  were 
discussed  which  were  of  mutual  interest  to  physicians  in 
the  New  England  area.  Some  of  the  more  important  mat- 
ters considered  were:  the  desirability  and  feasibility  of 
establishing  regional  medical,  dental  and  veterinary  facili- 
ties to  provide  increased  training  opportunities  in  those 
professions  for  the  youth  of  the  New  England  area;  a 
detailed  study  of  the  extent  of  the  practice  of  osteopathic 
healing  in  the  New  England  states,  and  physicians  place- 
ment jmograms. 

At  the  November  meeting  a resolution  was  passed  as  a 
memorial  to  Doctor  Howard  who  had  been  President  and 
a leading  figure  in  the  Council  of  the  New  England  State 
.Medical  Societies.  Doctor  Creighton  Barker  served  as  an 
alternate  to  Doctor  Howard  at  the  November  meeting  and 
ably  presented  the  notable  steps  which  the  Connecticut 
State  iMedical  Society  has  made  in  physician  placement  as 
well  as  the  relatively  satisfactory  situation  which  exists  in 
Connecticut  regarding  osteopathic  practice. 
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[t  seems  apparent  that  the  Council  of  the  New  Engrland 
State  Medical  Societies  offers  a forum  for  discussion  of 
important  medical  matters  of  mutual  interest  to  New  Eng- 
land physicians  that  thus  far  has  been  utilized  only  to  a 
minimal  degreee. 

Respectfully  submitted, 
William  H.  Horton 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
CARE  OF  VETERANS 

Samuel  B.  Rentsch,  Chairman 

Egbert  M.  Andrews  Norton  Canfield 

Joseph  J.  Bruno  Joseph  N.  D’Esopo 

George  A.  Buckhout  Benjamin  M.  Shenker 

ji 

Excellent  cooperation  between  physicians  and  the  Veter- 
: ans  Administration  in  the  Connecticut  Home-Town  Aled- 
ical  Care  Program  for  V^eterans  has  been  evident  through- 
: out  the  year. 

I No  grievances  were  brought  before  the  committee,  either 
I by  physicians,  representatives  of  the  Veterans  Administra- 
tions, or  individual  veterans. 

I The  number  of  physicians  enrolled  in  the  program  in- 
I creased  to  1 500  during  the  year,  as  compared  to  approxi- 
j mately  1350  physicians  last  year.  This  represents  a more 
! than  three-fold  expansion  of  physician  participation  since 
I the  plan  was  initiated  in  1946  with  approximately  400 
1 physicians  enrolled  at  that  time. 

Our  veteran  population  also  has  grown  and  is  now  esti- 
mated at  approximately  310,000,  an  appreciable  increase  over 
1 the  275,000  veterans  residing  in  Connecticut  following 
^ World  War  II. 

During  the  fiscal  year  July  i,  1952,  through  June  30, 
1953,  14,508  Connecticut  veterans  received  treatment  for 
I service-connected  disabilities  by  physicians  participating  in 
j the  program.  Total  treatments  number  29,437,  ^t  a cost  of 
$148,877.  An  average  of  1209  individuals  were  treated  per 
month.  They  received  an  average  of  2,453  treatments  each 
I month  at  an  average  monthly  cost  of  $[2,406. 

Meetings  of  the  committee  were  held  on  four  occasions 
I to  coordinate  procedures  and  to  negotiate  the  contractual 
: arrangements  with  the  Veterans  Administration  under 
which  the  program  operates. 

Officers  of  the  Hartford  Regional  VA  Office,  Colonel 
, Harry  T.  Wood,  Manager;  Dr.  Erancis  J.  Ryan,  Chief 
Medical  Officer,  and  William  H.  Feery,  Medical  Adminis- 
! tration  Officer,  have  spent  considerable  time  assisting  the 
committee  in  administrative  matters  and  this  has  been  most 
’ helpful. 

Alembers  of  the  committee  attended  two  conferences  with 
officers  of  the  State  Medical  Society  and  the  American 
‘ Legion.  These  conferences  were  held  to  explore  the  aspects 
of  proposals  to  curtail  VA  hospital  care  for  veterans  whose 
disabilities  are  not  connected  with  their  miiltary  service.  A 
I resolution  embodying  such  a proposal  was  adopted  by  the 
American  Medical  Association’s  House  of  Delegates  at  its 
! annual  meeting  in  New  York  last  June. 

1 Three  conferences  sponsored  by  the  American  Medical 
1 Association  on  this  same  subject  also  were  attended  by 


committee  members.  The  first  of  these  was  a national  con- 
fe  rence  of  state  committee  chairmen  in  Chicago,  September 
I,  1953.  This  was  followed  by  two  regional  conferences, 
for  committee  members  and  medical  association  officers,  one 
in  New  York  on  November  13,  1953,  the  other  in  Boston 
on  /March  28,  1954. 

There  has  been  sufficient  publicity  concerning  this  sub- 
ject in  recent  months  to  make  it  quite  obvious  that  sharp 
disagreements  exist. 

Officers  of  the  American  Legion  contend  that  adoption 
of  the  AMA  proposal  would  wreck  the  present  system  of 
medical  care  for  veterans  because  veteran  hospitals  would 
lose  a large  number  of  general  medical  and  surgical  cases 
in  the  non-service-connected  category,  with  consequent 
impairment  of  residency  training  programs.  This  would 
bring  about  a decline  in  the  organization  and  competence 
of  VA  medical  staffs,  it  is  contended,  thus  adversely  affect- 
ting  the  care  of  veterans  with  service-connected  disabilities. 

Representatives  of  the  American  Medical  Association’s 
Committee  on  Federal  Medical  Services  have  declared  that 
the  stand  adopted  by  the  AMA  House  of  Delegates  does 
not  mean  depriving  veterans  of  adequate  care,  but  envisions 
the  expansion  of  local  hospital  and  medical  facilities  which 
would  also  provide  better  care  for  other  community  resi- 
dents. It  is  acknowledged  that  any  such  transfer  of  respon- 
sibility must  evolve  gradually  because  of  the  time  that 
would  be  required  to  plan  and  develop  additional  local 
facilities. 

These  are  only  two  of  the  specific  differences  of  opinion 
that  surround  this  intricate  subject.  Your  committee  has 
studied  the  available  statistics,  survey  reports  and  other 
material,  but  feels  further  study  is  necessary.  Therefore,  no 
recommendation  is  made  at  this  time. 

Information  concerning  many  aspects  of  the  issue  has 
recently  been  made  available  in  a handbook  published  by 
the  American  Medical  Association  and  copies  may  be  ob- 
tained at  the  office  of  the  State  Medical  Society.  As  addi- 
tional material  is  made  available,  this  information  program 
will  be  expanded. 

A variety  of  interpretations  have  been  noted  concerning 
the  action  taken  by  the  AMA  House  of  Delegates  and  it 
may  therefore  be  pertinent  to  restate  its  essential  terms. 

The  action  constituted  adoption  of  a recommendation 
contained  in  the  report  of  the  Reference  Committee  on 
Insurance  and  Medical  Service  and  originally  embodied  in 
a report  of  the  Special  Committee  on  Federal  Medical  Serv- 
ices, as  follows; 

“Your  committee  recommends  with  respect  to  the 
provision  of  medical  care  and  hospitalization  benefits  for 
veterans  in  Veterans  Administration  and  other  federal 
hospitals  that  new  legislation  be  enacted  limiting  such 
care  to  the  following  two  categories: 

(a)  Veterans  with  peacetime  or  wartime  service 
whose  disability  or  diseases  are  service-incurred  or  ag- 
gravated; and 

(b)  Within  the  limits  of  existing  facilities  to  veterans 
with  wartime  service  suffering  from  tuherculosis  or 
psychiatric  or  neurological  disorders  of  non-scrvice- 
connected  origin,  who  are  unable  to  defray  the  expenses 
of  necessary  hospitalization. 
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Your  committee  recommends  that  the  provision  of 
medical  care  and  hospitalization  in  Veterans  Administra- 
tion hospitals  for  the  remaining  group  of  veterans  with 
non-service-connected  disabilities  be  discontinued  and 
that  the  responsibility  for  the  care  of  such  veterans  revert 
to  the  individual  and  the  community,  where  it  rightfully 
belongs. 

The  recommendation  of  the  Committee  with  respect 
to  the  treatment  of  veterans  with  tuberculosis  and  neuro- 
psychiatric  disorders  of  non-service  origin  in  federal  hos- 
pitals is  believed  necessary  at  this  time  because  of  the 
inadequacy  of  local  facilities  designed  to  provide  treat- 
ment for  all  such  cases.  It  is  the  feeling  of  the  committee, 
however,  that  the  entire  question  of  whether  the  care  of 
these  patients  is  a local  or  a federal  responsibility  must 
be  reanalyzed  by  the  Congress.  The  rapidly  expanding 
veteran  population  and  the  need  for  facilities  for  the 
remainder  of  our  citizens  afflicted  with  these  diseases 
suggests  that  community  facilities  must  be  developed  un- 
der state  or  local  administration  for  the  benefit  of  all. 
Preferential  treatment  for  veterans  with  these  non-service- 
connected  disabilities  cannot  be  continued  indefinitely, 
in  view  of  its  detrimental  effect  on  the  health  and  the 
economy  of  the  entire  nation.” 

The  committee  extends  since  appreciation  to  all  partici- 
pating physicians  for  their  active  cooperation  in  the  Con- 
necticut program. 

Respectfully  submitted, 

Samuel  B.  Rentsch 

REPORT  OF  THE  COMMITTEE  ON  THE  CARE 
OF  THE  CHRONICALLY  ILL 

.Martin  Heinemann,  Chairman 
Richard  I.  Barstow  James  S.  Missett 

Sidney  Drobnes  Afichael  S.  Shea 

Chester  W.  Fairlie,  Jr.  Harold  E.  Speight 

Alexander  J.  Tutles 

The  organization,  coordination  and  expansion  of  facilities 
available  in  our  State  for  the  care  of  the  chronically  ill  is 
promoted  by  various  agencies  under  the  chairmanship  of 
individuals  with  specialized  qualifications. 

Our  Committee  would  like  to  participate  in  the  solution 
of  these  technical  and  legislative  problems  as  required  but 
to  concern  itself  primarily  with  professional  and  educational 
needs. 

Regular  meetings  of  the  committee  members  about  every 
two  months  were  planned.  It  was  decided,  as  a beginning, 
to  collect  data  regarding  the  most  common  cause  for 
chronic  disability  in  the  aged:  Cerebral  Vascular  Accidents. 
Such  information  obtained  from  various  institutions  should 
permit  comparisons  and,  it  is  hoped,  initiate  a program  of 
activites  best  suited  to  the  background  and  interests  of  the 
members  of  this  committee. 

We  are  fortunate  to  have  available  the  very  competent 
and  most  generously  given  experience  of  Doctor  Sidney 
Shindell,  A'ledical  Director  of  the  Commission  for  the 
Chronically  111,  Aged  and  Infirm. 

Respectfully  submitted, 

Martin  Heinemann 


REPORT  OF  THE  COMMITTEE  TO  STUDY 
MATERNAL  MORTALITY  AND  MORBIDITY 


Carl  E.  Johnson,  Chairman 
Eric  11.  Blank  A.  Rccke  Robertson 

Bernard  F.  Alann,  Jr.  AV.  Leslie  Smith 

Norman  C.  Alargolius  lioyt  C.  Favlor 

Hugh  K.  Aliller  Archibald  W.  I homson,  Jr. 

Charles  H.  Peckham  Stanley  B.  Weld 

Elizabeth  C.  Wells 


1 he  Committee  to  Study  Alaternal  Alortality  and  Alor- 
bidity  of  the  Connecticut  State  Afedical  Society  held  5 
regular  meetings  during  1953,  all  of  which  were  well  at- 
tended. 

The  committee  held  one  joint  meeting  in  January,  1953, 
with  the  Committee  on  Neonatal  Mortality  of  the  Connect- 
icut State  Afedical  Society.  At  this  meeting  it  was  decided 
that  neonatal  mortality  cases  in  which  there  are  obstetrical 
factors  involved  in  the  outcome  of  the  case  should  be  re- 
ferred to  the  Committee  to  Study  Afaternal  Alortality  and 
Alorbidity.  There  was  a total  of  10  neonatal  mortality 
cases  reviewed  by  the  Committee  to  Study  Maternal  Afor- 
tality  and  Alorbidity  during  the  year  1953. 

One  open  session  was  held  in  the  Farnam  Amphitheater 
at  Yale  University  School  of  Aledicine  on  November  17, 
1953,  at  which  time  2 cases  of  maternal  mortality  were 
presented  for  discussion  to  AAle  Afedical  students.  The  ses- 
sion was  well  attended,  and  there  was  thoughtful  discussion 
on  the  part  of  the  students. 

In  the  Alay,  1953,  Connecticut  State  Medical  Journal 
(page  429),  the  committee  published  a list  of  normal  and 
major  obstetrical  procedures.  This  list  was  prepared  with 
the  hope  of  providing  assistance  to  hospitals  of  the  state 
that  were  interested  in  setting  up  a standard  for  obstetrical 
procedures  for  which  consultation  should  be  required.  The 
list  is  the  composite  result  of  suggestions  received  from  the 
various  obstetrical  departments  established  and  operating 
in  the  general  hospitals  in  Connecticut. 

The  work  of  this  committee  since  its  inception  has  been 
primarily  concerned  with  the  review  of  maternal  mortality 
cases  and  the  introduction  of  methods  which  might  reduce 
the  maternal  mortality  rate.  This  year  with  the  maternal 
mortality  rate  0.2  per  thousand  live  births,  the  committee 
recognized  that  it  is  now  time  for  the  committee  to  comply 
with  its  full  title  and  to  begin  a study  of  maternal  mor- 
bidity. It  was  the  decision  of  the  committee  that  toxemia 
morbidity  should  be  studied  first  since  toxemia  is  the  leading 
cause  of  maternal  death  and  more  knowledge  of  toxemia 
should  help  in  reducing  the  number  of  deaths  due  to  toxe- 
mia. Because  the  problem  was  recognized  to  be  of  consider- 
able magnitude  a subcommittee  on  toxemia  was  appointed 
with  Hugh  K.  Aliller,  m.d.,  chairman.  The  subcommittee 
had  its  first  meeting  on  June  10,  1953.  The  work  of  this 
committee  began  with  the  review  of  cases  of  maternal  mor- 
tality due  to  toxemia  which  had  been  referred  to  the  sub- 
committee on  toxemia  by  the  Committee  to  Study  Alaternal 
Mortality  and  Alorbidity.  A meeting  was  held  in  October, 
November,  and  December.  At  the  December  9,  1953  meet- 
ing selected  cases  of  toxemia  morbidity  were  discussed  and 
a form  was  prepared  to  be  sent  with  a covering  letter  to 
all  maternity  hospitals  in  the  state  with  the  request  that  this 
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form  be  completed  for  eacli  case  of  toxemia  complicating; 
pregnancy  and  that  the  form  should  be  returned  to  the 
Bureau  of  Maternal  and  Child  Hygiene  of  the  Connecticut 
State  Department  of  Health.  From  this  form  it  is  hoped 
that  more  will  be  learned  about  the  incidence  of  toxemia 
in  Connecticut.  A number  of  the  cases  reported  will  be 
reviewed  by  the  subcommittee  on  toxemia.  From  informa- 
tion which  has  been  gathered  from  other  individuals  in 
other  states,  this  is  the  first  attempt  that  has  been  made  by 
any  state  to  study  maternal  morbidity. 

The  program  for  making  fibrinogen  available  to  hospitals 
has  been  continued  and  the  supply  of  fibrinogen  available 
to  Connecticut  hospitals  has  been  increased.  Toward  the 
end  of  1953  through  the  Cutter  Laboratories  fibrinogen  has 
been  made  available  commercially. 

The  committee  has  long  recognized  the  need  of  the 
assistance  of  a pathologist  on  this  committee.  This  year 
Bernard  F.  iMann,  Jr.,  vi.n..  Pathologist,  has  been  appointed 
as  a member  of  the  committee. 

I'he  committee  realizes  a great  loss  in  the  death  of  Joseph 
Howard,  m.o.,  whose  work  as  chairman  of  the  committee 
in  its  early  years  laid  the  foundation  for  the  present  high 
level  of  obstetrical  care  given  to  Connecticut  patients. 

Respectfully  submitted, 

Carl  E.  Johnson 


REPORT  OF  THE  STUDENT  MEMBERSHIP 
COMMITTEE 

A'lorris  P.  Pitock,  Chamnan 
William  F.  Bauer,  Jr.  William  H.  Lohman 

AVilliam  E.  Bloomer  Allan  K.  Poole 

Nathaniel  Kenigsberg  Arthur  C.  Unsworth 

John  B.  Wells 

Executive  Secretary  of  Society 

Your  committee  on  Student  Adembership  has  been  com- 
pletely inactive  since  its  last  report  to  you  because  circum- 
stances were  unfavorable  in  the  matter  of  any  activity  at 
Yale  Medical  School. 

Since  the  change  of  administration  at  the  Medical  School, 
it  was  thought  that  the  new  Dean  would  be  more  coopera- 
tive in  an  approach  to  the  students.  However,  the  oppor- 
tunity for  such  an  approach  presented  itself  only  at  this 
late  date.  On  Tuesday  evening,  March  16,  1954,  Adr.  Russell 
Staudacher,  of  the  Student  American  Medical  Association 
SAAdA  arrived  from  Chicago  to  address  such  students  as 
would  be  sufficiently  interested  in  SAAdA  activities  to 
appear  at  a 5 p.  m.  meeting.  Your  Chairman  and  Dr.  Nathan- 
iel Kenigsberg,  a member  of  your  committee  were  present 
at  this  meeting.  Dean  Vernon  Lippard  and  Assistant  Dean 
Thomas  R.  Forbes  were  also  present. 

Adr.  Staudacher  presented  a film  of  the  1953  SAMA  con- 
vention held  in  Chicago.  Fie  spoke  of  the  aims  and  hopes 
and  prospects  of  further  growth  of  SAAdA,  stating  that 
there  were  now  sixtv-seven  active  chapters  at  Medical 
Schools  throughout  the  country. 

I he  situation  at  Ahile  Adcdical  School  remains  clouded 
as  regards  the  status  of  its  chapter.  Although  it  is  carried 


as  a charter  member  by  SAMA  the  students  themselves  do 
not  consider  that  they  are  charter  members,  although  nearly 
70  of  the  students  receive  the  journal  SAAdA  and  pay  the 
annual  $1.00  dues. 

The  fact  that  only  six  students  appeared  at  this  meeting 
though  a notice  of  the  meeting  had  been  placed  in  each 
of  their  mailboxes  for  a week  before,  is  mute  testimony 
of  the  inertia  which  we  are  attempting  to  overcome. 

It  is  the  opinion  of  your  committee  chairman  that  Dean 
Lippard  made  every  possible  effort  to  arouse  the  interest 
of  the  student  body  in  SAAdA  activities.  He  was  present  at 
the  meeting,  addressed  those  present  in  a manner  which  1 
consider  entirely  praiseworthy. 

Respectfully  submitted, 
Morris  P.  Pitock 


REPORT  OF  THE  COMMITTEE  ON 
EMERGENCY  MEDICAL  SERVICE 


Benjamin  B.  AA^hitcomb,  Chamnan 
Orpheus  J.  Bizzozero  C.  Freedrick  Yeager 

Alfred  L.  Burgdorf  James  C.  Hart 

Joseph  J.  Esposito  Adrs.  Helen  Cullen,  R.N. 

Ralph  W.  Kendall  Adr.  Hiram  Sibley 

William  B.  Smith  Frederic  S.  Harold,  D D.S. 

Air.  Felix  Blanc 


The  Committee  on  Emergency  Medical  Service  has  had 
two  formal  meetings.  1.  The  first  one  was  held  on  June 
24  in  conjunction  with  the  officers  of  the  various  county 
medical  societies  and  officers  of  the  State  Department  of 
Civil  Defense.  The  responsibilities  of  the  physicians  in  Civil 
Defense  were  outlined  at  this  meeting  and  initial  plans  made 
for  statewide  organization  and  recruitment  of  physicians  for 
Civil  Defense  posts  in  the  event  of  disaster. 

2.  Various  members  of  your  Committee  spoke  at  the 
meetings  of  the  county  medical  societies  to  acquaint  the 
members  with  these  responsibilities  and  methods  of  recruit- 
ment to  fulfill  them. 

3.  The  second  formal  meeting  was  held  on  December  3 
which  was  a progress  meeting.  It  was  reported  here  that 
each  county,  with  the  exception  of  New  Haven  County, 
had  agreed  to  some  method  of  recruitment  and  assignment 
of  physicians  which  was  to  be  done  through  the  profes- 
sional staffs  of  the  various  hospitals,  the  assignments  to  be 
done  in  collaboration  with  the  area  medical  directors.  Dr. 
Prout,  the  medical  director  of  the  State  Department  of 
Civil  Defense,  has  been  in  attendance  at  most  of  these  meet- 
ings which  has  greatly  facilitated  the  liaison  between  the 
State  Department  of  Civil  Defense  and  the  Connecticut  State 
Adedical  Society. 

It  is  hoped  that  during  the  next  few  months,  each  phy.si- 
cian  in  the  state  will  be  apprised  of  the  duties  he  is  re- 
quested to  perform  in  the  event  of  a disaster,  and  it  is  hoped 
that  he  may  become  better  informed  in  some  of  the  par- 
ticulars of  the  type  of  casualties  likely  to  occur  ami  their 
treatment  with  the  equipment  and  material  available  through 
rlie  Ci\  il  Defense  Agencies. 

Respectfully  submitted, 

BenjaTuin  Bradford  AVhitcomb 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


638 

REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITEI  THE  CONNECTICUT  STATE  DENTAL 
ASSOCIATION 

Edward  F.  Wakeman,  Chainuan 
David  J.  Cohen  Camille  H.  Huvclle 

Cornelius  S.  Conklin  Brae  Rafferty 

I he  purpose  of  this  committee  is  to  be  a continuous 
conference  group  with  representatives  of  the  State  Dental 
Association  and  to  provide  an  opportunity  for  the  discus- 
sion of  problems  of  mutual  interest  to  the  two  professions 
and  to  bring  these  professions  into  closer  relationship  in 
scientific  fields  and  the  field  of  social  and  public  welfare. 

Since  the  last  report  there  have  been  three  meetings  of 
this  committee.  On  June  9,  1953  the  committee  considered 
the  subject  “What  Place  Should  Dentistry  have  in  Medical 
Education.”  Doctors  Bert  Anderson,  Wilbur  Johnston  and 
VTrnon  Eippard  were  participants. 

Discussion  brought  out  in  some  detail  the  organization 
and  purpose  of  the  Departments  of  Dentistry  at  Harvard, 
Columbia,  Rochester,  and  Yale,  and  their  influence  on  scien- 
tific dental  research.  At  Yale  the  medical  students  gets  a 
fair  exposure  to  the  principles  and  practice  of  good  den- 
tistry; a better  exposure  perhaps  than  in  any  other  school 
in  this  country.  This  is  brought  about  by  integrating  with 
formal  courses  in  basic  sciences  and  related  medical  dis- 
ciplines without  providing  a formal  course  in  dental  science. 

Emphasis  was  placed  on  the  importance  of  scientific 
research.  Dentistry  is  a highly  specialized  aspect  of  medi- 
cine. There  is  a need  for  more  dentists  with  a medical 
background  and  medical  men  with  an  interest  in  dental 
research.  The  value  of  team-work  is  apparent. 

On  October  13  the  committee  considered  methods  for 
handling  complaints  from  the  public  against  doctors  and 
dentists.  Invited  guests  were  Dr.  William  AdcMahon,  Chair- 
man of  the  Committee  on  Professional  Relations  of  the 
Connecticut  State  Medical  Society,  Dr.  John  Booth,  Presi- 
dent of  the  Medical  Examining  Board,  Mr.  Luke  Stapleton, 
Counsel  for  the  Connecticut  State  Dental  Society,  and 
Dr.  Creighton  Barker. 

Dr.  Barker  opened  the  discussion  with  an  interesting  ac- 
count of  the  historical  background  of  Boards  of  Censors. 
The  idea  of  Medicine  policing  its  own  behavior  is  not  new. 

Dr.  McMahon  indicated  that  the  State  Committee  on 
Professional  Relations  is  composed  of  eight  members,  one 
from  each  county.  Public  complaint  against  a doctor  can 
be  made  to  the  County  Board  of  Censors  or  to  the  Com- 
missioner of  Health.  The  County  Board  of  Censors  acts  as 
a Court  of  original  jurisdiction.  The  complainant  is  treated 
with  kindness  and  given  a chance  to  talk.  If  the  case  cannot 
be  settled  here  to  the  satisfaction  of  the  complainant  it  is 
referred  to  the  Committee  on  Professional  Relations.  The 
complainant  is  required  to  appear  in  person  before  this 
committee.  If  not  satisfied,  the  case  may  then  be  referred 
to  the  Council.  Public  complaint  can  also  be  made  directly 
to  the  Commissioner  of  Health  and  referred  by  him  to  the 
Medical  Examining  Board. 

I he  .Medical  Examining  Board  consists  of  five  members 
appointed  by  the  Governor  on  recommendation  of  the 


House  of  Delegates.  It  serves  two  functions,  the  examination 
of  candidates  for  licensure  and  the  hearing  of  charges 
against  physicians  when  brought  by  the  State  Department 
of  Health.  In  discussing  the  latter.  Dr.  Booth  expressed  the 
wish  that  the  doctor  could  be  protected  from  unfavorable 
publicity. 

Dr.  Arnold  and  Air.  Stapleton  outlined  the  procedure  of 
handling  complaints  against  dentists. 

■ On  December  15,  the  committee  considered  the  operation 
of  the  Governor’s  Commission  on  a Regional  Dental,  Med- 
ical, and  A^eterinary  School.  Discussion  was  led  by  Mr. 
Robert  Alcorn,  Chairman  of  the  Commission.  Dr.  Henry  T. 
Quinn  represented  the  dental  group  and  Dr.  Creighton 
Barker  represented  the  medical  group. 

Air.  Alcorn  expressed  in  principle  that  Connecticut  has 
an  obligation  to  its  men  and  women  to  provide  the  oppor- 
tunity for  training  in  Aledicine,  Dentistry,  and  Veterinary 
Aledicine.  Since  Connecticut  has  no  state  institution  to  pro- 
vide such  training,  our  men  and  women  have  to  seek 
admission  to  schools  outside  of  Connecticut.  Due  to  local 
demands  it  becomes  more  and  more  difficult  for  other  states 
to  accept  students  from  out-of-state.  Is  there  sufficient  de- 
mand to  justify  establishment  of  a state  medical,  dental 
and  veterinary  school  which  would  be  very  costly,  or  would 
it  not  be  better  to  form  a compact  with  one  or  more  insti- 
tutions outside  of  Connecticut  to  accept  students  from 
Connecticut,  and  have  this  state  share  expense  on  a per 
capita  basis? 

Dr.  Quinn  stated  that  the  dentist  per  population  ratio  was 
adequate  in  Connecticut.  About  fifty  dentists  move  into 
this  state  each  year. 

Dr.  Barker  pointed  out  that  there  was  no  real  need  for 
physicians  anywhere  in  New  England  with  the  possible 
exception  of  Maine.  He  also  stated  that  applications  to  all 
schools  is  declining.  The  proportion  of  medical  school  ap- 
plicants accepted  in  1953  was  exactly  the  same  as  in  1929. 

Since  this  meeting  was  largely  informative,  no  conclusions 
were  drawn.  A public  hearing  will  be  held  in  1954. 

Respectfully  submitted, 

E.  T.  Wakeman 


REPORT  OF  TEIE  COMMITTEE  TO  STUDY 
NEONATAL  MORTALITY 


John  W.  Buckley,  Chairmcm 


AAfflliam  K.  Bannister 
Ronald  Beckett 
Joseph  A.  Fiorito 
Louis  Guss 
Charles  A.  Murphy 


Albert  U.  Peacock 
Charles  H.  Peckham 
Jessie  E.  Parkinson  (Repre- 
sentative of  the  State 
Health  Department) 


This  committee  functioned  this  year  as  a separate  com- 
mittee. It  had  been  formerly  a subgroup  of  the  Public 
Health  Committee. 

During  the  year  we  were  saddened  by  the  loss  of  one 
of  our  members.  Dr.  Gilbert  Hubert.  Dr.  Hubert  had  been 
a valued  member  of  the  committee  since  its  inception. 

In  this  review  of  neonatal  mortality,  the  need  for  the 


A N N U A L REPORTS 


lulvice  and  suggestions  of  a pathologist  and  an  anesthesi- 
ologist became  apparent.  For  this  reason,  Dr.  Ronald  Beckett 
and  Dr.  David  Little  were  added  to  the  committee.  Dr. 
: Little  was  later  recalled  to  active  duty  in  the  navy,  and  Dr. 
^^’illiam  Bannister  was  appointed  in  his  place. 

Our  major  work  of  the  year  has  been  the  evaluation  of 
1 the  neonatal  deaths  selected  on  a statistical  basis  by  the 
^ State  Llealth  Department.  Too  few  cases  have  been  received 
1 to  form  any  major  conclusions  as  to  correctible  measures 
I to  employ  in  the  reduction  of  neonatal  mortality  in  Con- 
necticut. It  is  planned  to  publish  in  the  Journal  of  the 
Connecticut  State  Medical  Society  a statistical  survey  of  the 
! results  of  our  studies  during  the  next  year. 

I As  our  work  continues,  we  are  made  constantly  aware 
of  the  important  role  the  Connecticut  State  Health  Depart- 
ment plays  in  the  maintenance  of  high  standards  in  our 
hospital  nurseries. 

Respectfully  submitted, 
John  W.  Buckley 


REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  STATE  BAR  ASSOCIATION 

George  H.  Gildersleeve,  Cbamnan 
H.  AI.  Marvin  Sidney  Shindell 

Andrew  J.  Jackson  Creighton  Barker 

This  is  a new  committee  appointed  by  the  Council  on 
June  26,  1953,  and  replaces  the  Committee  on  Expert  Med- 
ical Testimony.  The  first  meeting  was  held  with  a similar 
conference  committee  from  the  State  Bar  Association  in 
New  Haven,  November  5,  1953.  The  purpose  of  this  meet- 
ing was  to  become  acquainted,  to  develop  an  organization 
between  the  two  groups,  and  to  bring  up  topics  for  future 
discussion.  Air.  J.  AV.  Holloway,  Director  of  the  Bureau 
of  Legal  Aledicine,  American  Aledical  Association,  and  Mr. 
Edwin  J.  Holman,  a member  of  Air.  Holloway’s  staff  were 
present  as  guests  and  discussed  the  advantages  and  objec- 
tives of  the  conference  committees. 

A second  meeting  was  held  in  New  Haven  January  7, 
1954,  and  was  well  attended  by  representatives  from  both 
groups.  Expert  medical  testimony  was  discussed. 

A great  deal  of  enthusiasm  has  been  shown  by  both  con- 
ference committees.  The  outcome  of  these  meetings  can 
be  very  fruitful  and  can  do  much  to  correct  medicolegal 
faults  in  Connecticut. 

Respectfully  submitted, 
George  H.  Gildersleeve 
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REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  AMERICAN  LEGION 
George  H.  Gildersleeve,  Chairman 

Stanley  B.  Weld  Egbert  M.  Andrews 

Samuel  B.  Rentsch  Norton  Canfield 

The  Conference  Committee  with  the  American  Legion 
lias  held  two  joint  meetings  with  a committee  from  the 
American  Legion,  Department  of  Connecticut. 

The  first  joint  conference  was  held  June  20,  1953  at  the 
Veterans  Home  and  Hospital,  Rocky  Hill.  This  meeting 
was  well  attended  by  members  of  both  committees  as  well 
as  by  representatives  from  the  Connecticut  State  Dental 
Association,  The  Connecticut  Hospital  Association,  and  the 
Connecticut  Rehabilitation  Commission.  Also  present  was 
Air.  John  H.  Burke,  National  Eield  Representative  of  the 
American  Legion,  and  Dr.  H.  D.  Shapiro,  Senior  Medical 
Consultant,  National  Rehabilitation  Commission,  Washing- 
ton, D.  C.  The  principal  purpose  of  this  meeting  was  to 
discuss  the  treatment  of  non-service-connected  disabilities 
in  Veterans  Administration  Hospitals  and  particularly  the 
policy  and  feeling  of  the  American  Legion  in  relation 
thereto. 

A second  meeting  was  held  January  18,  1954  at  the  offices 
of  the  Connecticut  State  Medical  Society  in  New  Haven. 
In  addition  to  the  members  of  the  two  committees  this 
meeting  was  attended  by  members  of  the  Connecticut 
State  Aledical  Society’s  Committee  on  the  Aledical  Care  of 
Veterans,  and  by  Dr.  Irving  B.  Brick  of  Washington,  D.  C., 
and  Air.  John  Burke  representing  the  American  Legion. 

Dr.  Russell  B.  Roth  of  Erie,  Penn.,  a member  of  the 
Committee  on  Federal  Medical  Services  of  the  American 
Aledical  Association,  and  Air.  C.  Joseph  Stetler,  legal  coun- 
sel and  Secretary  of  the  AM  A Committee  on  Federal  Aled- 
ical Services,  were  present  as  guests  of  the  Connecticut 
State  Aledical  Society.  The  purpose  of  this  meeting  was 
to  discuss  the  handling  of  nonservice-connected  disabilities 
in  Veterans  Administration  Hospitals  and  the  American 
Medical  Association  policy  in  relation  to  the  treatment  of 
these  disabilities.  This  viewpoint  was  ably  presented  by  Dr. 
Roth  and  Air.  Stetler. 

These  conference  meetings  have  been  interesting  but 
highly  controversial.  There  seems  to  be  little  likelihood  of 
any  agreement  between  the  two  conference  committees  on 
this  debatable  issue  where  such  a difference  of  opinion 
exists. 

Respectfully  submitted, 
George  H.  Gildersleeve 
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Donald  Breckenridge  Wells,  M.D. 
1884  - 1953 


Dr.  Donald  Wells,  visiting  surgeon  of  the  Hart- 
ford Hospital,  died  in  Hartford,  December  22,  1953 
of  carcinoma  of  the  kidney. 

To  the  members  of  the  Connnecticut  State  Medi- 
cal Society,  Dr.  Wells’  name  was  invariably  associ- 
ated with  the  management  of  the  burned  patient. 
This  lifelong  interest  in  burns  made  him  a recognized 
authority  in  this  field.  Among  his  early  contribu- 
tions was  a paper  entitled  “Treatment  of  Electric 
Burns  by  Immediate  Resection  and  Skin  Graft.”  It 
is  to  the  great  credit  of  Dr.  Wells  that  he  was  the 
first  to  condemn  the  tannic  acid  treatment  of  burns, 
a method  he  himself  had  pioneered  and  championed 
for  many  years.  Later  he  turned  his  efforts  to  the 
treatment  of  burn  shock  and  Connecticut  owes  a 
debt  to  his  vision  and  determined  efforts  toward  a 
statewide  blood  bank.  It  is  doubtful  if  the  Con- 
necticut Regional  Blood  Program  would  be  active 
now'  if  it  were  not  for  his  foresight  and  driving 
energy. 

Forcefully  forthright  in  praise  and  criticism  he 
was  at  the  same  time  kind,  gentle,  intensely  loyal 
and  fair.  His  unfailing  sense  of  duty  and  organizing 
capacity  is  w'dl  shown  in  the  carefully  worked  out 


plans  for  war  catastrophes  which  operated  with 
remarkable  effectiveness  at  the  time  of  the  circus 
fire  tragedy.  Throughout  his  life  he  was  extremely 
active  and  productive  in  postgraduate  education  of  , 
himself,  of  his  associates  and  of  his  hospital. 

Born  in  Hartford  July  23,  1884,  he  attended  public 
schools,  Yale  University,  and  received  his  m.d.  de- 
gree from  Johns  Hopkins  Medical  School  in  1912. 
For  three  years  he  was  house  surgeon  at  St.  Luke’s 
Hospital,  New  York  City,  and  on  July  i,  1916  was 
appointed  to  the  surgical  staff  of  the  Hartford  Hos- 
pital. He  became  a visiting  surgeon  and  served  as  ! 
president  of  the  Medical  and  Surgical  Staff.  In  World 
War  I he  was  with  the  Yale  Afobile  Hospital,  Base 
Hospital  39,  with  rank  of  Captain,  MC.  A Diplo- 
mate  of  the  American  Board  of  Surgeons  (Founders 
Group)  he  was  consulting  surgeon  to  many  neigh- 
boring hospitals.  I 

A member  of  numerous  medical  societies,  he  was  j 
particularly  active  in  the  Hartford  Medical  Society 
(president  1949),  New  England  Surgical  Society, 
and  New  England  Cancer  Society  (president  in  1942 
and  1943). 

He  was  a Fellow  of  the  American  Medical  Asso- 
ciation, American  College  of  Surgeons,  and  New 
York  Academy  of  iMedicine. 

r' 

The  Society  owes  much  to  Donald  Wells  for  his 
enthusiasm,  his  inspiration,  his  integrity  and  his  warm 
friendship. 

Ralph  E.  Kendall,  m.u. 

THE  LINK  BETWEEN 
(\\Tittcn  for  Donald  B.  Wells,  m.d.) 

“It  is  your  hand,”  I said,  “the  Surgeon’s  hand, 

I'hat  is  tlie  link  between  this  earth  and  heaven — 

The  hereafter  seen  so  close  until  your  hand. 

The  surgeon’s  hand,  proves  surety  of  earth, 
xAnd  heaven  fades  away  into  the  blue” — 

You  only  smiled,  and  said  no  word  in  answer — 

Yet  pleased  that  knowledge  came  with  patient  truth, 
AVhich  those  intimate  hours  exact  with  skill. 

This  precious  truth  forever  worn  as  gold 
Is  laid  upon  experience  now, 

A filigree  of  truth,  and  hope  and  faith — 

The  understanding  tenderness  of  hands. 

The  surgeon’s  hands  that  touched  the  hand  of  God. 

Alanha  Linsley  Spencer 


JULY, 


NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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Robert  Phineas  Knapp,  M.D. 
1885  - 1954 


Dr.  Robert  Phineas  Knapp,  who  served  as  medical 
director  at  Cheney  Brothers,  died  at  Manchester 
Memorial  Hospital  on  March  15,  1954- 

Born  in  Saratoga  Springs,  New  York,  on  April 
28,  1885,  Dr.  Knapp  was  well  known  in  the  East  in 
his  field  of  industrial  medicine.  He  attended  Syra- 
cuse and  Columbia  Universities,  receiving  his  medical 
degree  from  the  latter  in  1911.  He  then  served  his 
internship  at  Harlem,  Bellevue  and  Allied  Hospitals 
in  New  York  City  and  in  1916  became  assistant 
surgeon  attendant  at  Harlem  Hospital. 

During  World  War  I he  served  with  the  Armed 
Forces,  going  on  active  duty  in  May  1917  at  Fort 
Porter,  New  York.  He  was  stationed  as  captain  with 
the  Surgical  Service  Base  Hospital  No.  8 at  Savenay, 
France  until  February,  1919. 

In  1920  Dr.  Knapp  came  to  Cheney  Brothers  in 
Manchester  as  assistant  medical  director  under  the 
late  Dr.  C.  C.  Burlingame,  and  succeeded  him  as 
medical  director  in  1923.  He  held  this  position  at 
the  time  of  his  death.  While  medical  director  of  this 
firm  he  developed  his  department  into  one  of  the 
best  in  the  State.  He  was  frequently  consulted  on 
industrial  medical  subjects  and  was  the  author  of 
several  monographs.  He  was  elected  president  of  the 
Industrial  Medical  Association  for  1937-1938.  Dur- 


ing his  years  at  Cheney  Brothers  he  took  a very 
active  part  in  Red  Cross  work  in  Manchester  and 
for  many  years  assumed  the  sole  burden  of  instruc- 
tion in  Red  Cross  first-aid  training. 

He  worked  quietly  and  effectively,  and  made  no 
effort  to  spare  himself  in  his  work  with  his  patients; 
this  self-sacrificing  quality  was  a large  factor  in 
hastening  the  ravages  of  the  diseases  which  finally 
overwhelmed  him.  His  general  characteristics  and 
his  buoyant  cheerfulness  made  him  a host  of  friends. 
He  was  respected  and  esteemed  by  those  in  his  pro- 
fession, and  his  loss  will  be  keenly  felt  in  the  com- 
munity where  he  lived  and  practiced.  He  belonged 
to  the  American  iMedical  Association,  the  Connecti- 
cut State  Medical  Society,  the  Hartford  County, 
Hartford,  and  Alanchester  Medical  Societies.  He 
was  a member  of  the  original  surgical  staff  of  Man- 
chester /Memorial  Hospital. 

Dr.  Knapp  is  survived  by  his  wife,  the  former 
Agnes  Buchanan  Maclaren  of  New  York;  two  sons, 
Robert  P.  Knapp,  Jr.,  a member  of  the  law  firm  of 
Breed,  Abbot  and  Morgan  of  New  York  City,  and 
William  R.  Knapp,  an  associate  editor  of  Reporter 
Magazine;  and  six  grandchildren. 

Amos  E.  Friend,  m.d. 


Dr.  Martha  Eliot  Accepts  Award 

Dr.  Martha  Eliot,  member  of  the  Connecticut 
State  Medical  Society  and  chief  of  the  Children’s 
Bureau  of  the  U.  S.  Department  of  Health,  Educa- 
tion and  Welfare,  accepted  one  of  three  awards 
presented  by  Lord  & Taylor  on  May  3 at  a luncheon 
at  the  Waldorf-Astoria  in  New  York.  These  awards, 
each  consisting  of  a scroll  and  $1,000,  were  presented 
to  the  Children’s  Bureau,  to  the  Kips-Bay  Yorkville 
Adult  Counseling  Center  and  its  research  counter- 
part, Cornell  Afedical  College’s  Studies  in  Geron- 
tology, and  to  the  Social  Science  Research  Council 
for  outstanding  contributions  in  the  field  of  helping 
human  beings  better  to  cope  with  the  social  demands 
of  the  times. 

Dr.  Eliot  requested  that,  since  the  Bureau  is  un- 
able to  receive  cash  donations,  the  $1,000  be  assigned 
to  the  Katherine  F.  Lenroot  Scholarship  Fund. 
Presentations  were  made  by  iVIiss  Dorothy  Shaver, 
president  of  Lord  & Taylor. 


642 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Airs.  Newell  W.  Giles,  Darien  Recording  Secretary,  Mrs.  Charles  Culotta,  Hamden 

President-Elect,  Airs.  Norman  J.  Barker,  Collinsville  Corresponding  Secretary,  Airs.  C.  Alurray  Gratz,  Cos  Cob 

First  Vice-President,  Alus.  J.  Alfred  Wilson,  Aleriden  Treasurer,  Airs.  Joseph  Woodward,  New  London 

Second  Vice-President,  Airs.  Frank  L..  Polito,  Torrington 


AIrs.  Newell  W.  Giles 


Mrs.  Newell  W.  Giles,  newly  elected  president 
of  the  Woman’s  Auxiliary  to  the  Connecticut  State 
/Medical  Society,  held  the  first  board  meeting  of  the 
year  in  her  home  on  Monday,  June  i.  At  that  time  a 
list  of  instructions  and  suggestions  was  handed  to  the 
officers  and  committee  chairmen  which  set  forth  the 
president’s  own  ideals  and  conception  of  the  Auxil- 
iary’s purposes.  This  list  proposed  that  the  State  and 
county  leaders  know  the  Auxiliary,  its  aims,  ideals, 
projects  and  functions;  that  they  set  the  wheels  of 
any  project  in  motion;  that  they  use  initiative  and 
leadership;  that  they  be  prompt  in  the  discharge  of 
duties;  that  they  devote  time  and  energy  outside  of 
regular  committee  meetings  to  completing  projects. 

School  of  Instruction 

In  line  with  the  president’s  outline  of  Auxiliary 
policies  a School  of  Instruction  was  held  on  June  7 
in  New  Haven  to  acquaint  officers  and  committee 
chairmen  with  the  responsibilities  of  their  positions. 
/Mrs.  F.  Erwin  Tracy  addressed  the  group.  Before 
describing  the  “family  tree”  of  Auxiliary,  national. 
State  and  county,  she  put  before  the  group  a collec- 
tion of  papers,  magazines  and  pamphlets  which 


would  thoroughly  acquaint  them  with  their  work. 
These  she  designated  the  “tools”  of  leadership  and 
they  included  the  Handbook  of  the  National  Auxil- 
iary; the  National  Bnllethi;  the  AMA  Washington 
Letters;  the  minutes  and  reports  of  National  annual 
meetings;  the  Connecticut  Qttaraterly ; the  Con- 
necticut State  /Medical  Journal;  the  county.  State 
and  national  constitutions;  “The  First  Twelve 
Years,”  a history  of  National’s  beginnings;  a history 
of  the  National  Auxiliary  written  more  formally 
than  the  earlier  one;  Robert’s  Rules  of  Order;  Mc- 
Call’s Pocket  Book  of  Parliamentary  Pointers;  It’s 
Your  AMA;  and  the  Journal  of  the  AmA. 

She  then  offered  an  informative  and  interesting 
history  of  the  National  and  State  Auxiliaries.  Their 
activities  were  based  on  a series  of  requests  from 
the  AMA  to  the  groups  of  doctors’  wives  who  had 
banded  together  to  further  their  husbands’  medical 
interests  and  to  acquaint  doctors’  families  with  one 
another.  The  activities  of  the  auxiliaries  were: 

1.  To  promote  interest  in  Hygeia  (Today's 

Health); 

2.  To  help  alert  both  its  members  and  the  public 
to  the  hazards  of  some  of  the  current  medical 
legislation; 

3.  To  promote  health  education  and  further  health 
measures,  especially  as  they  concern  children; 

4.  To  create  scholarship  funds  of  various  kinds; 

5.  To  serve  the  country  during  war  time; 

6.  To  inaugurate  a program  of  nurse  recruitment; 

7.  To  serve  the  local  community,  particularly  in 
the  field  of  rural  health; 

8.  To  aid  in  Civil  Defense; 

9.  To  raise  money  for  the  AAdEF. 

“Surely,”  said  Mrs.  Tracy,  “there  is  some  phase  in 
so  varied  a program  which  would  interest  every 
physician’s  wife. 

Round  table  discussions  were  followed  by  short 
summaries  by  one  member  of  each  group  to  outline 
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^vhat  the  discussion  had  yielded.  From  the  fullness 
of  these  reports  it  w as  evident  that  the  members  had 
truly  received  instruction  and  could  enter  their 
offices  prepared  for  forceful  leadership. 

State  Meetings 

On  May  6 Mrs.  Giles  attended  the  Rhode  Island 
Auxiliary  annual  meeting.  On  May  lo  Mrs.  Giles 
and  Mrs.  Dewey  Katz  w ere  guests  of  the  New'  York 
State  Auxiliary  at  their  State  Convention. 

County  News 

FAIRFIELD 

The  annual  meeting  was  held  April  20  in  Stam- 
ford. Guest  speakers  were  Cecelia  Mallon,  super- 
visor of  nursing  for  the  United  Fruit  Co.,  w'ho 
spoke  on  “Nursing  in  the  Tropics;”  Irma  Bannister, 
student  nurse  at  Norw-alk  Hospital,  recipient  of 
Fairfield  County’s  1953  nursing  scholarship.  She 
spoke  on  “Experiences  of  the  First  Year  of  Train- 
ing;” attorney-at-law',  iMargaret  Sigsway,  who  spoke 
on  “Mechanics  of  Politics.” 

County  officers  are:  President,  Mrs.  Edwin  R. 
Connors;  President-Elect,  Mrs.  Charles  Sheard; 
Vice-President,  Mrs.  Robert  Nespor;  Recording 
Secretary,  Mrs.  R.  G.  Wiggans,  Jr.;  Corresponding 
Secretary,  Mrs.  Nicholas  E.  Creaturo;  Treasurer, 
iMrs.  Eritz  iMeyer. 

HARTFORD 

A Membership  Tea  was  held  May  25.  Approxi- 
mately 150  members  attended.  In  order  to  make  the 
board  less  cumbersome  the  music  and  art  committees 
will  haye  a cochairman  under  the  program  com- 
mittee. Rural  health  and  school  health  will  each 
have  a cochairman  under  the  public  relations  com- 
mittee, thus  eliminating  three  committees. 

The  new  officers  are:  President,  Mrs.  Robert 
Tennant;  President-Elect,  Mrs.  Charles  Sullivan;  ist 
Vice-President,  Mrs.  Nicholas  A.  Adarinaro;  2nd 
Vice-President,  Mrs.  Gerald  Greene;  Recording 
Secretary;  Mrs.  George  J.  Rosenbaum;  Correspond- 
ing Secretary,  Mrs.  William  H.  Horton;  Treasurer, 
Mrs.  Robert  Osmond;  Assistant  Treasurer,  Adrs. 
Joseph  Russo. 

I.rrCHFIELD 

On  April  24  a dance  for  the  benefit  of  the  AMEE 
realized  about  $150.  Thirty-five  dollars  from  this 
amount  w'as  added  to  the  $50  already  budgeted. 
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making  a total  of  $85  for  Litchfield’s  contribution 
for  the  past  auxiliary  year. 

The  county  has  filled  its  Today's  Health  quota 
W'ith  64  points. 

Officers  for  1954-55  President,  Mrs.  IDaniel 
P.  Samson;  Vice-President,  Adrs.  Andrew  Orlowski; 
Secretary,  Adrs.  Royal  A.  Adyers;  Treasurer,  Adrs. 
I.  S.  Goldberg. 

NE\y  LONDON 

At  the  first  board  meeting  plans  were  discussed 
for  the  Student  Nurses  Welfare  and  Scholarship 
Bridge  and  Cake  Sale  to  be  held  in  September.  Adrs. 
Erederick  Eagan  wfill  be  chairman. 

The  new^  officers  are:  President,  Adrs.  Joseph  J. 
Adahoney;  President-Elect,  Adrs.  James  Harkins; 
Treasurer,  Adrs.  David  Rousseau;  Treasurer-Elect, 
Adrs.  Anthony  Loiacono;  Secretary,  Adrs.  Norman 
Rasmussen;  Corresponding  Secretary,  Adrs.  George 
Kennedy. 

WUNDHAjXI 

Officers  for  the  coming  year  are:  President,  Airs. 
Angelo  J.  Gulino;  President-Elect,  Adrs.  Winston 
Elainsworth;  Secretary,  Adrs.  James  Alajor;  Treas- 
urer, Adrs.  Karl  Phillips;  Assistant  Treasurer,  Adrs. 
John  Woodw  orth. 
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Fairfield 

Adr.  Arnold  P.  Olson,  executive  secretary  of  the 
Eairfield  County  Adedical  Association,  has  established 
an  office  of  the  Association  at  2 1 1 State  Street  in 
Bridgeport. 

The  regular  monthly  meeting  of  the  Bridgeport 
Adedical  Association  was  held  in  the  auditorium  of 
Bridgeport  Hospital  on  June  i.  The  speaker  was 
Erancis  D.  Adoore,  surgeon  in  chief  at  Peter  Bent 
Brigham  Hospital,  Boston,  and  Aloseley  professor 
of  surgery  at  Harvard  Adedical  School.  Dr.  Adoore 
presented  an  interesting  paper  on  “Guiding  the 
Daily  Care  of  the  Sick  Surgical  Patient.” 

Among  those  attending  the  w'edding  of  John  E. 
Nolan,  president  of  the  Bridgeport  Aledical  Associa- 
tion, to  Katherine  S.  Quinn  of  Bridgeport  on  June 
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7 in  St.  Patricks  Church,  Bridgeport  was  the  execu- 
tive secretary  of  the  Connecticut  State  Medical 
S(iciety,  Creighton  Barker. 

The  Annual  Golf  Tournament  of  the  Bridgeport 
Medical  Association  will  be  held  at  the  Longshore 
Country  Club  in  Westport  on  July  7.  Edward  F. 
Trautman  is  the  chairman  of  the  committee  on 
arrangements. 

Physicians  at  the  three  Bridgeport  Hospitals  are 
busily  engaged  in  the  campaign  to  raise  funds  for 
the  building  program  of  the  hospitals. 

Hartford 

William  Lee  Gills  of  West  Hartford,  retired  eye, 
ear,  nose  and  throat  specialist  and  formerly  chairman 
of  the  Department  of  Ophthalmology  at  the  Hart- 
ford Hospital,  died  suddenly  at  his  home  on  May  27 
at  the  ao'e  of  68. 

On  June  11,  1954,  the  Hartford  County  Medical 
Association’s  executive  offices  moved  to  242  Trum- 
bull Street  in  the  Standard  Building.  The  office  suite, 
containing  1,112  square  feet  is  on  the  fourth  ffoor 
overlooking  the  corner  of  Pratt  and  Trumbull 
Streets. 

Lowell  Thomas  discussed  Hartford  County  /Medi- 
cal Association’s  recent  survey  of  physician’s  estates, 
“How  to  Die  Like  a Millionaire,”  on  his  May  10 
broadcast.  The  survey  was  picked  up  nationally  by 
International  News  Service  and  United  Press. 

Twenty-four  hundred  blotters  announcing  the 
emergency  medical  telephone  services  in  New 
Britain  and  Hartford  have  been  sent  out  to  new 
residents  in  these  areas  in  the  last  eighteen  months  by 
the  executive  office. 

A new  display  by  the  Connecticut  State  Medical 
Society  featuring  15  emergency  medical  plans 
throughout  the  State  was  on  exhibition  in  the  lobby 
of  the  Hartford  Hospital  for  two  weeks  this  month. 
The  display  will  go  on  tour  throughout  Con- 
necticut. 

WKNB  TV  is  now  featuring  five  minute  films, 
prepared  by  the  AlMA  and  sponsored  by  Hartford 
County  Medical  Association.  These  films  cover  such 
illnesses  as  sore  throats,  home  accidents,  cuts  and 
bruises,  etc.  On  the  same  station  in  April,  Dr. 
Louis  Spekter  of  the  Connecticut  State  Department 
of  Health,  Miss  Katherine  Burns  of  the  Hartford 
Health  Department  and  Mrs.  Charles  E.  Jacobson, 
Jr.,  appeared  to  explain  the  Salk  polio  vaccine. 


A special  committee  for  studying  medical  insur- 
ance plans,  consisting  of  Drs.  Benjamin  V.  White, 
chairman,  Martin  1.  Hall,  Alfred  B.  Sundquist,  Ros- 
well D.  Johnson,  Samuel  Donner,  and  James  S. 
Missett,  met  this  month  to  discuss  the  basic  principles 
involved  in  the  dealings  of  nonsurgical  practitioners 
w ith  third  parties. 

The  committee  discussed  some  of  the  situations 
which  occur  in  the  nonsurgical  field  for  which  in- 
adequate or  no  provision  is  made  in  existing  con- 
tracts—such  as  the  general  practitioner  who  travels 
a long  distance  to  deliver  his  patient  to  the  hospital, 
or  the  physician  wdth  a patient  requiring  detailed 
supervision  during  or  following  a surgical  procedure. 

A study  is  now'  being  made  of  seven  Blue  Shield 
plans  and  their  experience  with  their  plans. 

Tentative  approaches  to  a suitable  medical  plan 
both  from  the  point  of  view  of  the  public  and  the 
physicians  w ere  outlined  in  regard  to  cost  structures. 

Medical  staff  members  of  each  of  the  county 
hospitals  will  receive  from  their  representative  on 
the  committee  a preliminary  draft  draw  n up  by  the 
medical  division  of  Hartford  Hospital  called,  “Prin- 
ciples for  nonsurgical  Practitioners  in  Dealing  with 
Purveyors  of  Third-Party  Payments.” 

Dr.  George  A.  E.  Lundberg  was  reelected  presi- 
dent of  the  iVIanchester  Heart  Association  at  a 
meeting  of  the  Board  of  Directors  in  May. 

Drs.  Joseph  C.  Barry,  Harold  J.  Lehmus,  How'ard 
J.  Lockw'ard  and  Jacob  A.  Segal  are  also  directors  of 
this  organization. 

Dr.  Ralph  J.  Littwin,  Bristol  Hospital  radiologist, 
spoke  to  the  Bristol  Rotary  Club  recently  about 
certain  aspects  of  the  American  Cancer  Society 
program. 

New  president  of  the  New  England  Dermatologi- 
cal Society  is  Dr.  E.  Alyles  Standish. 

The  Colonel  Jeremiah  Wadsworth  Branch  of  the 
Connecticut  Society  of  the  Sons  of  the  American 
Revolution  is  now  headed  by  Dr.  H.  Gildersleeve 
Jarvis.  He  w'as  elected  president  in  April. 

The  New'  Britain  Lions  Club  recently  elected  Dr. 
Harold  M.  Clarke  as  their  new  president. 

Dr.  Erank  O.  Wood  is  now  in  Europe  for  an  ex- 
tended tour  of  cancer  treatment  centers. 

A new  transfer  from  New  London  is  Dr.  Bryce 
A.  Smith,  who  is  on  the  Tuberculosis  Commission. 

Speakers  for  last  month  were:  Drs.  Francis  J. 
Braceland  and  John  Donnelly  of  the  Institute  of 
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Effect  of  100  mg.  of  Banthine  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain.^ 

Hightofver,  N.  C.,  Jr.,  and  Gambill,  E.  E.:  Gastroenterology  23  :244  (Feb.)  195 J 


Banthine®  Reduces  Hypermotility  and 
Hyperacidity  in  Peptic  Ulcer 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  ‘"‘‘effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach.’’’’ 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effectiveness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin,  J.  M.;  Texter,  E.  C.,  Jr.;  Carter,  D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  155:1159  (Nov. 
28)  1953. 


With  its  proved  anticholinergic  effectiveness,  Banthine 
has  been  found  extremely  useful  in  the  medical  man- 
agement of  active  peptic  ulcer,  whether  duodenal, 
gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  be  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
excess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine®  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co.,  Research  in  the 
Service  of  Medicine. 
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l,i\ino.  Dr.  liracdaml  was  guest  speaker  for  the 
annual  (amimunion  hreaktast  ol  St.  Justins  l>acties 
(lUiKl,  ami  Dr.  Donn.elU  talked  to  the  1 lartford 
lunior  (ihaniher  ol  (.oininerce. 

Dr.  |.  Howard  Johnston,  director  of  the  Ifureau 
of  Industrial  I Kgiene  of  the  State  Department  of 
Health,  participated  in  a panel  discussion  at  the 
^ MCA  industrial  (iouncil  Foreman’s  Night  in  New 
Hritain. 

Dr.  W’intieKl  1.  Moyer  of  Manchester  spoke  to 
A P 1 .\  It  roup  on  children’s  diseases. 

Dr.  Ranald  J.  M.  Stewen,  anesthesiologist  at  1 lart- 
ford 1 iospital,  spoke  last  month  to  the  Women’s 
f A eninu  (iroup  of  the  .Asylum  .\\  enue  Ifaptist 
( ihurch. 

Middiesex 

Phil  Schwart/  is  the  co-author  of  an  article,  “ I'he 
(iutaneous  .Manifestations  of  Systemic  Diseases,” 
w Inch  appeared  in  the  Nevj  Enghtnd  Journal  oj 
Medicine,  January  14,  1954  issue. 

John  Korab  was  recently  elected  president  of  the 
Middlesex  chapter  of  the  Connecticut  Heart  Asso- 
ciation. 

1 larry  Knight  attended  the  annual  meeting  of  the 
Amei'ican  Urological  Association  held  in  New  ^ ork 
early  in  June. 

New  London 

1 he  monthly  dinner  lecture  meeting  of  the  Law- 
rence and  Memorial  Hospital  w as  held  May  20.  The 
speaker  w as  Robert  P.  McCiombs,  senior  physician. 
New  Faigland  Center  1 Iospital,  and  professor  of 
graduate  medicine,  Tufts  (College  Medical  School. 
“Respiratory  Function  and  Respiratory  Failure”  was 
the  subject. 

1 he  Connecticut  Heart  Association  held  its 
monthly  cardio-x  ascular  lecture  on  1 hursday.  May 
27  at  the  laiwixnce  and  Alemorial  Hospital.  Guest 
speaker  was  Renedict  Harris,  associate  clinical  pro- 
lessor  of  medicine  at  ^ ale  ami  attemlin<4  cardiolopist 
at  ( irace  New'  1 layen  1 Iospital.  Fie  spoke  on  “Ivxpe- 
riences  w ith  Anti-coagulants.” 

1 he  New  London  (iounty  Aledical  Association 
held  its  monthly  meeting  on  June  t rhe  .Mohican 
I lotel.  Langdon  Parsons,  professor  of  oynecologv 


at  Boston  Uni\ersit\'  was  the  guest  speaker.  His 
topic  was  “.Medical  I'ndocrinology.” 

I he  regulai'  monthU'  meeting  ol  the  W illiam  W. 
Backus  I Iospital  was  held  on  .Ma\'  1 Ira  Nathanson, 
associate  professoi-  in  surgeiw,  I laiward  .Medical 
School,  spoke  on  “Problems  In  Cancer.” 


CLASSIFIED  ADVERTISING 

$4.(10  tor  50  words  or  less 
5(''  e;K'li  additional 
2y!‘  e.xtra  if  ke\ed  through  Jocknai. 

Pa\  ahle  in  ad\  ance 


I ( )R  S.M.I  : Sa\  c from  50  to  75%  on  l.irgc  stock'  of  new  and 
retinislied  medical  and  oflicc  cajuipment  and  new  instru- 
ments, etc.,  at  ailahle  for  the  physician,  hospital  and  labora- 
tory. \\'e  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  \\'ith  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  conijilete  confidence.  Budget  Terms. 
Phone  iMeritlen  s-pbys  or  write  Harry  Saclcer,  1^.  O.  Box 
642,  iMcridcn,  Conn. 


I ()R  S.M.I  : bo  the  first  twehe  tiocrors  going  into  practice, 
w'e  other  beautiful  brand  new  treatment  room  furniture, 
chi|i  and  age  resistant,  electrically  welded  for  life-time  dura- 
bility latest  design,  in  sewen  colors,  at  a discount  of  25%  off 
the  list  price,  shipped  ilircctly  to  \’ou  from  the  factory, 
E.O.B.,  deli\er\’  in  31^  days. 

New  precision  made  stainless  steel  instruments,  save  up  to 
50%  off  the  list  price — all  chrome  gooseneck  examining 
lamps  $15.00,  save  $5.00 — Set  of  5 chrome  cover  sundry  jars 
$S.5o — Save  on  new  physicians  and  baby  scale.s — New  F.C.C. 
license  short  wa\  e machine,  on  cabinet,  $250.00 — Practically 
new  Spencer  binocular  microscope  $300.00,  valued  at 
$550 o(r— I'.xamining  rabies  $50.00 — Instrument  cabinets  $50.00 
u[i — Sterili'zers  $30.00  uit  — New  .McKesson  basal  metabolism 
on  cabinet  $175.00 — I k N I'  chairs  $35.00  up — \Vkill  t\  pc 
examining  lamps  $30.00 — .Monocular  microscopes  $75.00  up — 
I’ycos  and  Baumonometers  $iS.oo  up — Comprex  heavy  duty 
cauteiA',  complete  $30.00 — Dare  hemoglobinometer  $25.00 — 
Alerlical  emblems  $2.50 — Otiscope  and  ophthalmoscope  sets 
$20.00  up — Cirecn  eye  test  cabinet,  remote  control,  200  feet, 
$ 1 30.00  \ alue  for  S30.00 — Urethroscope  set  illuminated 

$10.00 — Urethral  sounds  5oh  each — WAdch-.Mlen  illuminateri 
proctoscope  set  $25.00 — Suction  and  pressures  $35.00  up — 
Intra-red  lamps — New  gahanic  and  sine  wave  machine 
$200.00  \alue,  $65.00 — LAed  x-ra\’  screens  and  cassettes  at 
bargain  prices,  \^’e  can  refer  \'ou  to  hundreds  of  completely 
satisfied  doctors,  ^^’c  ha\  c no  ot  erhead  or  salesmen.  Our 
warehouse  is  opcnctl  only  by  appointment,  ewery  day,  eve- 
ning and  Sunda\’s.  IPhone  .Meriden  5-(/)75,  or  write  Harry 
Sacker,  I^.  ().  Box  642,  .Meriden,  Uonn. 
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NEW  BOOKS  IN  REVIEW 
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SEXUAL  BEHA  VIOR  IN  THE  HUMAN  EEMALE.  By 
the  staff  of  the  Institute  for  Sex  Research,  Indiana  Univer- 
sity; Alfred  C.  Kinsey,  M\trdell  B.  Pomeroy,  Clyde  E. 
Martin,  Paul  H.  Gebhard,  and  others.  Philadelphia-Lon- 
don:  Saunders.  1953.  842  pp.  $8. 

Reviewed  by  Charles  W.  Stephenson 

Certainly  no  book  has  yet  been  released  with  the  review 
coverage  that  this  book  has  received.  To  add  another  review 
would  seem  to  be  some  sort  of  hyperbole  indeed.  After  all, 
not  many  books  are  given  the  dignity  (or,  perhaps,  indignity) 
of  reviews  in  such  e.xtremely  diverse  magazines  and  journals 
as  Esquire  and  Science  News  Letter,  the  Woman’s  Home 
Companion  and  Science,  Colliers  and  the  American  Journal 
of  Psychiatry,  just  to  mention  a few.  Actually  some  gave  not 
one  but  two  issues  to  reviews  of  this  book,  as  the  Companion 
and  Cosmopolitan,  as  well  as  Red  Book.  Of  course  many  of 
these  were  for  the  lay  reader,  but  the  contents  were  in  most 
instances  which  I came  across  about  the  same.  The  emphasis 
varies  a bit  depending  upon  the  bias  of  the  reviewer,  but  the 
data  are  Kinsey  & Co.’s. 

Perhaps  one  of  the  very  best  of  the  reviews  which  sum- 
marized the  contents  was  that  which  appeared  in  Life  on 
August  24,  last,  at  the  time  when  the  Great  Release  took 
place.  For  those  who  do  not  wish  to  spend  the  interminable 
hours  of  boredom  reading  the  book,  I would  recommend  the 
Life  digest.  If  one  wishes  to  achieve  distinction  with  the  exact 
figures  it  is,  of  course,  then  necessary  to  study  the  book 
itself. 

Much  contention  has  arisen  in  various  circles  regarding 
what  is  said  to  be  Kinsey’s  intent  to  establish  a new  sexual 
mores  for  the  people  of  this  country.  It  seems  to  me  that 
those  who  make  this  contention  have  neglected  to  read  with 
entire  open  mindedness  the  very  warnings  which  Kinsey 
puts  into  the  text  in  various  places.  I have  been  impressed 
with  the  degree  of  emotional  tension  with  which  some  of 
the  reviewers  who  purported  to  be  the  most  “scientific” 
have  attacked  not  only  the  data  presented,  the  statistical 
manipulations  (all  fully  explained  either  in  this  volume  or  in 
its  predecessor),  but  the  man  himself.  It  is  interesting  to  note 
in  this  connection  that  so  far  as  I have  been  able  to  find,  all 
reviewers  consider  only  the  opinions  of  Kinsey;  his  co- 
workers are  relegated  to  the  limbo. 

That  finding  of  this  Indiana  group  which  has  seemed  to 
astonish  the  greatest  number  the  most,  is  that  of  determining 
that  in  the  group  which  these  researchers  interviewed,  the 
time  necessary  for  the  female  to  achieve  orgasm,  when,  in- 
deed she  is  going  to  do  so,  is  not  significantly  longer  than 
the  time  required  by  the  male.  But  that  the  female  is  mticli 
more  easily  distracted  from  the  aim  of  sexual  gratification  is 
made  manifest.  And  what  husband  doesn’t  already  recognize 
this?  How  common  is  it  for  the  wife  to  protest  the  fondling 
approach  when  she  has  her  mind  on  other  matters?  To  the 
male,  the  dishes,  sewing,  or  other  domesticities,  should  never 
be  permitted  to  interfere  with  the  “business  of  life,”  while 
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to  the  female,  the  amorous  moment  should  never  be  per- 
mitted to  interfere  with  the  routine  of  living  the  daily 
chores. 

I would  never  wish  to  be  in  the  position  of  upholding 
Dr.  Kinsey  and  his  workers  in  all  their  conclusions.  I believe 
that  they  may  have  been  misled  at  times.  I am  sure  that  what 
they  have  to  say  about  the  electroencephalogram  taken 
during  orgasm  is  completely  erroneous,  and  that  the  sample 
given  as  illustrative  of  certain  typical  EEG  patterns  is  a 
beautiful  sample  of  nothing  but  movement  artifact  with 
scarcely  one  wave  which  can  be  identified  as  coming  from 
the  cortex.  Too  bad  that  this  was  not  subjected  to  more 
critical  review  prior  to  publication. 

But  I cannot  agree  with  those  who  wish  to  impute  to  the 
Kinsey  group  a complete  “phantasy,”  as  Hobbs  and  Kep- 
hart  seem  to  wish  to  do  in  the  February  American.  Journal 
of  Psychiatry.  Why  not,  rather,  admit  that  while  the  authors 
themselves  acknowledge  the  imperfections  of  their  sample, 
and  the  shortcomings  of  their  data  in  certain  areas  the  book 
does  fill  a great  gap  in  the  world’s  knowledge.  One  need 
not  necessarily  agree  with  them  on  their  choice  of  statistical 
method,  but  they  have  carefully  and  fullv  explained  their 
methods,  .so  that  none  need  be  taken  unaware,  I believe  that 
they  have  tried  to  be  emminentlv  fair,  and  themselves  have 
pointed  out  every  “defect”  which  has  hecn  poured  our  in  the 
several  and  sundry  reviews. 

There  is  a great  wealth  of  material  contained  in  the  book, 
but  it  is  certainly  boring  reading;  there  is  too  much  re)ieti- 
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tion,  too  much  rehandling  of  tlic  same  data  from  different 
points  of  view,  to  make  the  perusal  an  interesting  and  stimu- 
lating one.  It  is  more  like  a good  reference  work,  hut  one 
which  might  well  never  be  read  in  its  entirety,  as  1,  in  my 
punctilious  way,  did. 

ILLUSTRATED  REVIEW  OF  FRACTURE  TREAT- 
MENT. By  Frederick  Lee  Liebolt.  Los  Altos,  California: 

Lange  Medical  FiibUcations.  1954.  $4. 

Reviewed  by  James  H.  P.  Garnett 

This  book  is  a 2:9  page  paper-bound  outline  designed  to 
illustrate  and  to  discuss  briefly  the  diagnosis  and  treatment 
of  fractures  for  the  medical  student,  the  house  officer,  and 
the  general  practitioner.  In  preface,  the  autlior  classifies  his 
book  as  a supplement  to  standard  orthopedic  texts  and  denies 
any  attempt  at  completeness. 

The  first  three  chapters  consider  anatomy  and  physiolog)% 
clinical  examination  of  fractures,  and  general  principles  of 
treatment  of  fractures,  all  squeezed  into  sixteen  pages.  The 
remaining  fourteen  chapters  are  organized  by  anatomical 
regions  and  deal  with  specific  fractures  strictly  outlined 
under  etiology,  incidence,  pathology,  clinical  findings,  x-ray, 
treatment,  complications,  time  of  immobilization  and  healing, 
and  prognosis.  The  volume  is  profusely  illustrated  with 
drawings  and  diagrams  and  some  x-rays.  A great  deal  of  space 
is  devoted  to  sketches  illustrating  mechanism  of  injury. 
No  mention  is  made  of  strain,  sprain,  or  dislocation. 

Fracture  treatment  is  an  extremely  controversial  subject 
when  reduced  to  the  specific,  and  the  concise  outline  form 
of  Dr.  Liebold’s  book  produces  some  very  questionable 
assertions,  which  would  doubtless  be  qualified  and  modified 
were  space  to  permit.  A few  such  excerpted  statements  are 
listed  below: 

( 1 ) Intramedullary  nails  should  be  reserved  for  cases  of 
nonunion. 

(2)  Nondisplaced  fractures  of  the  pelvis  should  be  im- 
mobilized for  eight  weeks. 

(3)  Fractures  of  the  lower  end  of  the  radius  should  be 
immobilized  for  8-10  weeks. 

(4)  Fractures  of  the  surgical  neck  of  the  humerus,  even 
with  proper  reduction,  rarely  achieve  a good  functional 
result  because  full  motion  of  the  shoulder  joint  is  seldom 
attained. 

(5)  Simple  fractures  of  the  ribs  should  be  treated  by 


placing  adhesive  completely  around  the  chest  and  tightening 
during  expiration. 

(6)  Fractures  of  tlie  spine  should  be  placed  in  hyperexten- 
sion plaster  jackets  for  6 months. 

(7)  In  physical  therapy  treatment  of  fractures  passive 
motion  should  precede  active  and  must  be  undertaken  early. 

(8)  Fractures  of  the  metacarpals  should  be  immobilized  by 
a plaster  cast  extending  from  the  elbow  to  the  tip  of  the 
fingers. 

Few  practicing  orthopedists  would  agree  with  the  above 
statements.  Otlier  critcisms  are:  too  many  cartoon-like 
sketches,  too  few  x rays,  far  too  little  material  on  basic 
principles  of  fracture  treatment. 

As  a text  this  book  is  unreadable  by  reason  of  its  outline 
form;  as  a reference  it  is  dangerously  inadequate;  as  a 
review  it  is  misleading;  and  as  a supplement  it  fails  to  supple- 
ment. 

THE  JEALOUS  CHILD.  By  Edward  Podolsky,  m.d., 

Department  of  Psychiatry,  King’s  County  Hospital,  Brook- 
lyn, New  York.  Philosophical  Library.  1954.  142  pp. 

$2.50. 

Reviewed  by  Louis  H.  Gouu 

This  small  book  is  rather  unusual  in  that  it  attempts  to 
confine  itself  to  the  study  of  the  jealous  child.  Actually  there 
is  considerable  description  of  child  psychology  and  the  title 
should  have  been  broader.  There  are  twenty-five  chapters 
but  some  are  only  four  to  five  pages  long.  Unfortunately 
this  has  a tendency  to  chop  up  the  content.  A few  of  the 
titles  are  “The  Child  As  A Functional  Unit,”  “What  Causes 
Jealousy,”  “How  The  Child  Reacts  To  His  Physical  De- 
fects,” “The  Special  Problems  Of  The  Maladjusted  Child,” 
and  “The  Unwanted  Child.”  The  book  gains  interest  as  one 
proceeds  and  the  last  several  chapters  contain  much  valuable 
material,  particularly  in  discussing  the  child’s  relationship 
with  his  parents  and  with  other  people. 

The  general  theme  of  this  book  deals  with  the  pattern  of 
behavior  of  the  handicapped  child  and  his  interpersonal 
relations.  It  is  practical  and  sensible.  There  is  frequent  refer- 
ence to  psychodynamics  and  there  are  many  excellent  points 
of  view  which  will  prove  useful  to  parents,  teachers,  social 
workers,  nurses,  pediatricians  and  the  family  physician.  This 
volume  is  therefore  recommended  as  a useful  contribution 
in  the  field  of  child  psychology. 
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THE  PAPANICOLAOU  TECHNIQUE 

Its  Value  in  the  Diagnosis  of  Pulmonary  Cancer 


INTRODUCTORY 

Pulmonary  cancer  is  definitely  and  steadily  on  the 
increase,  its  upswing  of  incidence  becoming  more 
and  more  pronounced  as  time  goes  on.  As  the  most 
noticeable  increase  has  occurred  during  the  past 
decade  one  searches  for  causes  that  might  have  in- 
creased in  number  proportionately  to  this  steep 
gradient.  Cigarette  smoking,  oil-combustion  ap- 
paratus of  various  sorts,  tarring  of  roads  and  like 
factors  are  under  investigation.  I cannot  discuss 
them  in  the  time  allotted  me,  but  an  outline  of  the 
procedure  for  diagnosing  the  presence  of  pulmonary 
cancer  by  cytologic  examination  of  sputum  and  of 
bronchial  aspirations  or  washings  can  be  reasonably 
well  presented.  There  is  nothing  very  new  and  little 
of  a complicated  nature  involved  in  the  preparation 
of  smears  and  their  diagnosis;  the  diagnostician 
should  be  a pathologist  who  knows  his  cancer  cells 
when  he  sees  them  and  he  should  have  a good  tech- 
nician to  prepare  well  stained  smears.  As  experience 
in  making  cytologic  as  opposed  to  histologic  diag- 
noses is  necessary,  it  naturally  follows  that  it  would 
not  be  feasible  for  the  average  general  practitioner 
of  medicine  or  surgery  to  attempt  to  carry  out  his 
own  cytology,  but  he  can  prepare  smears  for  exam- 
ination in  the  laboratory. 

INDICATIONS  FOR  RESORTING  TO  CYTOLOGY 

Any  patient  with  an  intractable,  spasmodic  cough, 
particularly  one  that  produces  blood-streaked 
sputum,  should  have  a cytologic  examination  of  that 
sputum.  Chain  cigarette  smokers  and  patients  with 
“asthma”  should  be  particularly  suspect,  especially 
if  they  are  fifty  years  old,  or  thereabout.  The  hack- 
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SUMMARY 

Cytologic  diagnosis  should  be  made  by  pathologists 
but  the  smears  can  be  prepared  by  the  average  general 
practitioner  of  medicine  and  surgery.  Intractable, 
spasmodic  cough,  particularly  if  blood  streaked 
sputum  results,  calls  for  a cytologic  examination.  This 
will  afford  a positive  diagnosis  of  bronchogenic  can- 
cer before  it  can  be  discovered  by  a biopsy  and  is, 
therefore,  a prerequisite  to  surgery. 

Methods  of  collecting  material  for  diagnosis  and 
of  preparing  smears  are  outlined.  The  detailed  proce- 
dure followed  in  the  examination  of  the  stained 
smears  is  given.  Pulmonary  cancer  may  be  as  readily 
detected  by  exfoliative  cytology  as  may  carcinoma  of 
the  female  organs,  i.e.,  in  about  90  per  cent  of  posi- 
tive cases  with  the  type  accurately  diagnosed  in  about 
80  per  cent. 


ing  cough  of  the  cigarette  smoker  is  a notorious  red 
herring,  as  it  misleads  the  physician  into  believing 
that  it  results  from  the  irritation  of  the  smoke  rather 
than  from  the  possible  consequences  of  that  irrita- 
tion; the  patient  who  thinks  he  has  “asthma”  has  not 
always  been  under  medical  care  and  the  diagnosis  is 
his,  rather  than  that  of  a medical  man.  Bronchogenic 
carcinoma  can  be  detected  in  cytologic  smears  before 
biopsies  to  reveal  its  presence  are  possible.  Often  the 
bronchoscopist  will  not  visualize  a deeply-seated 
carcinoma  situated  beyond  the  range  of  his  instru- 
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mental  vision.  But  a catheter  introduced  beyond  this 
range  into  a suggestively  reddened  and  inflamed 
bronchus  may  often  produce  exfoliated  cancer  cells 
that  are  unmistakable.  There  are  now  several  cases 
on  record  in  which  carcinoma  in  situ,  an  incipient 
and  noninvasive  form  of  cancer,  has  been  detected. 

In  one  such  case  the  tumor  was  scarcely  visible 
to  the  naked  eye,  it  was  missed  on  gross  examination 
of  the  removed  lung  but  a recheck  of  the  bronchial 
tree  in  the  specimen  finally  revealed  a small,  elevated 
streak  in  a main  stem  bronchus  that,  on  microscopic 
examination,  presented  a well  developed  carcinoma 
in  situ.  In  spite  of  the  smallness  of  this  lesion,  the 
sputum  and  aspirates  had  been  regularly  loaded  with 
cancerous  cells.  1 know  of  at  least  three  or  four  such 
cases.  If  the  surgeon  wishes  to  attack  cancer  in  its 
incipiency,  here  is  his  great  opportunity.  Unfortu- 
nately, most  pulmonary  cancers  are  well  under  way 
and  already  infiltrating  when  they  are  diagnosed  in 
smears.  Even  so,  with  a possibility  of  pneumonec- 
tomy there  is  still  a chance  to  remove  the  growth  in 
the  affected  lung  before  it  has  metastasized  to  the 
lymphatics. 

For  these  reasons,  exfoliative  cytologic  examina- 
tion is  a “must”  in  the  surgery  of  pulmonary  cancer. 
It  is  eminently  simple  and  practical  and  furthermore 
extremely  reliable.  Collecting  the  material  often 
necessitates  no  pain  or  exertion  on  the  part  of  the 
patient  other  than  that  occasioned  by  a deep  cough 
and  expectoration.  It  is  only  when  the  sputum  is 
negative  and  the  symptoms  continue  that  the  more 
troublesome  ordeal  of  bronchoscopy  must  be  ap- 
plied—and  the  patient  would  probably  have  to  have 
it,  bronchial  aspiration  or  no  bronchial  aspiration, 
anyway. 


COLLECTION  OF  MATERIAL 

The  simplest  material  to  be  dealt  with  and  the 
most  readily  obtained  is  sputum;  this  is  procured 
by  asking  the  patient  to  cough  deeply  and  to  expec- 
torate the  resulting  sputum  directly  into  a bottle 
containing  some  30  cc.  of  70  per  cent  alcohol.  A 
shallow  cough  is  no  better  than  clearing  the  throat, 
as  that  is  what  it  essentially  is. 

Bronchial  aspiration  or  washing  need  only  be  re- 
sorted to  if  the  sputum  has  been  negative  in  spite 
of  persistent  symptoms,  or  if  the  question  as  to 
which  lung  is  involved  can  not  be  settled  by  physical 
examination  or  the  use  of  tf(e  x-ray.  Should  bronchial 
procedure  be  necessary,  the  supposedly  involved 
bronchus  should  be  aspirated  through  a catheter  and 


the  aspirate  evacuated  into  70  per  cent  alcohol,  or 
smeared  directly  on  a microscope  slide.  It  often 
becomes  necessary  to  wash  out  the  involved  branch 
of  the  bronchial  tree  with  three  or  four  cc.  of  nor- 
mal saline  or  Ringer’s  solution,  which  is  mixed  with 
equal  parts  of  80  per  cent  alcohol  after  it  has  been 
aspirated,  and  then  it  is  centrifugated.  This  natural- 
ly requires  the  experienced  service  of  a broncho- 
scopist  and  it  is  desirable  that  there  be  close  coopera- 
tion between  him  and  the  cytologist;  good  teamwork 
is  all  important. 

Sputum  will  present  exfoliated  cells  from  the 
respiratory  tract  as  a whole  (including  the  larynx) 
and  cells  are  exfoliated  from  the  oral  cavity  as  well. 
Occasionally  esophageal  carcinomas  erode  into  the 
trachea  and  exfoliate  cells  into  the  sputum.  Bron- 
chial aspirates  will  show  fe^\Tr  oral  cells  and  in- 
flammatory elements  and  more  ciliated  bronchial 
epithelial  cells  which  are  scraped  oft  the  trachea  and 
bronchi  by  the  bronchoscope. 

PREPARATION  OF  SMEARS 

The  material  collected  should  be  smeared  out 
evenly  over  glass  microscope  slides  after  it  has  been 
coagulated  by  the  alcohol,  or  (in  the  case  of  bron- 
chial sediments)  centrifugated  for  some  time.  The 
smears  are  immediately  plunged  into  equal  parts  of 
ether  and  95  per  cent  alcohol  \\  hich  fixes  them  and 
renders  them  transparent,  as  it  dehydrates  at  the 
same  time.  They  are  then  stained  by  one  of  the 
Papanicolaou  techniques,  preferably  one  containing 
orange-G,  which  is  invaluable  in  the  detection  of 
epidermoid  carcinoma.  It  is  best  to  have  the  stains 
carried  out  in  a laboratory  that  is  equipped  to  do 
such  work.  If  the  smears  must  be  submitted  un- 
stained, they  should  never  be  permitted  to  dry  out 
before  fixation  in  alcohol  and  ether,  otherwise  the 
resulting  distortion  will  cause  false  evidence  of 
metaplasia.  Papanicolaou  prefers  to  have  smears  sub- 
mitted in  the  fixative,  which  is  possible  when  the 
laboratory  is  near  at  hand,  but  ether-alcohol  is  too 
inflammable  to  be  entrusted  to  the  mails,  so  that  the 
fixed  slides  may  be  permitted  to  dry  and  be  shipped 
in  a dry  state,  or  they  may  be  coated  with  a little 
glycerol  and  covered  by  plain  clean  slides.  After  the 
smears  are  stained  they  are  mounted  under  glass 
coverslips  in  a neutral  mounting  medium  and  are 
then  ready  for  examination  and  evaluation. 

EXAMINATION  OF  STAINED  SMEARS 

The  cytologist,  or  an  assistant,  examines  the 
smears  under  low  magnification,  the  specimen  being 
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searched  from  corner  to  corner  of  the  coverslip  in 
a mechanical  stage.  Any  suggestively  abnormal  cells 
are  marked  by  ink  dots  just  above  the  field  that 
contains  them.  This  can  be  done  by  a trained  tech- 
nician and  is  knoy  n as  “screening”  the  smear.  The 
cytolog'ist  examines  the  marked  fields  and  draws  his 
conclusions.  Should  the  cells  and  their  nuclei  be  of 
unequal  size  and  shape,  with  abnormally  dense 
chromatin  and  large  or  numerous  nucleoli;  or  should 
they  be  very  irregularly  outlined  and  bizarre  in 
appearance,  then  the  chances  are  that  they  represent 
malignant  elements.  One  cannot  apply  any  single 
criterion  to  the  diagnosis;  it  is  a matter  of  noting 
several  abnormal  features  and  applying  the  sum  of 
them. 

If  there  be  many  abnormal  cells  of  this  sort  and 
the  cytolog'ist  is  sure  that  the  evidence  of  cancer  is 
conclusive,  the  smear  is  graded  “class  V,”  if  he  is 
not  entirely  convinced  it  is  “class  IV”  (which  is  to 
be  interpreted  as  “good  evidence  of  cancer”).  If 
there  are  some  suggestive  cells,  the  presence  of  which 
cannot  be  explained  on  the  basis  of  inflammation  but 
which  do  not  bear  all  the  earmarks  of  mali«nant 

O 

change,  the  rating  y'ill  be  “class  III.”  Negative 
smears  are  graded  “class  I”  or  “class  11”  according 
to  whether  there  are  any  metaplastic  changes  in 
epithelial  cells,  but  the  difference  is  tenuous.  Some 
cytologists  prefer  to  grade  smears  as  “positive,” 
“doubtful,”  and  “negative.”  Five  consecutive  posi- 
tive diagnoses  should  indicate  that  even  in  the 
absence  of  positive  biopsy  operation  should  be 
seriously  contemplated.  Bronchoscopy  will  usually 
determine  which  lung  is  afifected,  the  x-ray  often 
confirming  the  evidence.  It  should  be  understood, 
on  the  other  hand,  that  a negative  report  does  not 
indicate  that  cancer  is  not  present.  All  it  means  is 
that  no  cancerous  cells  were  found. 

ACCURACY  OF  CYTOLOGIC  DIAGNOSIS 

So  far  as  accuracy  is  concerned,  the  diagnosis  of 
pulmonary  cancer  through  exfoliative  cytology  is 
practically  on  a par  with  that  of  malignant  disease 
of  the  female  genital  tract;  these  two  applications 
of  the  method  head  the  list,  with  that  of  gastric 
carcinoma  pushing  up  rapidly.  A smear  containing 
cancer  cells  is  usually  readily  recognized  by  an 
experienced  man,  the  cells  stand  out  prominently  in 
contrast  to  other  elements  and  they  are  often  clus- 
tered into  characteristic  clumps.  Indeed,  one  always 


feels  safer  if  such  groupings  are  present.  There  is 
little  danger  of  confusing  the  malignant  cells  with 
leukocytes,  histiocytes  (most  of  them  containing 
dust),  or  exfoliated  squamous  epithelium  from  the 
mouth.  Ciliated  cells  in  bronchial  aspirates  may 
sometimes  become  distorted  and  give  corresponding 
trouble  in  diagnosis,  unless  they  are  familiar  to  the 
examiner. 

Not  only  can  the  presence  of  cancer  be  accurately 
detected  in  about  90  per  cent  of  positive  cases,  but 
it  is  possible  to  diagnose  the  type  of  carcinoma  with 
an  accuracy  of  about  80  per  cent.  High  accuracy  is 
obtained  in  the  case  of  epidermoid  and  anaplastic 
carcinoma,  but  the  figure  is  pulled  down  by  the 
pleomorphic  and  terminal  bronchiolar  types.  Adeno- 
carcinoma poses  the  question  as  to  its  being  primary 
or  secondary  in  the  lung.  Epidermoid  carcinoma 
usually  presents  distorted  squamous  cells  with  an 
increased  keratin  content,  while  the  small,  lympho- 
cytoid  elements  of  anaplastic  carcinoma  are  gen- 
erally quite  diagnostic.  Pleomorphic  carcinoma  is  a 
loose  group  into  which  very  bizarre  tumors  with 
very  little  dilTerentiation  of  their  cells  are  consigned 
for  convenience.  As  many  epidermoid  and  adeno- 
carcinon-ias  may  show  distinct  pleomorphism,  this 
leads  to  some  confusion.  Terminal  bronchiolar  car- 
cinoma and  the  slowly  malignant  “tracheal  ade- 
noma” are  seldom  correctly  diagnosed  as  such, 
although  their  presence  as  malignant  tumors  is 
usually  correctly  estimated  by  cytologic  examina- 
tion. 

CONCLUSION 

Exfoliative  cytology  is  a reliable  medium  for  the 
diagnosis  of  pulmonary  carcinoma.  It  is  very  simple 
in  application,  any  pathologist  who  will  take  the 
time  to  adjust  his  judgment  to  individual  cells,  rather 
than  to  tissues  comprised  of  these,  can  become  pro- 
ficient in  its  practice  in  a few  weeks.  Those  patholo- 
gists who  have  made  it  a practice  to  judge  the  cell 
as  well  as  the  tissue  when  performing  diagnoses  on 
tissue  sections  will  slip  into  the  cytologic  groove 
with  amazing  ease.  The  method  requires  no  elaborate 
instruments  or  apparatus  and  it  can  be  carried  out  in 
a small  room  with  an  adequate  sink.  By  requesting 
cytologic  examinations,  physicians  will  automatically 
create  a necessity  for  the  training  of  cytologists  and 
an  integration  of  their  services  into  the  laboratories 
of  hospitals  and  clinics. 
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THE  ETIOLOGY  AND  TREATMENT  OF  ANXIETY  STATES 
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I’A  I 1 101  (K.K; \l.  I l AK  AM)  ANXIF  IA 

W'hcn  fc;ir  and  an.xicrv  serve  to  [)rorecr  man 
anainsr  tiani)er  these  emotions  are  nsetul  and  normal. 
It  is  only  w hen  fear  and  anxietx’  tlo  not  serve  a useful 
purpose  that  they  are  abnormal  and  pathological.  It 
is  common  practice  in  ps\chiatr\'  to  define  fear  as 
the  emotional  response  to  external  danger.  1 he  term 
anxietx'  is  usually  reserved  for  states  of  deep  fore- 
boding accompanied  hv  tension  and  apprehension 
for  w hich  the  patient  has  no  explanation.  Anxiety, 
lon<4  before  it  protluces  ps\’chiatric  illness,  signals 
Itself  clinicall\-  hv  persistent  functional  symptoms— 
continued  periods  of  fatigue,  emotional  distress, 
increasing  irritability  and  difficulties  in  getting  along 
with  others.  It  is  during  this  period  of  “build  up” 
that  anxiety  should  be  recognized  and  treated 
promptly.  It  is  as  true  in  psychiatr\'  as  it  is  in  medi- 
cine or  surgery  that  the  earlier  a pathological  con- 
dition is  recognized  and  treated  the  more  gratifying 
w ill  l)e  the  clinical  results.  Once  an  anxietx^  state  has 
developed,  if  it  remains  untreated,  it  may  l)e  expected 
to  increase  in  severity  until  the  patient’s  emotional 
reser\es  have  been  exhausted  and  his  capacity  to 
adapt  himself  to  life  severely  injured  or  destroyed. 

While  the  introduction  of  curatixe  drugs  has  re- 
duced the  morbidity  and  mortality  rates  of  infectious 
diseases,  there  has  not  been  comparable  progress  in 
the  field  of  functional  illness.  It  is  recognized  that 
functional  illnesses  have  their  sources  and  origins  in 
the  stre.ss  situations  and  frustration  experiences  in  the 
life  of  a patient.  These  illnesses  fall  within  the 
anxietx’  spectra  in  the  life  of  patients  and  center 
about  \ arious  circumstances  such  as  ( 1 ) overw  helm- 
ing  emironmental  stress,  (2)  broken  homes,  (3) 
w ithdraw  al  of  love  and  affection,  (4)  sibling  rivalrx' 
and  jealousy,  (5)  rejection  in  a love  relationship  and 
(6)  failure  to  gain  a life  goal. 

I'SX Clio  I III  KAFX 

Anxiety  may  result  from  any  stress  situation  in 
the  life  of  a patient  and  is  common  not  only  to  ill- 
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SUMMARY 

( 1 ) Emotional  security  is  the  product  of  emotional 
growth  and  training  within  a family  setting. 

(2)  The  path  leading  to  security  is  one  that  must 
first  be  pointed  out  by  parents,  by  teachers  and  by 
peers. 

(3)  The  family,  the  school,  the  church  and  our 
manners  and  customs  of  life  are  the  background  milieu 
in  which  growth  to  emotional  security  occurs. 

(4)  Freedom  from  disabling  anxiety  reflects  learned 
skills  and  is  a product  not  only  of  the  individual’s 


nc.ss  but  to  daily  living.  Pathological  anxiety  of  the 
t\'pe  that  can  result  in  a fixed  emotional  illness  has 
its  sources  and  origins  usually  in  those  particular 
frustrating  situations  that  threaten  an  individual’s 
hopes,  w ishes  and  expectations  in  life.  Furthermore 
the  stress  situation  must  be  of  such  a nature  that  it 
also  threatens  the  individual’s  prestige  and  sense  of 
achievement  and  it  must  be  of  such  a nature  from 
which  he  cannot  escape  nor  ax’oid  nor  solve  w ithout 
it  destroying  his  hopes  or  w ishes  or  threatening  his 
prestige  in  life.  Since  hopes,  w ishes  and  feelings  of 
achievement  and  prestige  are  all  learned  they  are 
products  of  our  culture  and  arc  determined  by  cus- 
toms, manners  and  wax's  of  life,  d O the  degree  that 
our  oxx  n sense  of  values  differ,  patients  differ  indi- 
vidually in  their  frustration  thresholds.  It  folloxxs 
that  to  appreciate  anxietx'  as  it  exists  in  an\'  patient  it 
is  as  e.sscntial  for  the  phx'sician  to  he  accjuainted 
XX  ith  the  patient’s  cultural  and  social  conditioning  as 
it  is  for  him  to  understand  the  patient’s  life  historx' 
and  personal  relationships.  Patients  are  particularix' 
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vulnerable  to  developing  fixed  anxiety  reactions 
v’hen  they  begin  to  feel  uncomfortable  with  them- 
selves and  with  other  people  and  when  they  no 
longer  are  able  to  meet  successfully  the  demands 
that  life  makes  upon  them.  This  is  a first  point  for 
the  physician  to  bear  in  mind  whenever  a patient 
seeks  advice.  A second  point  is  to  remember  that 
functional  somatic  symptoms  are  the  body’s  way  of 
signaling  the  presence  of  a conflict  and  stress  prob- 
lem in  the  patient’s  life  for  which  the  patient  has  no 
satisfactory  explanation.  Once  the  physician  has 
determined  the  functional  nature  of  the  patient’s 
complaint,  there  are  two  courses  that  he  can  follow: 
one  is  negative  and  injurious  to  the  patient,  the 
other  is  positive  and  helpful.  The  negative  approach 
is  to  reject  the  patient  and  his  complaint  with  the 
statement,  “There  is  nothing  wrong  with  you.”  The 
other  is  to  take  therapeutic  advantage  of  the  doctor- 
patient  relationship  and  move  actively  in  a positive 
way  to  meet  the  patient’s  “Wish  To  Be  Helped.” 
The  move  towards  helpfulness  is  psychotherapy. 
Every  physician  is  to  some  degree  a psychotherapist. 
A most  important  point  in  psychotherapy  is  the  sin- 
cerity and  desire  on  the  part  of  the  physician  to  be 
helpful.  The  emotional  attitude  on  the  part  of  the 
physician  towards  his  patient  and  his  problem,  in 
many  cases,  determines  whether  the  physician  can  or 
can  not  be  helpful  to  a patient  with  functional 
symptoms.  If  the  physician  is  insecure,  defensive, 
authoritative,  rejecting  or  angry  he  will  not  be  help- 
ful to  his  patients,  and  if  the  physician  has  the 
emotional  capacity  to  become  identified  and  inter- 
ested in  the  patient’s  problem,  and  if  he  is  capable, 
through  his  attitudes,  of  conveying  to  the  patient  a 
realistic  sympathy  and  a warm  desire  on  his  part  to 
help  the  patient  with  his  problem,  then  the  patient’s 
frustration  will  be  lessened  and  a helpful  therapeutic 
climate  will  be  established.  At  all  times  common 
sense  judgments  must  prevail  in  the  doctor-patient 
relationship.  The  question  may  be  asked  that  if  the 
causes  of  the  patient’s  anxiety  are  unconscious  and 
the  patient  is  only  aware  that  he  is  ill  because  he  has 
functional  somatic  complaints,  what  procedures  can 
be  taken  for  the  physician  to  become  understanding 
of  the  conflict  situation.  Through  acceptance  of  the 
patient  and  by  willingness  to  listen  to  his  patient 
talk  over  his  troubles,  the  physician  can  through  his 
patience  in  listening  wait  patiently  for  the  patient 
to  spontaneously  reveal  the  conflict  situation.  With 
certain  acquired  skills,  all  centered  on  the  physician 
assuming  a permissive,  friendly,  supporting  role,  the 


patient  can  be  led  to  discuss  his  close  interpersonal 
relationships  freely.  The  physician  should  bear  in 
mind  that  critical  personal  relationships  involve  par- 
ents, siblings,  the  personal  love  relationship  in  the 
life  of  the  patient  and  his  relationships  with  his 
bosses  or  superiors. 

In  psychiatry  there  are  numerous  theories  and 
schools  of  thought  as  to  the  origin  of  pathological 
anxiety.  There  are  theories  that  stress  infantile 
sexuality  and  faulty  psychosexual  development  as 
the  main  sources  of  anxiety.  In  these  theories  early 
childhood  experiences  and  intrapsychic  conflict 
growing  out  of  parent-child  relationships  and  re- 
pression are  stressed.  There  are  other  theories  which 
stress  the  role  of  the  total  life  experiences  of  the 
patient  and  emphasize  the  impact  of  the  individual 
and  his  instinctive  drives  against  the  cultural  forces 
operating  in  the  life  of  the  patient.  These  theories 
stress  the  interactions  and  transactions  of  forces 
within  the  individual  and  within  the  cultural  milieu. 

CONFLICTS  WITHIN  THE  AFFECTIONAL  RELATIONSHIPS 

While  the  factors  of  heredity,  constitutional  pre- 
disposition and  physiological  imbalance  are  also 
acknowledged  underlying  any  anxiety  reaction,  this 
paper  will  be  directed  to  discussing  the  role  of  diffi- 
culties in  the  interpersonal  relationships  in  the  life 
of  the  patient.  This  might  be  referred  to  as  conflicts 
within  the  affectional  relationships  in  the  life  of  the 
patient.  It  is  hoped  that  such  an  approach  will  serve 
the  practical  purpose  of  permitting  physicians  and 
surgeons  to  develop  within  themselves  clinical  skills 
in  applying  this  type  of  an  analysis  to  their  individual 
patients  and  will  give  the  physician  an  added  insight 
into  his  patient’s  problem  through  his  better  under- 
standing of  the  disturbances  in  the  interpersonal 
relationships  in  the  life  of  the  patient.  These  dis- 
turbances in  interpersonal  relationships  that  are 
significant  for  this  purpose  may  be  said  to  involve 
only  those  disturbances  that  threaten  the  emotional 
or  personal  security  of  the  patient.  For  children  and 
adolescents  the  disturbance  in  interpersonal  relation- 
ships must  therefore  necessarily  revolve  around  the 
conflicts  in  the  child-parent  relationships.  For  adults 
the  conflict  in  interpersonal  relationships  revolves 
around  the  relationship  with  a beloved  person  with 
whom  the  patient  is  in  a frustrating  relationship  or 
with  a person  who  holds  the  position  of  a boss  or 
superior  and  who  is  in  a threatenting  relationship  to 
the  patient.  For  children  the  emotional  conflicts 
revolve  around  all  those  relationships,  both  positive 
and  negative,  with  mother,  with  father,  and  with 
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brothers  :iiul  sisters  that  can  gi\e  rise  to  jealousy, 
hostilitv  <»r  re)eetion  within  the  tainily  group.  I'oi 
adults  tlie  emotional  relationship  that  is  significant  is 
with  the  beloved  person;  lor  the  wile,  the  hushaiul, 
for  the  hushaiul,  the  wile;  lor  the  lover,  the  niistiess; 
lor  the  mistress,  the  lover;  and  lor  the  iniliNidual 
w ho  is  uiiotionalK  isolated  and  lacking  in  alfectional 
skills  it  might  he  the  [diantasv  or  image  ol  a lovetl 
person.  All  individuals  also  have  the  problems  ol 
others  w ho  are  their  bosses  or  superiors.  1 he 
moment  that  a boss  or  superior  changes  his  role 
from  friend  to  foe,  and  if  it  is  impossible  lor  the 
iiulivulual  to  escape  from  his  influence,  the  con- 
tinued emotional  repercussions  to  such  a threatening 
person  can  give  rise  to  intolerable  hostilit\';  the 
repression  of  w Inch  can  lead  to  illness.  1 he  problems 
of  guilt,  frustration,  hostilitv'  and  aggressiveness, 
vv  hich  must  be  represseel  if  w e are  to  live  m mutual 
helpfulness  vv  ith  each  other,  are  recogni/ed.  I he 
repression  ol  such  feelings,  because  ol  the  demands 
of  our  social  life,  nia\  under  proper  circumstances 
lead  to  states  of  chronic  emotional  tension  anvl  fixed 
frustration  patterns.  I hen  emotional  tension  can  be 
brought  to  bear  on  an\”  part  ol  the  bodv  bv  means 
of  the  cortical,  thalamic,  hvpothalamic,  autonomic 
and  svmpathctic  pathwavs  and  tltrough  stimulation 
of  the  adrenal,  thv  roid  and  pituitar\'  svstems.  L’lti- 
matcly  this  ma\'  lead  to  structural  changes  ranging 
from  ulcer  to  colitis  or  from  carvliac  overactivitv'  to 
rheumatoid  svmptonis.  (Continuous  faulty  habit  pat- 
terns of  thinking  and  feeling  are  capable  of  pre- 
cipitating such  psychosomatic  states  and  result  in 
structural  bodily  changes.  It  is  to  be  admitted  tiiac 
the  precise  relationship  of  emotional  stress  factors, 
neurogenic  activity  and  hormonal  factors  have  been 
subjected  to  great  study  and  are  not  understood 
clearly.  I hesc  have  been  discussed  by  vSclya  exten- 
sively. It  is  of  interest  to  note  that  the  relationship 
between  emotional  factors  and  ulcer  was  noted  as 
early  as  1913  by  Wm  Bergman.  One  of  the  great 
unsolved  problems  at  present  is  “What  is  it  that 
causes  some  patients  under  stress  to  develop  pre- 
ponderantly somatic  symptoms  and  structural  body 
changes,  w hereas  in  others  the  stress  factors  result 
in  functional  psychiatric  illness,  namely,  the  psycho- 
neurotic disorders  and  the  functional  psvehosesr” 
(dinically  it  can  be  obseryevl  that  patients  react  to 
stress  situations  by  actions  that  lead  cither  to  arrack 
or  to  retreat  or  by  developing  submissive  atti- 
tudes. It  is  important  for  the  physician,  in  his  ap- 
praisal of  his  patient,  to  clinically  decide  which  of 


these  types  of  psychological  defenses  are  being  em- 
ployed by  the  patient  because  the  treatment  of  the 
patient  must  be  directed  w ith  this  in  mind. 

I he  aggressive,  angry  patient  w ho  is  attacking  his 
problem,  or  what  he  thinks  is  his  problem,  frevjuent- 
l\'  makes  the  [)hvsician  the  object  ol  his  anger  and 
uses  the  doctor  as  a w hipping  post.  1 he  secure 
[)hysician  understands  this  as  a phenomena  of  [iro- 
jcction,  displacement  and  reacriim  lormation  and 
lines  not  feel  personalK  involved.  By  the  physician’s 
acceptance  of  the  patient  and  his  anger,  just  as  he 
is,  and  by  the  physician’s  lailure  to  become  involved 
in  his  patient’s  anger  the  patient  is  heljK'd. 

I he  (tarienr  w ho  is  fear  ridden  and  retreating  trom 
his  problem  must  not  have  his  lears  increased  bv  the 
physician’s  authoritative  manner  or  threatening  ways, 
instead  this  patient  likewise  must  be  led  out  oi  his 
anxietv  and  fear  bv  first  making  him  feel  secure  in 
his  know  ledge  that  his  doctor  will  give  him  help  as 
he  needs  hclji. 

\l!NOR  M Al,  SI  I’.M  ISSI  V I N !■  SS 

I he  [latient  w ho  comes  to  the  doctor  with  de- 
pendent, submissive  attitudes  and  w ho  seems  resigned 
to  his  illness  is  tkie  most  dildicuir  to  treat.  1 hese 
indiv  iduals  take  refuge  in  their  somatic  symptoms, 
they  h\  their  attention  on  bodily  symptoms,  they 
rationali/e,  intellectuali/e  and  are  guiltv'  of  self 
deception.  I he  dependent,  submissive  patient  redects 
poor  childhood  conditioning  and  frei]uentl\'  has 
experienced  in  his  infancy  and  childhood  rejection 
and  punisiunent  beyond  his  capacity  to  adjust  to  it. 
So  important  is  this  problem  clinicallv’  that  it  would 
be  well  to  define  abnormal  submissiveness  so  that  it 
might  be  recogni/ed.  Patients  with  the  problem  of 
abnormal  submissiveness  denv'  their  own  capacity 
they  avoid  competition  and  seek  continuous  help, 
they  are  unable  to  be  effectiv'elv'  aggressive  and  are 
lacking  in  positive  motivation.  I’ehind  their  somatic 
symptoms  and  hypochrondriasis  arc  repressed,  hos- 
tile impulses  and  strong  feelings  of  guilt,  d'hev^  are 
freipienrly  kindly  and  ingratiating  as  well  as  ver\' 
suggestible.  Behind  all  of  these  reactions  there  arc 
always  factors  of  rejection  in  close  emotional  rela- 
tionships and  confusing  unsatisfv'ing  emotional 
experiences  throughout  life  marked  bv'  disturbed 
familv’  relationships  and  unstable  conditioning. 
I hcse  patients  lack  skills  in  belongingness  and  in 
their  abilitv'  to  communicate  their  thoughts  and 
feelings  to  others. 

Patients  who  respond  well  to  psychotherapy  arc 
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those  who  have  had  secure  family  relationships  from 
infancy  through  adolescence  and  who  have  devel- 
oped alfectional  skills  which  allow  them  to  be 
emotionallv  close  to  and  part  of  another  human 
being;  and  who  have  been  culturally  conditioned  to 
the  ideals  of  their  family  and  social  groups;  and  who 
have  been  conditioned  to  belong  not  only  to  their 
family  and  to  each  other  but  to  their  groups. 

It  is  difficult  to  bring  help  by  psychotherapy  to 
patients  w ho  have  been  repeatedly  crushed  by  life’s 


ANURIA:  CASE  REPORT 


conference  today  concerns  the  patient  Mr. 
J.  A.  D.,  sixty-seven  years  of  age,  who  was 
admitted  here  December  i,  1953,  at  5:00  p.  m.,  m 
complete  anuria  and  uremia,  with  an  additional 
diagnosis  of  diabetes  and  a question  of  diabetic 
acidosis. 

This  patient  was  transferred  by  ambulance  from  another 
institution  after  having  been  hospitalized  there  overnight. 
There  is  no  history  available  or  obtainable  since-the  patient 
lived  alone  in  a hotel  room.  The  little  information  which 
we  have  is  by  hearsay  and  from  a sister  who  saw  tlie 
patient  two  weeks  ago  and  found  him  to  be  apparently 
well  at  that  time.  She  knew  of  no  previous  severe  illnesses. 
In  reconstructing  the  present  illness,  it  appears  that  the 
patient  was  relatively  well  until  just  two  days  prior  to 
admission  here,  when  hotel  personnel  found  him  semicoma- 
tose  in  his  room.  Tdis  sister  stated  that  he  did  not,  so  far 
as  she  knew,  have  diabetes. 

I'IRST  HOSPITAL  DAY 

On  admission  to  this  hospital  the  patient  was  obviously 
semicomatose,  feverish,  and  deliydrated.  A note  which  ac- 
companied him  from  the  other  hospital  mentioned  that  a 
urine  they  had  obtained  from  liim  was  1.020  in  specific 
gravity,  contained  2+  albumin  and  bile,  but  no  note  was 
made  of  sugar  or  acetone  determination  in  the  specimen. 
His  red  count  at  that  institution  was  4.5  million,  hema- 
globin  13.5  Gm.  (88  per  cent),  white  blood  count  15,100, 
with  58  per  cent  segmented  polys.,  15  stab  forms  and  27 
per  cent  lymphocytes.  By  the  time  of  admission  to  our 
hospital  we  were  dealing  with  a complete  anuria.  To  con- 
found the  issue,  there  was  evidence  of  pneumonic  infection 
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experiences  to  the  point  that  they  consciously  and 
unconsciously  expect  only  failure  in  the  future,  and 
to  patients  whose  life  situations  and  family  relation- 
ships are  hopelessly  tangled  in  terms  of  conflict.  It 
is  equally  difficult  to  bring  help  by  psychotherapy 
to  those  patients  who  haye  never  had  a close  family 
relationship  or  who  have  never  experienced  emo- 
tional warmth  and  belongingness  and  who  have 
developed  personality  structures  that  reflect  only 
disturbed  human  relationships. 


Diagnostic  and  Therapeutic  Problems 
CiERSHON  B.  Silver,  m.d..  Rocky  Hill 


The  Author.  Chief  of  Medicine,  Veterans  Hospital 
and  Hospital  for  Chronic  Illness,  Rocky  Hill,  Con- 
necticut 


SUMMARY 

A case  of  total  anuria  in  a sixty-seven  year  old 
male  due  to  lower  nephron  nephrosis  which  was  pre- 
sented at  medical  conference  is  discussed  from  the 
diagnostic  and  therapeutic  points  of  view.  Pertinent 
autopsy  findings  are  included. 


in  the  right  lung,  the  question  of  diabetes,  the  lack  of  his- 
tory concerning  previous  illnesses  such  as  kidney  disease, 
hypertension,  etc.  There  was  no  history  available  concern- 
ing the  possibility  of  the  ingestion  of  drugs  or  the  drinking 
of  noxious  agents;  he  was  a known  alcoholic,  however. 
Other  reports  on  the  abstract  from  the  previous  institution 
were  a fasting  blood  sugar  of  1 74,  NPN  of  1 1 4,  and  a 
creatinine  of  3.5  mg.  per  cent. 

Physical  examination  on  admission  here  revealed  the  gen- 
eral findings  as  noted.  Blood  pressure  on  admission  was 
96/70,  temperature  102  degrees,  pulse  106  but  of  fair  qual- 
ity, respirations  30.  Breathing  was  not  of  the  Kussmaul  type. 
The  eyeballs  were  moderately  soft,  the  tongue  drv  and 
furry,  but  the  breath  was  not  “fruity”  in  odor.  The  skin 
was  dry  and  wrinkled,  the  extremities  were  cold,  dusky, 
and  cyanotic  in  appearance.  The  fundi  were  relatively 
clear.  The  neck  was  supjile.  The  heart  was  not  remarkable. 
Examination  of  the  lungs  revealed  relative  dullness,  bron- 
chovesicular  to  bronchial  breathing  over  the  right  lower 
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lobe,  but  no  rales  over  either  base.  A catheter  was  inserted 
into  the  bladder;  no  urine  was  returned.  A repeat  blood 
pressure  done  a few  hours  later  was  92/60  and  the  heart 
sounds  were  then  noted  to  be  of  varying  intensity  and  the 
rhythm  somewhat  irregular.  The  respirations  were  noisy. 
No  urine  at  all  was  present  si.x;  hours  later  at  11:00  p.  m. 
the  evening  of  admission,  although  the  patient  seemed  more 
alert,  was  taking  sips  of  water,  and  had  received  1500  cc. 
of  water  with  glucose  and  vitamins  I.V. 

SECOND  HOSPITAL  DAY 

The  next  morning  the  patient’s  general  condition  was 
about  the  same.  Portable  x-ray  of  the  chest  revealed  a 
pneumonitis  at  the  right  base.  The  pulse  was  now  more 
regular,  the  urine  output  was  still  zero,  even  though  he 
had  had  another  clysis  of  1000  cc.  of  5 per  cent  glucose 
and  sips  of  water  by  mouth.  Late  in  the  afternoon  of  the 
second  day  the  patient  was  able  to  respond  somewhat  to 
questioning  but  was  still  obviously  confused.  The  urine 
output  was  still  zero  that  evening,  twenty-four  hours  after 
admission.  He  was  given  another  1000  cc.  of  fluid  by  clysis. 
We  were  treating  him  as  a “lower  nephron  nephrosis”  as 
far  as  intake  of  fluid,  proteins,  and  electrolytes  was  con- 
cerned, attempting  to  make  up  the  deficit  in  which  he 
arrived  without  pushing  him  into  pulmonary  edema.  When 
he  could  take  something  by  mouth,  this  route  was  pre- 
ferred. A report  of  the  carbon  dioxide  content  of  the  blood 
was  15  mEq./L  and  he  was  given  1000  cc.  of  1/6  molar 
sodium  lactate  I.V.  Thus  a total  of  5000  cc.  of  fluid  was 
given  within  the  first  twenty-four  hours  without  any  effect 
on  urine  flow.  There  was  no  evidence  of  failure,  increase 
in  venous  pressure,  edema,  or  moisture  in  the  lung  bases. 
He  still  appeared  clinically  dehydrated.  Following  this,  the 
plan  was  to  give  him  about  1000  to  1500  cc.  of  fluids  daily. 

The  following  laboratory  data  were  available  to  us  at 
that  time:  There  was  no  urine.  Hemoglobin  was  14  grams, 
hematocrit  45  per  cent.  Total  protein  was  not  available. 
White  blood  count  was  18,600  with  84  per  cent  polys.,  14 
per  cent  lymphs.,  and  2 per  cent  monocytes.  Fasting  blood 
sugar  was  i68  mg.  per  cent.  CO2  was  15  mFq./L,  BUN  84, 
and  creatinine  5.5  mg.  per  cent.  Blood  sodium  was  reported 
as  154  niFq.,  chloride  123  mFq.,  potassium  1.7  mFq./L. 
The  serum  was  negative  for  acetone  bodies.  An  electrocar- 
diogram taken  at  this  time  showed  no  evidence  of  severe 
hypokalemia  and  the  laboratory  report  of  the  potassium 
level  was  interpreted  as  being  suspect. 

THIRD  HOSPITAL  DAY 

On  the  third  day  of  hospitalization  the  patient  again 
seemed  a bit  more  alert.  His  skin  was  warm  and  he  was 
able  to  take  some  nourishment  by  mouth.  He  was  on  fluids 
containing  carbohydrate  and  fat  with  vitamins  by  mouth; 
foods  containing  any  considerable  amount  of  potassium  were 
avoided  because  of  his  anuria.  He  now  began  to  pass  small 
amounts  of  dark  urine  for  the  first  time.  Examination  of 
this  urine  showed  a pH  of  approximately  5,  a specific  grav- 
ity of  1. 01 7 with  2-f-  albumin,  no  bile,  no  sugar,  and  no 
acetone.  The  sediment  showed  10  red  blood  cells  per  high 
power  field  and  many  white  blood  cells  with  clumps — 
there  was  an  indwelling  catheter.  Another  repeat  urine 
showed  identical  findings.  A repeat  COo  was  18.6  mEq./L, 
chloride  117  mEq./L,  and  BUN  loi  mg.  per  cent.  Repeat 


sodium  on  12-3  and  12-4  were  15 1 and  149  mEq./L,  re- 
spectively. The  potassium  on  12-3  and  12-4  repeated  was 
reported  back  as  7.85  and  7.1  mEq./L,  respectively;  these 
latter  values  for  potassium  were  interpreted  as  being  much 
more  consistent  with  the  clinical  picture. 

The  temperature,  which  had  been  102  degrees  on  admis- 
sion, began  to  climb  the  second  day  to  103  degrees  and 
thereafter  hovered  between  103  and  104  degrees.  Along 
with  this,  the  pulse  rate  increased  to  1 30.  An  electrocardi- 
ogram revealed  a pattern  of  myocardial  ischemia,  with 
numerous  frequent  interpolated  premature  auricular  beats 
exhibiting  the  phenomenon  of  parasystole;  it  did  not  reveal 
a pattern  specifically  consistent  with  either  hypo  or  hyper- 
kalemia. 

FOURTH  HOSPITAL  DAY 

He  was  presented  at  this  point  at  the  medical  conference 
on  his  fourth  hospital  day. 

At  the  conference  the  question  of  diabetes  was 
first  thoroughly  discussed,  particularly  since  the 
admission  note  accompanying  the  patient  from  the  1 
previous  hospital  raised  this  question,  and  since  ' 
their  blood  sugar  was  reported  as  174  mg.  per  cent. 

It  was  pointed  out,  however,  that  any  patient  with 
anuria  might  present  an  efevation  in  blood  sugar 
without  diabetes;  conversely,  in~  a patient  with 
diabetic  acidosis,  the  resultant  fluid  and  electrolyte 
loss  could  very  well  produce  the  picture  of  periph- 
eral circulatory  collapse  and  of  renal  shutdown 
which  he  presented.  The  level  of  blood  sugar  eleva- 
tion does  not  rule  out  diabetes,  although  usually 
patients  in  severe  diabetic  acidosis  do  have  a higher 
blood  sugar  and  the  urine  flow  is  rarely  completely 
shut  down.  Because  of  this  question,  however,  the 
blood  plasma  was  tested  for  acetone  bodies  with 
negative  results.  This,  therefore,  ruled  out  a true 
diabetic  acidosis,  but  was  consistent  with  the  diag- 
nosis of  uremic  acidosis.  Serum  acetone  is  a more 
reliable  index  than  urinary  acetone,  since,  in  the  pres- 
ence of  renal  failure  in  association  with  diabetic 
acidosis,  ketone  bodies  may  disappear  from  the 
urine. 

The  infection  and  fever  were  discussed  in  relation 
to  the  problem  from  two  standpoints,  etiologic  and 
therapeutic,  first,  because  an  alcoholic  with  pneu- 
monia, severe  toxicity,  and  dehyration  could  fall 
into  the  picture  of  circulatory  collapse  with  anuria, 
and  secondly,  because  infection  and  fever  com- 
pounded the  therapeutic  problem,  tending  to  in- 
crease the  need  for  fluid  and  calories,  with  the 
associated  dangers  of  excessive  catabolic  breakdown 
of  tissue,  i.e.,  increasing  azotemia,  retention  of 
potassium,  sulfate,  phosphate  ions,  etc.  One  member 
of  the  group  suggested  the  possibility  of  toxicity 
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and  dehydration  to  explain  the  acute  renal  failure  in 
this  case;  the  apparently  adequate  concentrating 
ability  of  the  kidney  ^\■as  noted.  A discussion  as  to 
what  tt’ould  be  the  proper  amount  of  fluid  and 
caloric  intake  next  ensued,  especially  with  reference 
to  the  dangers  of  over  hydration  and  over  treatment, 
which  very  often  throw"  these  patients  into  failure 
and  exodus.  This  patient,  because  of  his  age,  cardiac 
and  circulatory  status,  as  w ell  as  alcoholic  history, 
it  was  remarked,  w as  not  a good  candidate  from  the 
standpoint  of  prognosis. 

Acid-base  balance  and  the  presumed  acidosis  were 
next  discussed  as  a therapeutic  problem.  In  the  face 
of  anuria  and  excessive  catabolism,  these  patients  are 
very  prone  to  metabolic  acidosis.  The  diminished 
CO2  would  seem  to  indicate  such  a state.  These 
patients  are  very  limited  in  their  compensatory 
mechanism,  being  essentially  arenal.  They  must  rely 
upon  COo  excretion  by  the  lungs,  and  vomiting, 
sweating,  and  diarrhea  as  outlets  for  excess  accumu- 
lation of  other  ions  such  as  chloride,  phosphate,  sul- 
fate, sodium,  and  potassium.  This  patient  w"as  now 
taking  some  feeding  by  mouth  and  we  were  trying 
to  limit  his  intake  to  glucose  and  fats  as  much  as 
possible,  wdth  a total  fluid  intake  of  approximately 
1500  cc.  daily,  the  “extra”  500  cc.  to  compensate  for 
his  infection  and  increased  metabolic  rate.  As  his 
urine  output  increased,  w e were  to  increase  his  in- 
take accordingly.  He  w'as  given  approximately  100 
to  150  Gm.  of  glucose  daily,  plus  added  vitamins. 
He  w"as  on  antibiotics  as  w"ell  in  an  attempt  to  con- 
trol his  pulmonary  infection,  w'hich  could  have  been 
the  trigger  mechanism.  Interestingly  enough,  during 
the  acute  phase  of  a bacterial  pneumonia  there  may 
be  profound  disturbance  in  electrolyte  metabolism, 
characterized  by  depression  of  urinary  excretion  of 
sodium  and  chloride  and  a decrease  in  the  concen- 
tration of  sodium  and  chloride  in  the  serum,  due  to 
some  sort  of  unexplained  physiological  “segrega- 
tion.” In  overw  helming  infections,  hyponatremia  and 
hypochloremia  may  often  be  severe  and  associated 
w ith  prerenal  azotemia  and  shock.  In  this  patient, 
however,  we  found  a moderate  elevation  of  both 
sodium  and  chloride  on  admission.  Another  physi- 
cian at  this  point  raised  the  question  as  to  w"hether 
w"e  really  had  a metabolic  acidosis  or  a respiratory 
alkalosis  in  interpreting  the  low  CO2.  Although  one 
expects  a metabolic  acidosis  in  a case  of  anuria,  a 
pure  lobar  pneumonia,  because  of  the  rapid,  shallow 
breathing  and  the  relatively  bloodless  state  of  the 
involved  area  of  hepatization,  may  cause  an  excess 


“blowing  off”  of  carbon  dioxide  from  the  lungs, 
with  a drop  of  CO2  tension  and  a shift  in  the  blood 
pH  tow'ards  alkalinity.  This  is  not  true  for  broncho- 
pneumonia, how^ever,  where  one  characteristically 
finds  the  opposite,  that  is,  a retention  of  CO2  because 
blood,  in  this  instance,  is  circulating  through  the 
anoxic  area  of  involvement  in  the  lung.  A blood 
pH  is  the  final  umpire  in  determining  wdiich  exists 
in  a particular  case,  it  was  pointed  out.  This  patient, 
presumably  having  a bronchopnetimonic  process, 
w ould,  therefore,  be  expected  to  have  a respiratory 
acidosis  superimposed  upon  an  already  existing 
metabolic  acidosis. 

The  question  of  transfusions  as  a therapeutic 
measure  in  this  patient  w'as  raised  by  the  pathologist 
because  he  felt  that  originally,  w hen  this  patient  wws 
admitted,  he  w"as  probably  in  a state  of  shock.  There 
was  some  discussion  as  to  whether  or  not  this  w"as 
true,  although  he  did  have  a moderate  degree  of 
hypotension,  once  as  low  as  85/60.  He  did  not  seem 
to  be  as  acutely  ill  as  one  might  expect  in  this  con- 
dition, how^ever.  At  this  point  another  individual 
raised  the  question  as  to  wdiether,  in  the  face  of 
dehydration  and  infection  with  temperature,  one 
w ould  expect  to  see  the  ordinary  picture  of  shock. 
Shock  is  a syndrome  due  to  many  wide  and  varied 
causes;  it  is  characterized  clinically  (except  in 
hemorrhage)  by  hemoconcentration,  hypotension, 
hypothermia,  and  depression  of  the  central  nervous 
system.  One  cannot,  however,  by  the  presenting 
clinical  picture  of  shock,  ahvays  determine  the  cause. 
In  some  cases  the  onset  is  sudden  and  dramatic,  in 
others,  insidious.  In  the  type  of  shock  characteristic 
of  severe  overwhelming  infection  the  insidious  on- 
set is  typical,  and  signs  of  circulatory  insufficiency 
wdll  be  present  for  some  days  or  hours  before 
respiration  ceases.  The  blood  volume  is  fundamentally 
not  at  fault  in  these  cases,  and  the  capillaries  are  not 
abnormally  permeable;  the  disturbance  w"ould  seem 
to  be  primarily  related  to  diffuse  metabolic  cellular 
breakdown.  This  type  of  circulatory  failure  may  be 
reversible  to  a point  if  the  process  causing  the 
abnormality,  viz.,  the  infection,  can  be  controlled. 
Plasma  or  w’hole  blood  in  these  cases  is  not  effective. 
Shock  in  pneumonia  is  a complication  of  severe 
toxemia  and  indicates  a serious  prognosis.  The  cir- 
culatory disturbance  is  characterized  by  hemocon- 
centration and  increased,  rather  than  depressed,  car- 
diac output  and  peripheral  vasodilatation.  The  skin, 
particularly  of  the  extremities,  is  cold  and  moist  and 
exhibits  a characteristic  gray  cyanosis.  If  maintained 
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for  sufficient  length  of  time  it  becomes  irreversible 
and  the  patient  dies  in  shock,  even  though  the  infec- 
tion may  be  finally  controlled.  In  this  case  we 
explained  that  our  hesitancy  in  giving  transfusions 
was  predicated  upon  the  fear  of  potassium  release  in 
the  event  of  a hemolytic  reaction,  which,  with 
anuria,  would  be  fatal.  An  additional  question  in 
reference  to  the  patient’s  state  of  hydration  on  ad- 
mission was  raised  at  this  point,  i.e.,  whether  a blood 
volume  would  have  given  us  important  confirmatory 
information  as  to  body  water  “debt.”  This  is  more 
reliable  than  total  protein,  hemoglobin,  and  hemato- 
crit determinations  in  patients  where  there  is  no 
preceding  information  concerning  nutritional  status 
or  anemia. 

An  outline  was  presented  of  the  common  causes 
of  urinary  suppression.  These  were  briefly  listed  as 
follows: 

( 1 ) ^Sustained  shock  or  circulatory  collapse  due 
to: 

Blood  loss. 

Severe  trauma,  especially  crushing  injuries. 

Burns. 

Severe  infections. 

Severe  dehydration. 

Anesthesia,  especially  prolonged. 

Surgical  procedures. 

Obstetrical  complications. 

Transfusion  reaction. 

Allergic  or  toxic  reactions  to  sulfonamides. 

Hepatorenal  syndrome. 

Drug  poisoning  (carbon  tetrachloride,  mercury, 
industrial  poison). 

(2)  Acute  glomerulonephritis  and  chronic  glom- 
erulonephritis in  the  terminal  stage. 

(3)  Acute  and  chronic  ascending  pyelonephritis 
and  necrotizing  papillitis  (diabetics). 

(4)  Reflex  anuria  from  instrumentation  or  calculi 
in  the  urinary  tract  or  from  emboli  or  thrombi  in 
the  renal  vessels. 

( 5)  Congenital  malformations  of  the  kidney  such 
as  polycystic  disease  (in  the  final  stages). 

(6)  Obstruction  to  renal  flow  from  sulfa  drugs  as 
the  result  of  physical  crystallization  in  the  tubules. 

(7)  Stag-horn  calculi,  carcinoma,  or  any  type  of 
obstructive  pathology  in  the  region  of  the  renal 
pelves  or  ureters,  bilaterally. 

*A11  the  above,  by  the  common  denominator  of  shock, 
produce  the  syndrome  which  of  late  has  been  called  “lower 
nephron  nephrosis.” 


(8)  Oliguria  (less  likely  anuria)  occurs  during  ' 
the  stage  of  rapid  accumulation  of  edema  fluid. 

It  would  seem  that  the  most  likely  diagnosis  here 
was  that  of  lower  nephron  nephrosis  based  upon  a 
substrate  of  severe  overwhelmino-  infection  and  asso- 
ciated  dehydration,  in  an  elderly,  malnourished  indi- 
vidual who  had  apparently  been  in  semicoma  or 
stupor  for  a few  days  before  receiving  medical 
attention.  There  was  no  known  history  of  preceding  ( 
hypertension  or  kidney  disease  to  implicate  chronic  ; 
glomerulonephritis  in  the  terminal  stage;  the  specific 
gravity  was  too  high  for  this  possibility  and  the  ' 
onset  too  abrupt.  It  is  to  be  noted,  however,  that  the  i 
usual  case  of  lower  nephron  nephrosis  also  exhibits  i 
a urine  of  specific  gravity  approximating  i.oio  when  [ 
renal  failure  has  been  established.  Necrotizing  papil-  | 
litis  might  have  been  an  explanation  if  the  patient 
were  diabetic.  An  acute  glomerulonephritis  with 
secondary  tubular  degeneration  was  considered  a I 
possibility,  but  here  again  one  would  expect  a pre- 
ceding upper  respiratory  infection  with  a latent 
period,  a more  gradual  onset,  edema,  hypertension, 
eyeground  changes,  and  a more  characteristic 
urinary  sediment.  Carbon  tetrachloride  poisoning 
should  always  be  thought  of  in  an  alcoholic,  although 
again  no  history  was  available.  The  most  likely  pos- 
sibilities in  this  case,  therefore,  were  considered  to 
be: 

( 1 ) Severe  toxemia  and  dehydration,  with  asso- 
ciated circulatory  collapse  and  lower  nephron 
nephrosis. 

( 2 ) Possible  carbon  tetrachloride  poisoning. 

( 3 ) Terminal  phase  of  a basic  chronic  glomerulo- 
nephritis. 

The  treatment  of  lower  nephron  nephrosis  is 
divided  into  three  phases:  (i)  phase  of  shock,  (2) 
phase  of  anuria,  and  (3)  phase  of  diuresis.  Since  this 
man  was  in  the  anuric  phase  of  his  disease,  retention 
of  water,  metabolites,  and  electrolytes  was  the  essen- 
tial therapeutic  problem  and  the  discussion  as  to 
treatment  was  restricted  to  this  phase  of  the  disease. 
As  regards  the  general  aspects  of  treatment  of  acute 
renal  failure,  many  of  them  have  been  touched  upon 
above.  Some  additional  notes  should  be  made  in 
regard  to  special  problems.  As  a rule  electrolyte 
patterns  should  be  maintained  as  close  to  normal  as 
possible,  as  should  total  water  content.  Potassium 
deviations  must  be  especially  watched  for  in  either 
direction;  with  anuria  one  expects  an  elevation,  with 
diuresis,  a fall  in  the  blood  level.  Sodium  chloride 
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should  not  be  used  as  such  except  in  specific  cases; 
for  acidosis,  sodium  bicarbonate  or  sodium  lactate 
is  used  instead,  M'ith  a careful  eye  on  water  retention 
and  edema.  Daily  weighing  is  a useful  procedure. 
Diuretics  and  over  hydration  are  strictly  contrain- 
dicated. Therapy  directed  towards  increasing  the 
renal  blood  flow,  such  as  sympathectomy  and  spinal 
anesthesia,  are  of  no  avail.  Renal  decapsulation 
theoretically  could  be  of  value  in  the  cases  where 
the  kidneys  are  greatly  swollen  and  ischemic.  The 
use  of  the  artificial  kidney  and  peritoneal  lavage  are 
excellent  but  limited  because  of  procedural  difficul- 
ties. Intestinal  dialysis  in  the  upper  jejunal  loops, 
however,  is  a more  practical  measure  and  is  par- 
ticularly useful  in  relieving  potassium  ion  elevation. 

FIFTH  HOSPITAI.  DAY 

Course:  On  the  fifth  day  of  hospita!i'tati''n  the  patient’s 
temperature  increased  to  105  degrees,  the  pulse  became 
more  rapid,  between  130  and  140,  tlie  patient  went  into 
what  appeared  to  be  congestive  failure  and  died  rather 
suddenly.  Autopsy  was  obtained. 

The  pertinent  autopsy  findings  were  as  follows:  The 
coronary  arteries,  although  they  showed  considerable  mural 
atheromatosis,  were  not  narrowed  at  any  point.  The  renal 
arteries  showed  no  evidence  of  narrowing  or  thrombosis. 
The  renal  veins  were  likewise  clear  and  widely  patent 
throughout.  The  kidneys  were  of  normal  size.  Their  cap- 
sules were  stripped  with  considerable  difficulty,  revealing 
a finely  pitted  surface.  On  section  the  cortex  was  normal 
in  thickness  but  very  blurred,  the  entire  cortex  appearing 
somewhat  yellowish,  cloudy,  and  swollen.  Cortico-medul- 
lary  differentiation  was  blurred.  The  medulla  was,  however, 
unremarkable.  Pelves  were  unremarkable.  The  liver  was 


mildly  shrunken.  On  section  it  showed  a uniform  yellowish 
coloring  throughout  and  was  otherwise  unremarkable.  The 
lung  shott'ed  a right  lower  lobe  bronchopneumonia  with 
considerable  atelectasis.  The  remainder  of  the  gross  exam- 
ination was  unremarkable. 

iMicroscopic  examination:  Sections  of  the  kidney  showed 
scattered  hyalinized  glomeruli,  together  with  a few  parti- 
ally hyalinized  units  showing  old  fibrosis,  epithelial  cres- 
cents, as  well  as  capsular  and  glomerular  adhesions.  Small 
zones  of  scarring  were  seen  near  the  surface.  Scattered, 
greatly  dilated  tubular  units  were  visible  and  within  several 
of  these  changed  glomeruli  and  tubular  units  moderate 
amounts  of  coagulated  protein  were  seen.  The  remainder 
of  the  glomeruli  showed  a moderate  degree  of  hypercel- 
lularity,  with  the  appearance  of  distorted  nuclei  resembling 
those  of  leukocytes.  This  was  particularly  common  in  the 
.stroma  at  the  root  of  the  glomerular  unit.  The  preglomeru- 
lar  vessels  showed  no  uniform  pathological  change.  The 
tubule  cells  showed  a uniform  graying  and  liquefaction  of 
the  cytoplasmic  edges  with  reduction  in  total  volume; 
they  appeared  thinned  and  flattened.  In  a very  few  places 
focal  regions  of  early  regeneration  with  hyperchromatic 
nuclei  and  eosinophilic  cytoplasm  could  be  seen.  Within  the 
lower  portion  of  the  loop  of  Henle  there  were  seen  scat- 
tered hyaline  casts  with  compression  of  the  surrounding 
tubular  epithelium.  There  was  no  evidence  of  interstitial 
inflammation,  edema,  or  active  regeneration.  Sections  of 
liver  showed  a moderately  extensive  cirrhosis  of  the  portal 
type  with  fat  accumulation  within  hepatic  cells.  There  was 
no  evidence  of  necrosis,  regeneration,  or  inflammation. 

The  pathologist’s  opinion  was  as  follows: 

Cause  of  death:  Uremia  due  to  lower  nephron 
nephrosis. 

Contributory  factor:  Broncholobular  pneumonia, 
right  lower  lobe. 


AURICULAR  FLUTTER  AND  FIBRILLATION 
A Critique  of  Current  and  Classical  Concepts  and  their  Clinical  Implications 
Samuel  Allison  Rose,  m.d.,  f.a.c.p.,  Stamford 


The  Author.  Attending  Physician  and  Cardiologist, 
Stamford  Hospital 

SUMMARY 

An  evaluation  of  the  mechanism  of  auricular  arrhy- 
thmia in  the  light  of  more  precise  present  day  methods 
strongly  suggests  that  auricular  flutter  end  fibrillation 
often,  but  not  always,  result  from  a rapidly  discharging 
single  ectopic  focus. 

Equally  valid  evidence  seems  to  substantiate  the 


concept  that  experimental  as  well  as  clinical  auricular 
arrhythmia  may  arise  from  a circus  movement  mechan- 
ism. 

Analysis  of  the  data  presented  by  the  various  schools 
indicates  that  both  mechanisms  exist  clinically  and  that 
they  may,  indeed,  exist  in  the  same  auricle  through  the 
establishment  of  secondary  centers. 

The  uncertainty  of  response  to  anti-arrhythmic 
drugs  is  due,  in  large  measure,  to  the  differences  in 
effect  of  these  drugs  on  the  two  types  of  underlying 
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irregularity  when  other  circumstances  of  oxygen  sup- 
ply, electrolyte  balance  and  auricular  distension  are 
taken  into  account. 

Deductions  are  drawn  to  indicate  that  circus  move- 
ment auricular  arrhythmia  requires  maximum  serum 
concentrations  of  quinidine  for  successful  reversion, 
and  that  this  carries  the  risk  of  serious  toxic  effects  of 
large  doses  of  this  drug,  as  encountered  occasionally. 

Similar  deductions  suggest  that  the  ectopic  focus 
type  of  arrhythmia  is  not  as  firmly  fixed  a pattern  and 
reverts  to  sinus  rhythm  more  often  either  spontane- 
ously or  with  comparatively  small  doses  of  the  various 
anti-arrhythmic  medications. 

In  view  of  the  desirability  of  restoring  normal  sinus 
rhythm  whenever  possible  because  of  the  improved 
cardiac  efficiency,  more  extended  use  of  quinidine 
under  electrocardiographic  and  blood  level  control  ap- 
pears to  be  the  regimen  of  choice. 

In  instances  where  reversion  is  not  possible  or  not 
practicable,  ventricular  control  with  digitalis  improves 
cardiac  function. 


IN  1909,  Rothberger  and  Winterberg^  were  the  first 
to  publish  satisfactory  evidence  that  auricular 
fibrillation  occurs  in  human  patients;  their  publica- 
tion antedated  by  only  a few  months  the  independent 
demonstration  by  Lewis^  that  auricular  fibrillation 
is  a common  clinical  condition.  Since  1909  this 
arrhythmia  has  assumed  increasing  prominence.  It  is 
rated  first  in  hospital  statistics  and  constitutes  an 
ever  present  concern  to  the  clinician  irrespective  of 
its  origin.  Because  of  differences  in  opinion  as  to  the 
mechanism  of  this  disturbance,  controversy  concern- 
ing its  rational  management  remains.  Though  auricu- 
lar fibrillation  is  a readily  detectable  disorder,  the 
patient  who  manifests  this  irregularity  poses  the 
following  problems:  Is  reversion  to  normal  sinus 
rhythm  desirable,  or  even  feasible.^  Is  cardiac  func- 
tion impaired  in  auricular  fibrillation  with  a slow 
ventricular  rate?  Are  attempts  at  reversion  fraught 
with  added  dangers? 

Until  the  recent  work  of  PrinzmetaF  and  his 
associates,  the  mechanism  of  auricular  fibrillation  was 
presumed  due  to  circus  movement,  as  postulated  by 
Lewis.  On  it  rested  our  regimen  of  digitalis  and 
quinidine,  and  except  for  observers  such  as  Brill 
and  Katz  and  Scherf,  failures  of  therapy  were 
attributed  to  uncontrolled  and  unpredictable  variants 
in  the  disturbed  physiology  which  prevented  disrup- 
tion of  the  circus  movement. 


It  is  the  purpose  of  this  paper  to  scrutinize  the  ' 
classic  concept  of  Lewis-  and  the  more  recent  theory 
of  Prinzmetal,^  to  indicate  that  the  latter  is  not  free 
of  fallacies,  and  that  both  concepts  are  probably 
correct  to  some  degree. 

In  order  to  comprehend  the  nature  of  the  ar- 
rhythmia several  factors  must  be  considered.  Among 
these  are  rate,  strength  and  duration  of  stimulus, 
threshold  of  excitability  of  muscle  fibers,  and  dura- 
tion of  refractoriness  of  the  conducting  tissues.  An 
understanding  of  these  factors  is  dependent  upon  a 
comprehension  of  the  basic  structural,  biochemical, 
and  electrophysiologic  facts  implicated  in  the  func-  . 
tion  of  cardiac  muscle.  l 

PHYSIOLOGY  I 

All  cardiac  muscle  has  the  property  of  intrinsic  | 
rhythmicity  and  conductivity.  There  is  a normal  i[ 
gradient  of  rhythmicity,  maximal  at  the  S-A  node,  b 
and  minimal  in  the  ventricle  muscle.  An  impulse,  once 
formed  at  the  S-A  node,  is  conducted  through  the 
auricular  musculature  with  the  inscription  of  the 
‘P’  wave  of  the  EGG.  The  impulse  is  then  con-  | 
ducted  to  the  A-V  node,  where  its  passage  is  tem- 
porarily inhibited,  represented  by  the  P-R  interval. 
From  the  A-V  node,  the  impulse  passes  to  the 
ventricle  via  the  bundle  of  His  and  its  two  branches 
to  the  subendocardial  Purkinje  plexuses.  The  stimu- 
lation of  the  ventricular  muscle  and  its  depolariza- 
tion are  represented  by  the  QRS,  the  repolarization 
by  the  T wave.  During  the  isolectric  T P interv^al,  j 
the  biochemical  phenomena  preparatory  to  impulse  i 
formation  are  occurring  in  all  of  the  conducting  j 
mechanism,  but  maximally  in  the  S-A  node.  Normal-  ! 
ly  impulses  are  conducted  at  a regular  rate  of  50-100  I 
per  minute.  An  arrhythmia  may  arise  in  the  course  i 
of  an  active  or  passive  disturbance.  In  the  passive  ! 
form,  depression  or  suppression  of  the  primary  | 
pacemaker  permits  a subordinate  center  to  become  : 
dominant  in  the  control  of  rhythm.  In  the  active  | 
type,  local  alterations  in  cellular  physiology  create  | 
an  irritable  focus  or  foci  which  interfere  with  the  ! 
normal  tranmission  of  sinus  beats.  This  results  in 
isolated  interference  or,  if  sustained,  dissociation.  ! 
The  properties  of  conductivity  and  rhythmicity  are  ; 
dependent  upon  the  refractoriness  of  the  area  stimu- 
lated. Immediately  after  systole  the  muscle  fibers  are  : 
absolutely  refractory,  i.  e.,  no  response  follows  any  j 
stimulation  until  an  interval  of  time  has  elapsed. 
During  the  latter  part  of  the  cycle  a response  may  j 
follow  a stimulus  of  greater  intensity  than  that 
required  during  the  non  refractory  phase.  This  is 
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the  relative  refractory  period.  The  duration  of  re- 
fractoriness is  influenced  by  neural,  hormonal  and 
nutritional  balance,  by  oxygen  supply,  salts,  drugs, 
and  metabolites.  The  opposite  of  refractoriness  is 
irritability,  the  cyclic  phases  of  heart  muscle  passing 
from  non  irritability  through  relative  irritability  to 
irritability.  Cardiac  muscle  fibers  are  specially  en- 
dowed Avith  this  property  of  irritability  which 
eventuates  in  contraction. 

The  force  of  contraction  varies  with  the  initial 
length  of  the  fibers,  oxygen  supply,  viscosity  of 
blood  contracted  upon,  and  nutritional  state  of  the 
muscle  fibers.  Within  certain  limits  Starling’s  law 
obtains,  and  the  force  of  contraction  increases 
proportionately  with  the  diastolic  length  of  the  fiber. 

What  is  the  exact  nature  of  muscle  contraction? 
Current  thinking  relates  this  to  a reorientation  of 
actomyosin  within  the  myofibrillae.  The  protein, 
actomyosin,  under  circumstances  of  increased  tem- 
perature or  decreased  pH,  undergoes  a reversible 
coagulation.  The  individual  molecules  are  trans- 
versely, rather  than  longitudinally  oriented,  with  a 
resultant  shortening  of  the  muscle  fibers.  The  low'- 
ered  pH  wiiich  effects  the  aforementioned  sequence 
of  events  is  rendered  possible  by  the  breakdow-n  of 
phosphocreatine  into  adenylic  acid,  adenotriphos- 
phate  and  lactic  acid.  With  the  retention  of  oxygen 
by  myoglobin,  phosphocreatine  is  resynthesized,  the 
pH  reverts  to  normal,  and  there  results  a longitudinal 
reorientation  of  the  actomyosin  molecules.  This,  in 
turn,  results  in  the  diastolic  elongation  of  the  myo- 
cardial fibers. 

The  biochemical  and  biophysical  events  described 
are  dependent  upon  the  maintenance  of  an  adequate 
blood  supply  to  the  myocardium.  The  blood  supply 
to  the  individual  heart  muscle  fibers  is  safeguarded 
by:  (i)  intercoronary  anastamoses,  (2)  anastamoses 
between  branches  of  coronary  arteries  and  other 
branches  of  the  aorta,  (3)  retrograde  flow  via  the 
coronary  sinus  and  veins,  (4)  the  thebesian  vessels. 
The  flow  of  blood  and  resultant  oxygen  through 
these  channels  is  a phasic  phenomenon  largely  de- 
pendent upon  the  resultant  of  two  factors,  the  aortic 
blood  pressure,  and  the  state  of  the  coronary  vessels. 
iVIaximal  flow^  occurs  during  diastole.  Any  factor 
w'hich  curtails  the  diastolic  period  such  as  supra- 
ventricular arrhythmia,  or  tachycardia,  significantly 
reduces  coronary  flow.  Pertinent  to  a discussion  of 
coronary  blood  flow  are  agents  which  increase  or 
decrease  it.  The  former  are  represented  by  oxygen, 
thyroxin,  digitalis  (in  nontoxic  amounts),  epine- 
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phrine,  nitrites,  papaverine,  and  atropine.  The  latter 
are  represented  by  pituitrin,  pitressin,  and  reflexes 
through  distention  of  abdominal  viscera.  Quinidine 
has  no  direct  effect  upon  coronary  flow,  but  may 
influence  it,  secondary  to  its  influence  upon  cardiac 
rate  and  rhythm. 

NERVE  SUPPLX'  OF  THE  HEART 

Innervation  of  the  heart  has  been  shown  to  be 
tw'ofold,  extrinsic  and  intrinsic.  The  extrinsic  nerve 
supply  is  derived  from  the  vagi  and  the  cervical 
sympathetic  trunk.  Efferent  cardiac  nerves  from  the 
vagal  ganglion  nodosum  and  ansa  hypoglossi  and 
from  the  superior,  middle  and  inferior  sympathetic 
ganglions  form  complex,  superficial,  and  deep 
plexuses  behind  the  base  of  the  heart.  Fibers  from  the 
right  cardiac  nerves  supply  the  sino-auricular  node 
and  auricular  muscle.  The  ventricles  and  atrioven- 
tricular conduction  tissue  are  supplied  almost  entire- 
ly by  the  left  cardiac  nerves.  In  animals  it  is  well 
established  that  the  stimulation  of  the  vagus  nerves 
slow  impulse  formation  and  conduction  and  con- 
traction by  increasing  refractoriness  and  lowering 
irritability.  The  sympathetic  nerves  oppose  these 
actions.  The  afferent  cardiac  nerves  are  much  less 
well  delineated.  Afyocardial  nerve  anoxia  stimulates 
the  termini  of  afferent  nerves,  with  the  passage  of 
impulses  to  the  dorsal  root  ganglia  in  the  cervical 
and  upper  thoracic  spinal  cord  segments.  These 
synapse  with  neurons  on  cell  bodies  in  the  dorso- 
lateral or  intermediolateral  columns  of  the  gray 
substance.  Efferent  sympathetic  fibers  originate  here 
and  pass  via  white  rami  communicantes  to  sympa- 
thetic ganglia,  from  wEich  gray  rami  conduct  the 
impulse  to  the  vasa  nervosum  of  peripheral  somatic 
nerves.  Spasm  of  these  vasa  nervosum  results  in 
ischemia  of  the  somatic  nerves  and  with  it  the 
sensation  of  pain. 

The  mechanism  of  cardiac  automatism  remains,  to 
this  date,  a disputed  problem.  The  neurogenic 
theory,  as  proposed  by  Willis  in  1660,  anei  the 
myogenic  theory,  fostered  by  Heller  in  1759  re- 
mained the  two  opposing  schools  until  the  recent 
work  of  Glomset'^  wdio  demonstrated  in  man, 
monkey,  dog,  swine,  sheep,  horse,  and  cattle  that 
there  is  no  clearly  defined  conduction  system,  and 
that  tranmission  of  impulses  is  effected  through  nerve 
ganglia,  as  originally  postulated  by  Rewak  in  iS  3<S. 

GENESIS  OF  AURICLTLAR  FI HRH.LATION 

Elaving  discussed  the  basic  factors  underlying  the 
normal  cardiac  mechanism,  let  us  now  turn  our 
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attention  to  those  underlying  the  abnormal  patterns, 
especially  in  the  auricular  portion  of  the  heart. 
Because  the  concept  of  a single  focus  center  postu- 
lates a unitary  basis  for  all  of  these  disturbances  of 
rhythm,  it  may  be  well  to  inspect  the  several  auricu- 
lar arrhythmias.  There  may  be  an  increase  01  de- 
crease in  the  rate  of  normal  stimulus  formation. 

A new  center  may  initiate  impulses— heterotopia, 
whicli  includes  A-V  nodal  rhythm,  parasystole, 
interference  and  dissociation.  Finally,  an  entiiely 
abnormal  type  of  stimulus  formation  as  in  extrasys- 
tole, paroxysmal  tachycardia,  flutter  and  fibrillation 
may  occur. 

Extrasystoles:  Normally  the  sinus  node  has  the 
greatest  rhythmicity  and  the  capacity  for  impulse 
formation  progressively  decreases  as  one  approaches 
the  apex  of  the  heart.  Furthermore,  a stimulus  formed 
in  the  sinus  node,  as  it  spreads  over  the  heart,  invades 
other  more  slowly  paced  centers  and  discharges  the 
stimulus  material  accumulating  there.  Forming  the 
highest  number  of  stimuli  gives  the  sinus  precedence. 
If  through  change  in  innvervation,  blood  supply  or 
other  factor,  the  sinus  node  is  inhibited,  the  second- 
ary centers  are  free  to  originate  and  transmit 
stimuli.  In  addition,  a special  fiber  or  group  of  fibers 
can  be  altered  so  that  it  becomes  more  irritable  than 
normal  and  emits  effective  stimuli.  Whether  these 
extrasystoles  are  really  released  independently  and 
automatically  or  whether  they  are  bound  to  the 
preceding  regular  beat  is  still  a matter  of  dispute. 
That  they  originate  in  a sharply  circumscribed  area 
is  borne  out  by  the  fact  that  warming  of  the  known 
area  of  irritation  increases  the  number  of  extra- 
systoles to  the  point  of  producing  paroxysmal 
tachycardia. 

Auricular  Flutter  and  Fibrillation:  In  the  labora- 
tory animal,  stimulation  of  the  auricle  such  that  it 
contracts  at  the  rate  of  300-400  times  per  minute 
results  in  auricular  flutter;  when  the  rate  reaches 
about  600,  auricular  fibrillation  occurs.  Regular 
f-waves  appear  in  the  electrocardiogram  and  the 
ventricles  will  follow  at  a varying  rate.  Prinzmetal 
has  described,  in  auricular  fibrillation,  M waves, 
minute  irregular  contractions,  and  L waves,  large 
rhythmic  contractions  which  seem  to  correspond  to 
the  f-waves  in  the  electrocardiogram.  Auricular 
flutter  and  fibrillation  can  readily  be  reproduced  in 
the  laboratory.  Two  methods  are  currently  em- 
ployed: one  is  the  method  of  Schsrf  in  which  .05 
cc.  of  .05  per  cent  solution  of  aconitine  nitrate  is 
injected  subepicardially  near  the  tip  of  the  right 


auricle.  This  author  has  reported,  with  confirmation 
by  other  investigators,  that  cooling  the  site  of  the 
aconitine  injection  decreases  the  auricular  rate. 
Stretching  of  the  auricle  often  increases  the  rate. 
Furthermore,  it  is  found  that  if  the  aconitine-con- 
taining segment  of  the  auricle  is  ligated  the  ar- 
rhythmia disappears,  with  reappearance  in  release  of 
the  clamp.  This  would  suggest  that  blood  supply 
plays  a large  part  in  impulse  propagation.  The  other 
method  is  that  of  Rosenblueth*^  and  Garcia-Ramos 
in  which  flutter  is  initiated  by  brief,  rapid,  electrical 
stimulation  near  a crushed  area  in  the  right  auricle. 
On  superficial  observation  the  same  abnormal 
mechanism  is  set  up  by  both  of  these  modalities. 
There  is  some  question,  however,  as  to  w hether  this 
similarity  is  as  valid  as  it  appears.  This  wall  be  re- 
view^ed  later  in  this  discussion. 

The  clinical  counterpart  is  still  the  subject  of 
much  dispute.  Two  concepts  of  auricular  fibrillation 
have  attracted  attention,  the  circus  movement  theory 
first  propounded  by  Lewis  and  the  ectopic-focus 
interpretation  first  proposed  by  Rothberger-  and 
Winterberg  and  recently  revived  by  Prinzmetal  and 
his  group. 

Circus  Movement  Theory:  This  is  defined  as  the 
rapid,  regular  passage  of  a single  impulse  around  a 
relatively  fixed  path.  In  1913  and  1914,  Mayer  and 
Mines  show  ed  that,  in  a muscle  ring  removed  from 
a tortoise  heart,  a wave  of  excitation  could  be 
initiated  by  an  induction  shock  which  would  spread 
in  both  directions  and  stop  w hen  the  w'aves  met.  If, 
how-ever,  one  stimulates  at  one  point  and  simultane- 
ously, by  means  of  a clamp,  compresses  the  muscle 
adjacent  to  the  point  of  stimulation  the  wave  of 
excitation  proceeds  but  in  one  direction,  the  other 
side  being  obstructed.  When  the  excitatory  wave 
returns  to  the  point  of  origin,  and  if,  in  the  interim, 
the  clamp  has  been  removed,  the  wave  circulates 
over  the  same  pathw^ay  and  continues  to  do  so  in- 
definitely. The  excitation  w^ave  passes  around  several 
hundred  times  a minute;  the  smaller  the  ring,  the 
faster  the  rate. 

In  1920  Sir  Thomas  Lewds^  applied  these  findings 
to  auricular  arrhythmia  as  seen  clinically.  In  flutter, 
the  pathway  of  the  circus  movement  w^as  demon- 
strated to  follow'  a fixed  course  around  the  ends  of 
the  vena  cavae  in  the  right  auricle  at  a rate  of  300- 
400  per  minute  producing  f-waves  in  the  electro- 
cardiogram that  are  regular  in  contour  and  rate.  The 
ventricle  responded  to  only  a fraction  of  the  stimuli 
transmitted  from  this  auricle  because  the  atrioven- 
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tricular  node  blocked  every  second  or  third  impulse. 
This  ventricular  rate,  therefore,  would  vary  from 
75  to  150  per  minute.  The  “central  or  mother  wave” 
circulated  in  the  main  path  with  daughter  or  second- 
arv  waves  radiating  centrifugallv  to  excite  the  auricle 
and  ventricle. 

In  auricular  fibrillation  the  circuits  of  the  circus 
movement  are  presumed  to  be  small,  numerous  and 
constantly  changing  in  pattern.  Islands  of  refractory 
muscle  appear  with  emergence  of  local  dissociation, 
re-entrant  waves  and  local  circus  movement.’"  This 
phenomenon  is  attributed  to  changes  in  the  refrac- 
tory state  of  the  auricular  muscle  brought  about  bv 
disturbances  in  vagal  effect,  electrolyte,  local  blood 
supply  or  oxygen  content.  In  the  electrocardiogram, 
the  auricular  complexes  are  small,  of  short  duration, 
with  no  regularity  of  pattern,  and  at  a rate  that  varies 
from  600  to  1,000  per  minute.  The  ventricular  re- 
sponse is  slower  than  the  auricular  rate  and  is  deter- 
mined by  the  number  of  effective  impulses  that  are 
transmitted  from  the  auricle. 

In  the  Prinzmetal”  concept  a single,  ectopic  focus 
emits  a large  number  of  impulses  which  travel  out 
in  all  directions.  Flutter  and  fibrillation  were  pro- 
duced both  by  the  electrical  stimulation  method  and 
by  the  application  of  aconitine  in  the  exposed 
auricle  of  dogs.  These  were  then  visualized  with 
high  speed  cinematographs  with  camera  speeds  up  to 
2,000  frames  per  second.  At  the  same  time  single 
and  simultaneous  direct  lead  electrocardiograms 
were  recorded.  The  data  presented,  the  authors  have 
stated,  are  “proof  beyond  question  that  no  circus 
movement  is  present  in  auricular  flutter  or  fibrilla- 
tion.” They  conclude  that  both  the  contraction  and 
excitation  waves  arise  from  an  ectopic  focus  and 
spread  outward  through  the  auricles  in  all  available 
directions  simultaneously.  Furthermore,  they  main- 
tain that  the  mechanism  in  premature  auricular  beats, 
paroxysmal  auricular  tachycardia,  auricular  flutter 
and  auricular  fibrillation  is  identical,  the  conditions 
are  unitary  in  nature,  and  the  sole  difference  is  that 
of  rate  only. 

RECONCILIATION  OF  CIRCUS  MOVEMENT  AND  ECTOPIC 
FOCUS  THEORIES 

Analysis  of  the  recent  papers  by  Scherfi'’’’^’  and  his 
group  and  by  Prinzmetal”  and  his  group  and  the 
older  papers  of  Lewis,’  and  more  recently  those  of 
Rosenblueth”  and  Garcia-Ramos  and  those  of  B. 
Brown’”’”  leave  one  in  a state  of  perplexity.  The 
data  all  seem  equally  trustworthy  and  yet  directly 


contradictory.  In  the  case  of  Prinzmetal’s  work  it  is 
noted  that  his  recording  is  by  monopolar  electrodes, 
using  a resistance-balanced  neutral  lead.  Flis  tracings 
reveal  QRS  and  T waves  indicating  a pick  up  from 
the  ventricular  field.  Flence,  instead  of  giving  an 
accurate  picture  of  the  impulse  as  it  passes  through 
the  auricular  musculature  it  is  reflecting  the  chang- 
ing influence  of  the  neighboring  electrical  fields  as 
the  impulse  traverses  the  auricle.  Furthermore,  with 
monopolar  recording,  as  against  bipolar  used  by 
Ixwis,  the  f-waves  show  changes  in  amplitude  and 
direction  as  the  impulse  crosses  the  auricle.  This 
makes  it  difficult  to  correlate  the  wave  form  with 
the  distance  from  the  pacemaker.  Also,  Prinzmetal 
duplicated  circus  movement  flutter  by  driving  the 
auricle  with  electrical  stimuli  at  flutter  rates.  This, 
of  course,  is  not  flutter  and  does  not  allow  a single 
impulse.  In  addition,  he  made  his  analysis  of  wave 
form  and  velocity  during  this  type  of  stimulation. 
This  is,  in  fact,  an  ectopic  focus  continuously  supply- 
ing impulses  and  does  not  simulate  circus  movement 
flutter.  Further,  Prinzmetal  intimates  that  the  rate 
of  stimulation  determines  the  rate  of  arrhythmia. 
This  is  contrary  to  the  experience  of  his  protagonist, 
Scherf,  as  well  as  of  Brown  and  Acheson.  Neither 
is  it  true,  as  Prinzmetal  has  asserted,  that  “experi- 
mental premature  beats  depend  upon  a specific  rela- 
tionship between  rate  of  stimuli  and  sinus  rate.”  A 
better  explanation  would  invoke  the  relationship 
between  rate,  strength  and  duration  of  stimuli  and 
threshold  of  excitability,  variation  in  refractory 
period  and  rate  of  recovery  of  the  conducting 
mechanisms.  In  another  connection  and  speaking  of 
the  same  group  of  Los  Angeles  investigators,  Carl 
Wiggers”  in  the  paper  quoted  above  said,  “It  is  a 
common  experience  in  research  that  experimental 
results  which  seem  crucial  at  the  moment  turn  out 
to  be  inadequate  with  aging.” 

Rosenblueth  and  Garcia-Ramos”  have  demon- 
strated, and  their  work  has  been  confirmed,  that 
only  a single  impulse  is  concerned  in  circus  move- 
ment and  have  delineated  the  pathway  that  the 
impulse  follows.  Prinzmetal  has  utilized  aconitine- 
induced  arrhythmia  for  most  of  his  observations  as 
has  Scherf.  This  is  admittedly  an  artificial,  single 
ectopic  focus  which  discharges  a great  number  of 
impulses.  This  form  of  flutter  has  certain  character- 
istics which  diflerentiate  its  nature  from  that  of  the 
circus  movement  mechanism.  The  aconitine  in- 
duced ectopic  focus  type  is  more  gradual  in  onset, 
there  is  a tendency  to  irregularity  between  beats, 
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the  change  to  sinus  rate  is  gradual,  the  rate  is  in 
dependent  of  conduction  velocity  but  varies  with 
impulse  production.  The  circus  movement  type  of 
flutter,  as  produced  by  the  Rosenblueth  and  Garcia- 
Ramos*'  method,  on  the  other  hand,  is  sudden  in 
onset,  i.e.,  within  one  cycle  of  previous  rhythm, 
sho\\’s  complete  regularity  between  beats,  the  rever- 
sion to  sinus  rhythm  is  abrupt,  and  the  rate  is  pro- 
portionate to  conduction  velocity. 

I'he  best  e.xplanation  gleaned  from  this  conflicting- 
evidence  is  that  both  the  ectopic  focus  and  circus 
movement  type  of  arrhythmia  have  been  established 
experimentally  and  that  they  are  two  well  defined, 
separate  entities.  Furthermore,  both  types  may  exist 
in  the  same  auricle  and  one  may  evolve  from  the 
other.  The  problem  at  hand  is  to  determine  whether 
either  or  both  resemble  the  characteristic  of  auricular 
arrhythmias  which  occur  clinically. 

If  tills  thesis  is  correct,  then  the  subject  of  auricu- 
lar arrhythmias  has  made  a complete  swing  around 
the  circle.  The  work  of  Rothberger  and  Winterberg, 
and  of  Lewis— ectopic-focus  mechanism  and  circus 
movement— both  acquire  substantiation  by  recent, 
more  precise,  experimental  methods.  It  is  not  only 
possible,  but  probable,  that  both  types  exist  clinically 
as  well  as  experimentally  and  that  the  underlying 
etiological  factors  and  therefore  response  to  treat- 
ment will  differ.  This  explains  the  conflicting  and 
capricious  behaviour  of  this  clinical  entity  encoun- 
tered at  the  bedside. 

While  this  paragraph  was  being  written,  the  June 
issue  of  Circulatiov  came  to  hand.  In  it,  R.  Wenger 
and  D.  Hoffman-Credner  record  their  experience 
clinically  with  direct  leads  obtained  by  cardiac 
catheterization  and  semidirect  leads  from  the  left 
atrium  by  the  esophageal  route.  They  encountered 
six  cases  of  auricular  flutter.  “The  finding  in  two  of 
our  cases  of  auricular  flutter  would  agree  with  the 
theory  of  circus  movement— the  four  other  cases 
showed  different  findings  which  would  speak  more 
in  favor  of  another  mechanism  of  excitation.”  This 
is  an  example  of  two  independent  workers  unwit- 
tingly encountering  this  enigma  that  is  being  pre- 
sented here.  In  the  light  of  our  present  discussion 
it  may  be  said  that  they  describe  two  instances  of 
circus  movement  flutter  and  four  cases  of  ectopic 
focus  flutter. 

Effect  of  Vagal  Stimulation:  The  response  to 
vagal  stimulation  varies  with  the  auricular  rate.  In 
slow-speed  auricular  tachycardia,  the  effect  is  to 
terminate  the  rapid  rate;  in  rapid-speed  tachycardia 


(auricular  flutter)  vagal  stimulation  often  accelerates 
and  may  convert  the  arrhythmia  into  fibrillation. 
Scherf,-’^’-^  however,  contends  that  vagal  stimulation 
never  terminates  it.  If  it  is  assumed  that  the  mechan- 
ism underlying  the  tachycardia  is  a rapid  stimulus 
formation  in  a center  rather  than  a circus  movement 
then  the  increase  in  rate  during  vagus  stimulation 
is  an  unusual  phenomenon.  The  arrest  of  auricular 
flutter  by  vagus  stimulation  is  rare,  while  it  is  a 
common  occurrence  in  auricular  tachycardia.  In 
circus  movement  flutter,  section  of  vagus  causes  no 
change  in  rate;  stimulation  of  vagus  in  circus  move- 
ment may  increase,  decrease  or  show'  no  change. 
According  to  Lewis’  theory  of  partial  refractoriness, 
conduction  velocity  decreases  at  high  rates  of  re- 
sponse because  of  a sinuous  course  of  the  advancing 
wave  among  islands  of  tissue  which  are  still  refrac- 
tory. The  vagus,  then,  depresses  stimulus  formation, 
conduction  and  contractility.  It  also  causes  constric- 
tion of  the  coronary  arteries  in  the  auricles  but  not 
in  the  ventricle.  VTntricular  effect  is  apparent  only 
because  ( i ) depression  of  stimulus  formation  in 
auricle,  (2)  alteration  in  coronary  arteries,  (3) 
acetylcholine— vagus  substance— is  diffused  to  the 
ventricle. 

Effect  of  Quinidine  is  three-fold:  i— direct  de- 
pression; 2— inhibition  of  vagus  effect;  3— stimulation 
of  sympathetics.  In  the  circus  movement  theory,  its 
effect  is  assumed  to  interrupt  the  excitable  gap  in 
the  circus  pathway  and  thus  if  successful,  to  restore 
normal  rhythm.  In  other  words,  quinidine  lengthens 
the  conduction  time  and  the  refractory  period  and 
therefore  decreases  the  rate  of  transmission.  Large 
doses  of  quinidine  and  high  auricular  rate  appear  to 
raise  the  threshold  of  auricular  excitability.  On  the 
ventricle,  quinidine  depresses  the  ventricular  rate  by 
depressing  conduction  of  the  functional  tissues.  If 
the  vagus  nerve  is  cut,  the  rate  is  unaffected  by 
quinidine.  In  the  ectopic  focus  theory,  the  effect  of 
quinidine  is  a depression  of  the  auricular  activity  in 
and  around  the  ectopic  focus.  If  the  slowing  thus 
induced  occurs  abruptly,  direct  conversion  to  sinus 
rhythm  is  achieved.  If  the  rate  declines  slowly,  flutter 
passes  into  tachycardia  and  as  the  rate  becomes  in- 
creasingly slower,  normal  rhythm  is  restored  as  the 
ectopic  focus  becomes  less  active  than  the  sinus  node. 
The  depressing  effect  of  the  quinidine  may  therefore 
result  from  a slowing  of  impulse  formation  in  the 
focus  and/or  the  depressed  conduction  out  of  the 
focus. 

Effects  of  Digitalis:  Digitalis  is  presumed  to  have  a 
threefold  action:  (i)  vagotonic,  thereby  shortening 


AURICULAR  FLUTTER  — ROSE 


667 


the  refractory  period  of  auricular  muscle;  (2)  direct 
action  on  auricular  muscle,  lengthening  the  refrac- 
tory period,  and  slowing  conduction;  ( 3)  increase  of 
block  at  A-V  node.  Under  the  circus  movement 
theory,  this  would  mean  that  tlte  gap  would  be  main- 
tained while  the  circuit  time  of  the  wave  would  be 
shortened  from  the  first  efi'ect;  the  second  elTect 
would  be  to  close  the  gap  and  slow  the  auricular 
rate.  The  vagal  effect  usually  predominates  over  the 
muscular  resulting  in  the  acceleration  of  the  auricu- 
lar rate,  e.g.,  from  flutter  to  fibrillation.  However, 
the  decrease  in  conduction  at  the  functional  tissues 
permits  fewer  impulses  from  passing  to  the  ventricle 
from  the  auricles.  The  ventricular  rate  is  therefore 
slowed.  Aside  from  this  there  is  a direct  action  of 
digitalis  on  the  ventricular  muscle  in  failure,  in- 
creasing the  force  of  contractions  as  well  as  increas- 
ing the  diastolic  phase  with  lengthening  of  the 
[ muscle  fibers. 

Clinical  Implications:  To  illustrate  the  protean 
nature  of  auricular  flutter  and  fibrillation,  sixty  con- 
secutive and  unselected  cases  were  reviewed.  These 
patients  were  observed  by  the  author  but  not  in  all 
instances  treated  by  him,  both  at  the  Stamford  Hos- 
pital and  at  the  office  when  ambulant.  Of  this  total  of 
60,  four  were  identified  as  flutter  and  56  as  fibrilla- 
tion of  the  pure  or  impure  type.  Of  the  four  cases 
of  flutter,  three  were  associated  with  congestive 

O 

failure  and  reverted  to  sinus  rhythm  in  the  process  of 
digitalization.  One  patient  emerged  from  her  con- 
gestive failure  which  was  associated  with  rheumatic 
heart  disease  with  a persistent  flutter  at  an  auricular 
rate  of  300  and  a ventricular  rate  of  100.  Repeated 
attempts  at  reversion  with  quinidine  in  dosages  up 
to  3 Gins,  per  day  for  five  days  brought  about  no 
change.  Procaine  amide  by  mouth  and  intravenously 
was  similarly  ineffective.  The  cardiac  function  is 
adequate  for  normal  activities  but  tolerance  for  extra 
exertion  is  impaired.  The  patient  insists  that  she  is 
quite  comfortable  and  refuses  any  further  anti- 
arrhythmic  therapy,  other  than  small  doses  of  digi- 
talis, because  of  the  unpleasant  side  effects,  tinnitus, 
nausea,  diarrhea  and  urticaria.  Her  flutter  has,  as  of 
this  time,  persisted  for  63  weeks. 

Of  the  56  cases  of  auricular  fibrillation,  32  were 
labeled  persistent  or  chronic  and  24  paroxysmal  (less 
than  one  week  in  duration).  In  the  first  group  the 
majority  were  over  the  age  of  50.  Three  were  under 
this  range,  aged  42,  38,  and  18.  Of  the  32,  18  were 
diagnosed  as  rheumatic  heart  disease,  1 2 arterio- 
sclerotic/hypertensive, and  two  masked  hyperthy- 


roidism, questionable.  Digitalization  was  employed 
in  the  18  cases  with  satisfactory  ventricular  control 
in  all;  in  two  reversion  to  sinus  rhythm  was  ob- 
served. Quinidine  was  exhibited  one  day  a week,  i 
Gm.  daily  in  five  equal  doses  the  first  week  and  2 
Gms.  daily  on  succeeding  weeks.  No  reversions 
could  be  attributed  to  the  use  of  quinidine  in  these 
persistent  arrhythmias.  Eight  of  the  group  of  18 
died  of  various  causes;  some  related  to  cardiac  fail- 
ure, others  unrelated.  The  remaining  10  left  the 
hospital  still  fibrillating.  Of  the  12  arteriosclerotic 
cases,  ventricular  slowing  was  accomplished  in  eight 
cases.  Four  of  these  cases  expired  and  eight  were  dis- 
charged on  maintenance  doses  of  digitalis. 

The  two  cases  that  were  assumed  to  be  thyro- 
toxicosis without  overt  signs,  or  masked  hyper- 
thyroidism, included  two  males  aged  32  and  52. 
Tests  for  protein  bound  iodine  and  radioactive 
iodine  elimination  were  not  available.  The  basal 
metabolic  rate  in  one  was  plus  16  and  in  the  other 
plus  6.  On  trial  doses  of  Lugol’s  solution,  reversion 
to  sinus  rhythm  took  place  within  24  hours.  This 
may  have  been  coincidental  but  Boitin,  Silver,  and 
others^’^  have  described  similar  experiences. 

In  the  paroxysmal  form,  a wide  range  of  possible 
etiological  factors  were  encountered.  In  this  group 
of  24,  two  were  associated  with  emotional  excite- 
ment and  possible  trauma  of  automobile  accidents,  in 
one  case  with  chest  compression.  One  case  occurred 
at  the  time  of  a coronary  occlusion  and  reverted  the 
following  day  with  no  special  attention.  Eleven  of 
this  group  were  being  treated  for  various  acute  in- 
fectious disorders.  The  remaining  ten  were  unasso- 
ciated with  evidence  of  heart  disease,  i.e.,  no  cardiac 
enlargement,  no  murmurs,  no  hypertension,  hyper- 
thyroidism or  history  of  symptoms  denoting  pre- 
vious cardiac  disease.  They  were  labeled  the  lone  or 
idiopathic  type  with  paroxysms  of  arrhythmia  lasted 
from  one-half  to  several  days.  Barbiturates  and  quini- 
dine in  0.2  Gm.  doses  were  given  but  no  clear  evi- 
dence was  obtained  that  the  paroxysms  might  not 
have  been  self  limited.  Of  interest  is  the  fact  that 
two  cases  of  cerebral  embolism  were  encountered, 
in  both  instances  before  quinidine  therapy  was 
initiated. 

CONCLUSIONS 

In  the  light  of  what  has  been  said  earlier  in  this 
paper,  some  deductions  can  fairly  be  drawn  from 
this  representative  group  of  cases.  The  chronic  or 
persistent  form  of  auricular  fibrillation  responds 
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only  occasionally  to  anti-arrhythmic  therapy,  at 
least  in  doses  currently  employed.  Control  of  ven- 
tricular rate,  but  not  rhythm,  with  digitalis  is  readily 
accomplished  and  restores  function  to  an  adequate 
but  not  complete  extent.  Berry,  Bellet  et  al.^^  have 
defined  the  ideal  drug.  “An  ideal  drug  for  treatment 
of  rapid  ectopic  rhythms,  should  prolong  the  effec- 
tive refractory  period  of  the  myocardium,  should 
not  produce  areas  of  local  block  and  should  abolish 
this  latter  abnormality  if  present,  and  should  not 
slow  conduction  through  the  specialized  tissues  of 
the  heart.”  No  such  drug  is  as  yet  available.  It  may 
be  that  the  more  intensive  use  of  quinidine,  perhaps 
with  the  determination  of  plasma  levels  as  advocated 
by  Holzman  and  Brown,^'*  by  Acierno  and  GubneC® 
and  by  Yount  et  al.^®  may  result  in  more  consistent 
reversions,  but  the  risks  of  toxicity  appear  at  the 
moment  to  be  a deterring  factor.  Procaine  amide^'^ 
appears  to  have  quinidine-like  action. 

It  must  be  added,  however,  that  from  the  experi- 
mental evidence  reviewed  quinidine  approaches  the 
ideal  in  the  ectopic-focus  types  of  fibrillation,  and  is 
not  so  effective  in  the  circus  movement  type.  Because 
of  the  difficulty  of  differentiating  readily  these  two 
types  clinically  and  the  probability  that  most  of  the 
protracted  or  chronic  types  are  of  the  circus  move- 
ment form,  control  of  the  ventricular  rate  with  digi- 
talis would  appear  to  offer  the  best  relief  for  the 
immediate  problem  of  congestive  failure  or  of  the 
diminished  cardiac  output  arising  from  the  rapid 
arrhythmia  itself.  (Levine,  etc.^^)  Stewart  and  Car- 
ter,^® and  others  since  their  report,  have  shown  that 
auricular  fibrillation  has  deleterious  effects  upon 
circulation,  with  decrease  in  cardiac  output.  Cardio- 
respiratory efficiency  was  found  to  be  greater  with 
normal  sinus  rhythm  even  when  the  ventricular  rate 
is  slower  than  normal  during  auricular  fibrillation. 
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The  Care  of  the  Aged 

T T has  fallen  to  me  to  attempt  to  summarize  a por- 
tion  of  the  proceedings  of  yesterday  morning’s 
panel  discussion  on  care  and  rehabilitation  of  the 
aged.  It  is  the  feeling  of  all  the  leaders  in  the  field 
of  chronic  illness  that  no  matter  what  resources  are 
used  to  care  for  the  person  with  long-term  illness, 
the  spirit  of  modern  rehabilitation  should  pervade 
the  rendering  of  service.  This  means  simply  that  in 
the  giving  of  all  care  we  must  have  in  mind  the 
maximal  level  of  economic  and  social  usefulness  of 
the  patient. 

Dr.  Hines  will  discuss  the  specific  facilities  which 
are  properly  termed  rehabilitation  services.  It  is  for 
me,  therefore,  to  outline  briefly  the  areas  of  care 
which  are  not  usually  thought  of  as  rehabilitation 
services  but  which,  we  all  admit,  play  an  integral 
role  in  the  total  medical  problem  of  the  patient  and 
hence  his  total  plan  for  rehabilitation. 

We  in  Connecticut  are  fortunate  that  we  can  talk 
about  the  provision  of  services  for  the  aging  person 
and  have  specific  services  to  hold  up  as  examples. 
Few  states  have  recognized  in  a material  way  the 
need  for  using  all  of  the  services  which  I will  outline 
in  the  brief  time  allotted. 

At  the  outset  there  are  two  principal  points  which 
must  be  recognized.  First,  no  type  of  facility  and  no 
: one  group  can  hope  to  care  for  the  myriad  medical 

problems  which  accompany  the  aging  process,  and 
second,  the  adequate  care  of  the  person  in  advanced 
! vears  does  not  require  any  major  upheaval  in  the 
way  in  which  medicine  is  practiced  in  our  State 
today. 

The  practicing  physician  who  has  the  primary 
From  Connecticut  Health  Leag'ie  Conference  on  Froblems 
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responsibility  for  caring  for  the  patient  at  all  times 
is  the  one  on  whom  any  plan  for  care  must  be  built. 
Adaking  accessible  to  the  practicing  physician  both 
adjunctive  services  and  up-to-date  knowledge  about 
facilities  available  to  his  patients  is  a responsibility 
to  be  borne  by  both  governmental  and  voluntary 
agencies.  At  the  early  stages  of  a movement  such  as 
that  in  which  we  now  find  ourselves,  we  must 
provide  every  opportunity  for  both  undergraduate 
and  postgraduate  education. 

We  must  not  only  inform  the  physician  about 
what  can  be  utilized  for  his  patient,  but  we  must 
place  at  his  disposal  the  skills  of  professionally 
trained  persons  who  can  follow  him  into  the  patient’s 
own  home  and  through  organized  home  care  pro- 
grams bring  into  being  an  additional  resource. 
Through  such  a resource,  modern  medical  care  can 
be  given  in  familiar  surroundings  without  breaking 
family  ties  or  substituting  strangers  for  the  personal 
attention  of  blood  relatives.  Because  our  State 
agencies  have  had  the  benefit  of  enlightened  under- 
standing and  support  from  our  citizens  and  their 
elected  representatives,  funds  to  aid  in  such  ventures 
can  be  made  available  through  the  Commission  on 
the  Care  and  Treatment  of  the  Chronically  111,  Aged 
and  Infirm. 

This  Commission  can  also  bring  to  localities  wish- 
ing help  in  developing  such  programs  the  skills  of 
specially  trained  persons  employed  by  the  Public 
Health  Service,  one  of  whom  so  kindly  consented 
to  be  with  us  at  yesterday’s  session. 

By  thus  strengthening  services  to  the  family,  the 
necessary  institutions  for  specialized  sendees  can  be 
used  most  economically  and  to  the  advantage  of 
more  citizens  of  our  State.  When  we  speak  of  special- 
ized facilities  we  mean  not  only  centers  such  as  this 
one  at  Rocky  Hill,  the  Woodruff  unit  about  to  open, 
and  institutions  like  the  New  Britain  Memorial  Hos- 
pital, where  rehabilitation  services  are  ofiered.  We 
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also  mean  that  the  general  hospitals,  and  our  private 
chronic  and  convalescent  hospitals,  have  very 
definite  roles  to  play,  depending  on  the  stage  of  the 
patient’s  illness. 

We  are  concerned  not  only  with  physical  ills  but 
also  with  the  psychological  problems  of  the  aging- 
process.  All  the  fitcilities  mentioned  will  be  playing- 
more  of  a role  in  the  care  of  individuals  heretofore 
committed  unnecessarily  to  mental  hospitals.  All  of 
us  are  most  hopeful  that  the  new  Mental  Health 
Commission,  working  with  the  Commission  for  the 
Chronically  111,  can  develop  the  most  appropriate 
roles  for  these  agencies  to  play. 

I’his  example  of  interrelationship  between  agencies 
points  up  probably  the  greatest  single  need  in  the 
field  of  care  of  the  person  in  later  maturity:  the 
need  for  better  integration  of  services  so  that  a total 
plan  can  be  developed  for  an  individual  and  the 
appropriate  resources  marshalled  at  the  most  appro- 
priate time.  In  meeting  this  need  for  integration  to 
avoid  any  waste  in  our  very  precious  resources  we 
will  give  better  service  to  more  people,  with  the 
least  expenditure  of  time  and  elTort. 

Integration  is  not  something  that  just  happens;  it 
is  the  result  of  working  relationships  befu^een  all 
agencies  and  individuals  concerned  with  any  aspect 
of  the  problem.  This  conference  represents  a step 
forward  in  the  interchange  of  ideas  and  information, 
and  thus  the  integration  of  services  in  our  State.  All 
of  us  here  can  contribute  much  toward  the  achieve- 
ment of  functional  integration  in  our  own  com- 
munities so  that  comprehensive  services  will  be  a 
reality,  rather  than  a need,  for  our  older  citizens. 

Rehabilitation  of  the  Aged 
Thomas  F.  Hines,  m.d.,  Nenj)  Haven 


The  Author.  Assistant  Professor  of  Medicine,  Yale 
University  School  of  Medicine 


Dr.  Shindell  has  mentioned  the  close  correlation 
between  the  groups  on  Care  and  Rehabilitation  of 
the  Aged.  Indeed,  the  concept  of  rehabilitation  is  an 
integral  and  essential  one  in  all  discussions  of  the 
problems  of  the  aging. 

I think  we  should  restate  in  this  summary  first  of 
all  our  definition  of  rehabilitation  as  applied  to 
medicine.  We  note  the  dictionar-v  definition  of  the 
word  to  be:  Making  an  individual  a useful  member 
of  society  again.  We  use  this  definition  in  its  broad- 


est sense  to  include  all  medical  disabilities— either 
physical  or  mental— which  have  set  the  patient  apart 
from  society  in  some  way. 

We  might  embody  this  concept  again  in  a case 
history.  A male  patient  in  this  case  w'ho  suffered  a 
stroke  of  the  right  side  of  his  body  y'ith  loss  of 
speech.  Obviously,  his  first  need  was  acute  emer- 
gency care.  Because  he  remained  unconscious  and 
vital  signs  deteriorated  he  was  admitted  to  the  hos- 
pital. Oxygen  and  appropriate  acute  care  brought 
him  into  the  convalescent  phase  where  physical 
therapy  was  begun  to  maintain  his  joint  motion. 
Social  survey  was  done  and  present  and  future  prob- 
lems discussed  with  his  family.  Financial  assistance 
from  an  agency  was  obtained.  Speech  therapy  was 
begun  and  continued.  Psychiatric  advice  was  sought 
for  emotional  problems  precipitated  by  family  and 
financial  difficulties.  The  patient  regained  enough 
strength  in  hip  and  knee  to  walk  yery  adequately 
with  a short  leg  brace  and  cane.  No  function  re- 
turned to  the  arm  and  severe  speech  involvement 
continued.  Fortunately,  he  could  be  taught  writing 
with  his  left  hand  and  had  fairly  complete  expression 
of  ideas.  Future  occupation  is  being  discussed  and 
because  he  was  a skilled  worker  we  anticipate  that 
he  will  probably  be  able  to  return  to  some  aspect  of 
his  preyious  line  of  work,  with  some  specially  adapt- 
ed equipment  in  a less  competitiye  atmosphere  than 
he  preyiously  encountered. 

In  such  a difficult  case,  I believe  we  can  demon- 
strate best  the  concepts  of  necessary  care  in  medical 
rehabilitation.  We  can  also  appreciate,  as  Dr.  Shindell 
mentioned,  that  this  can  never  be  accomplished  in 
its  entirety  by  any  single  individual.  All  groups  and 
specialties  in  medicine  have  a stake  in  rehabilitation 
and  every  skill  is  needed  in  many  of  these  cases. 

We  should  note  also  the  increasing  need  for  re- 
habilitation in  the  aging  population.  If  we  first  look 
at  some  figures  we  see  that  by  Metropolitan  Life 
Insurance  statistics  the  life  expectancy  of  industrial 
workers  doubled  between  1880  and  1940,  from  34 
to  68  years.  We  now  have  approximately  13,000,000 
people  65  years  of  age  or  oyer.  By  1975  it  is  estimated 
that  22-23  niillion  wall  be  in  this  category.  In  Con- 
necticut it  was  stated  that  i in  10  is  now^  65  years 
or  more. 

With  increasing  age  comes  increasing  incidence  of 
the  chronic  disabling  or  degenerative  diseases— the 
shocks  or  strokes,  cardiac  diseases,  diseases  of  the 
blood  vessels  leading  to  amputations,  degenerative 
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diseases  of  the  central  nervous  system,  the  compli- 
cations of  metabolic  disorders  as  diabetes.  It  would 
seem  evident  then  that  an  increasing  number  of 
physical  facilities  and  personnel  will  be  needed  to 
keep  pace  with  the  increasing  need  for  rehabilita- 
tion sendees. 

Now  what  can  ve  offer  specifically  in  terms  of 
facilities  in  Connecticut?  For  inpatient  rehabilitation 
services  we  have  such  installations  as  Rocky  Hill  and 
the  New  Britain  Memorial  Hospital,  and  the  soon  to 
be  opened  Woodruff'  Center  in  New  Haven  under 
the  Commission  for  Chronic  Illness,  the  Rehabilita- 
tion Unit  at  the  Grace-New  Haven  Community 
Hospital,  where  complete  rehabilitation  teams  are  in 
operation  or  v ill  be  in  the  near  future.  We  have,  in 
my  experience,  the  interest  of  some  other  general 
hospitals  in  setting  up  inpatient  rehabilitation  beds  as 
needed,  where  the  shorter  term  patient  can  be  cared 
for.  We  have  growing  outpatient  facilities  exempli- 
fied by  the  Hartford,  Stamford  and  Bridgeport  Re- 
habilitation Centers,  the  outpatient  clinics  at  Hart- 
ford Hospital,  New'  Haven  Hospital,  Waterbury 
H ospital;  the  grow  ing  number  of  general  hospitals 
making  a start  by  opening  departments  of  physical 
therapy.  We  have  the  nuclei  of  home  treatment  pro- 
grams in  the  Mobile  Arthritis  Treatment  Unit  in 
New^  Haven,  and  a similar  unit,  probably  soon  to 
begin  in  another  area;  the  beginning  of  a combined 
effort  by  the  Hartford  Rehabilitation  Center  and 
the  V.N.A.  to  afford  better  home  care;  the  V.N.A. 
at  Waterbury,  which  has  at  present  one  physical 
therapist  for  home  treatment.  Time  prohibits  a more 
complete  listing,  and  w’e  have  not  touched  on  facil- 
ities dealing  w ith  other  phases  of  rehabilitation,  such 
as  the  mentally  ill  or  blind.  We  are  fortunate  to 
have  in  Connecticut  such  facilities  already  in  opera- 
tion wdiich  can  be  the  building  stones  for  a more 
extensive  program  in  the  future,  to  keep  pace  with 
a growdng  demand. 

In  closing,  w^e  wdll  list  some  of  the  needs  for  the 
future.  Of  prime  importance  is  the  problem  of  edu- 
cation, both  for  the  medical  and  ancillary  groups, 
as  weW  as  the  public  in  general.  We  must  begin  at 
the  medical  school  level,  teaching  rehabilitation  as 
any  other  phase  of  medicine.  An  attempt  to  get  more 
practicing  physicians  aware  of  the  benefits  of  these 
concepts,  probably  through  the  local  medical 
societies,  can  be  made.  Future  meetings  such  as  this 
one  just  completed  will  help  to  keep  us  all  better 
informed.  The  need  for  increasing  facilities  and  per- 
sonnel has  previously  been  mentioned. 
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A very  important  need  is  the  dissemination  of 
information,  as  to  where  rehabilitation  services  can 
be  obtained,  for  all  of  us  working  in  this  field.  A 
complete  compilation  of  much  information  could 
then  be  sent  to  all  individuals  interested  and  involved 
in  any  phase  of  care  and  rehabilitation,  A second 
method  might  be  the  setting  up  of  a small  central 
information  service,  properly  publicized,  from 
w hich  point  the  above  mentioned  information  could 
be  disseminated  and  rapid  and  proper  referrals  made. 

We  believe  then  that  a good  beginning  has  been 
made  in  Connecticut  in  understanding  the  future 
problems  to  be  faced  in  rehabilitation  of  the  aging 
population.  If  the  above  needs  are  accomplished,  we 
believe  we  can  better  determine  and  keep  pace  with 
the  growfing  needs  for  these  services. 

Chronic  Illnesses  of  Older  People 
Alfred  L.  Burgdorf,  m.d.,  Hartford 

The  Author.  Director  of  Health,  Hartford  Health 
Department 


Desirable  for  this  discussion  might  well  be: 

1.  A definition  of  chronic  illness. 

2.  A definition  of  older  people. 

3.  An  estimate  of  the  number  of  people  in  that 
“older  people”  group. 

4.  Data  on  the  prevalence  of  chronic  illness  in  the 
group. 

The  panel  assumed  that  this  group  was  w'ell  ac- 
quainted wfith  the  many  suggested  definitions  of 
chronic  disease,  and  that  everyone  knew  wdiat  was 
meant  by  older  people.  Perhaps  the  best  definition  of 
the  “aged”  is  still  “someone  w'ho  is  ten  years  older 
than  you.”  This  at  least  introduces  a highly  dynamic 
element  of  relativity. 

Since  no  new  definition  for  chronic  illness  w^as 
offered,  it  is  safe  to  report  for  the  record  those 
elements  that  have  gone  into  previously  published 
definitions: 

Length  of  illness— anywdiere  from  3 months  or 
more. 

Presence  of  disability— i week  or  more. 

Type  of  morbidity  involved— excepting  tubercu- 
losis and  mental  disease. 

The  panel  did  document  Connecticut’s  population 
shifts  from  1910  to  1954  and  this  was  helpful  in 
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estimating  the  number  of  “older  people”  in  the  aged 
group. 

The  fact  that  the  best  figures  on  prevalence  of 
chronic  illnesses  of  older  people  in  Connecticut  is 
still  “I'he  National  Health  Survey”  twenty  years 
ago  points  up  the  great  need  for  more  current  facts 
in  this  field.  I shall  not  repeat  those  statistical  com- 
ments except  to  say  that  they  adequately  bear  out 
the  need  for  continuing  concern  in  this  field. 

Once  having  established  certain  base  lines,  the 
panel  discussed  factors  that  must  be  taken  into  con- 
sideration by  the  private  physician  in  dealing  with 
people  who  in  moving  along  the  chronological  trail 
must  make  certain  adjustments  to  their  environment. 

1 hey  stressed  the  need  of  seeing  the  person  or 
patient  in  a true  perspective  in  his  particular  indi- 
vidual setting,  realizing  that  any  one  of  many  factors 
might  be  major  for  the  person  in  question,  be  it: 
gainful  employment,  recreational  patterns,  self  care, 
changed  dietary  habits,  retirement,  changed  physio- 
logical responses,  family  relationships,  etc. 

Basic  to  all  these  individual  considerations  was  the 
need  to  establish  or  maintain  “meaningfulness  of 
life.” 

To  this  reporter  that  theme  recurred  throughout 
the  conference— get  away  from  categorizing  people 
and  help  them  retain  the  dignity  of  living.  The 
“family  council  of  war”  to  retain  that  dignity  seemed 
like  a good  suggestion  when  personal  reorientation 
to  family  and  community  living  approached  a crisis- 
avoidance  of  institutionalizing  patients  as  long  as 
practicable. 

The  last  speaker  on  the  panel  tied  this  theme  in  by 
pointing  out  that  the  two  preceding  epochs  in 
public  health— the  era  of  sanitation  and  the  era  of 
communicable  diseases— were  eras  of  mass  action 
which  could  accomplish  great  things  without  great 
individual  elTort.  In  the  new  era  of  chronic  disease, 
individual  action  is  essential  if  we  are  to  make  the 
strides  in  public  health  that  we  made  in  the  past. 

Health  Maintenance  For  the  Aged 
Harold  S.  Barrett,  ai.d.,  Hartford 

The  Author.  Deputy  Covmihsioner,  Connecticut 
State  Department  of  Health 

After  consideration  of  the  case  of  A'Irs.  “X,”  and  a 
review  of  the  common  chronic  conditions  aflFecting 
older  people,  the  conference  turned  its  attention  to 
the  healthy  oldster  and  his  efforts  to  maintain  this 


status.  While  no  specific  statistics  were  presented,  by 
inference  from  population  data  and  chronic  disease 
prevalence  rates  presented  by  the  panel  on  chronic 
illnesses  of  older  people,  it  may  be  assumed  that  the 
healthy  individual  represents  the  numerical  majority. 
This  is  indeed  a fortunate  circumstance.  In  this 
group  preventive  medicine  can  act  constructively  to 
avoid  the  costs  of  chronic  disease  care  and  rehabili- 
tation, to  minimize  human  suffering  and  to  promote 
full  health  and  its  benefits,  enjoyment  and  productiv- 
ity. With  humility  the  panel  acknowledged  that  a 
total  triumph  of  this  kind  is  impossible,  for  a func- 
tion of  the  physician  in  the  periodic  physical  exam- 
ination was  stated  to  be  to  detect  latent  disease  or  its 
precursors  and  to  advise  the  patient  as  to  its  cor- 
rection or  control. 

HEALTH  INVENTORY 

This  periodic  physical  examination  at  least  every 
year  for  the  healthy  older  person  was  endorsed  as  a 
tool  of  health  maintenance  and  health  education,  the 
value  of  which  to  the  individual,  his  family  and  the 
community  was  accentuated  with  increasing  age. 
Furthermore,  said  the  panel,  it  should  be  undertaken 
by  the  doctor  in  the  spirit  of  friendship  which  would 
evoke  a full  and  detailed  medical  hfstory.  Its  greatest 
gift  to  the  patient  was  reassurance.  Interpretation  of 
the  physiological  changes  associated  with  aging, 
counseling  to  fit  activities  to  capacities,  guiding 
vocations  into  avocations,  particularly  of  a “service 
to  others”  nature,  and  destroying  health  fetishes, 
were  emphasized  as  functions  of  this  tool.  Labora- 
tory aids  of  either  a screening  or  definite  nature 
were  considered  of  some  use,  but  the  time  of  an 
hour  to  an  hour  and  one-half  in  a face-to-face  con- 
tact was  emphasized  as  necessary.  With  reluctance 
the  panel  noted  that  there  was  no  immediate  pat 
solution  to  this  time  factor. 

FOOD 

Nutrition  does  or  does  not  change  with  age  de- 
pending on  the  perspective  employed  for  considera- 
tion, said  the  panel.  All  people,  regardless  of  age, 
require  energy  foods,  proteins,  minerals  and  vita- 
mins, since  these  are  essential  foods.  The  amounts 
required  may  be  different,  dependent  on  the  energy 
requirements  and  decreased  utilization  with  age,  the 
latter  being  the  result  of  an  invisible  physiological 
decrease  in  digestive  secretions.  It  was  emphasized 
that  personal  interest  is  necessary  for  adequate  and 
proper  nutrition.  Lessened  activity  with  increasing 
age  means  lowered  energy  requirements  and  there- 
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fore  less  dietary  fat.  Lowered  utilization  of  the  so- 
called  protective  foods  may  require  a relatively 
hitcher  proporrion  of  protein,  and  of  minerals,  par- 
ticularly calcium.  Dental  deficiencies  may  necessitate 
bland  foods.  Milk  and  cottage  cheese  were  men- 
tioned as  good  economical  sources  of  protein  and 
minerals,  especially  calcium,  in  a bland  form  without 
roughage,  and  simultaneously  noted  as  distasteful  to 
many  oldsters.  Fad  foods  and  diets  were  condemned. 
The  general  principle  stressed  was  to  improve  food 
habits  rather  than  take  dietary  supplements. 

HOUSING 

Familiarity  with  environment  results  in  peace  of 
mind.  This  principle  ran  through  the  discussion  of 
housing  for  older  people.  The  panel  felt  that  living 
arrangements  were  a matter  of  individual  choice, 
that  oldsters  preserved  their  independence  and 
privacy  by  living  alone,  that  they  should  be  a part 
of  the  community  and  not  housed  in  unfamilar 
special  projects.  Accidents  in  the  home  were  recog- 
nized as  a preventable  hazard.  The  statement  on 
housing  distributed  to  the  conference  w^as  com- 
mended  as  both  practical  and  in  keeping  with  these 
principles.  Finally  it  w'as  recognized  that  some  form 
of  housing  supervision  (by  physician,  family,  or 
authority)  w^as  required  to  protect  health  (accident 
prevention)  and  assure  public  safety. 

EMOTIONAL  ADJUSTMENTS 

In  consideration  of  the  mental  and  emotional 
aspects  of  aging,  the  conference  w'as  advised  that 
there  were  multiple  perspectives  to  aging.  The  panel 
w^arned  against  coining  new'  words  and  pompousness 
in  presentation.  In  many  ways  old  people  are  not 
different  from  young  people.  Honesty  should  force 
recognition  of  the  fact  that  a more  aged  25  does  not 
become  by  definition  a geriatric  problem  when  he 
reaches  the  chronological  milestone  of  65,  but 
remains  the  uninteresting,  colorless  individual  which 
he  has  been  during  the  preceding  40  years.  Individual 
differences  and  interpersonal  relationships  were 
stressed.  Old  people  are  not  a specific  mental  and 
emotional  problem  group  suddenly  arising  in  this 
contemporary  civilization,  but  have  existed  through 
time,  and  are  only  more  numerous  howl 

COMMENT 

In  summarizing  any  panel  discussion  it  is  worth 
considering  wdiat  the  participants  did  not  say,  since 
in  the  brief  time  available  for  presentation,  omissions 
may  be  significant  indications  of  thought.  This  panel 


did  not  define  “aging”  or  “old.”  The  subcommittee 
on  planning  for  health  maintenance  did  struggle  with 
this  issue.  It  was  found  that  the  median  age  of  Con- 
necticut residents  in  the  1950  census  was  32.7  years. 
By  simple  classification,  below  that  age  a person  is 
young,  over  it  he  is  old!  The  committee  suggested 
that  the  conference  might  well  consider  people  over 
this  age  as  its  subject  material,  since  physiologically 
the  process  of  aging  accelerates  in  these  later  years, 
and  since  the  socially  accepted  age  of  retirement  is 
well  above  this  figure.  Health  maintenance,  aKvays 
important,  assumes  greater  significance  in  these  later 
years. 

Running  through  the  discussion  of  all  members  of 
the  panel  was  one  common  thread  of  thought;  This 
is  a personal  and  individual  matter.  The  panel  did  not 
formalize  a statement  of  this  fact,  but  it  appears 
obvious  that  any  plan,  program  or  action  taken  must 
be  based  on  the  individual  and  his  participation. 

CONCLUSIONS 

The  periodic  personal  health  inventory  conducted 
on  a friendly  reassuring  basis  is  a sound  approach  to 
health  maintenance.  Nutrition  for  older  persons  con- 
sists primarily  of  developing  good  personal  food 
habits.  Housing  is  a matter  of  individual  choice 
wTich  should  be  in  a familiar  environment,  safe  from 
accident  hazards  insofar  as  it  is  possible  to  make  it 
so.  Young  people  may  have  more  difficulty  adjust- 
ing to  the  problems  of  older  people  than  oldsters 
themselves.  Health  maintenance  is  a continuing  indi- 
vidual process  which  constantly  requires  personal 
participation.  Personal  health  is  both  a goal  and  a 
reward  in  itself,  and  there  remains  a hopeful  outlook 
epitomized  in  the  statement  made  at  any  chrono- 
logical age:  “We’re  all  going  to  be  old  sometime.” 

Education  and  Recreation  eor  the  Aged 
Alan  E.  Hugg,  ph.d.,  Hartford 

The  Author.  Adult  Edtication  Consultant,  Con- 
necticut State  Department  of  Education 


The  helpful  statements  made  by  David  King  and 
William  Rowe  have  provided  a useful  background 
of  information  on  w'hat  is  now'  being  done  in  educa- 
tional services  for  the  older  residents  of  our  com- 
munities and  they  have  opened  up  challenging  vistas 
of  service  for  those  w ho  are  interested  in  the  welfare 
and  continued  social  usefulness  of  our  older  citizens. 

In  our  State  there  are  29  higher  educational  insti- 
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tutions  and  6o  local  public  school  systems  that  are 
rendering  adult  education  services  to  the  adults  of 
our  State.  It  appears  that  a very  small  number  of 
these  colleges  and  public  school  systems  have  devel- 
oped educational  programs  and  services  focussed 
specifically  on  the  problem  of  later  maturity.  The 
University  of  Connecticut  has  sponsored  and  pub- 
lished some  useful  social  research  on  the  problems 
of  older  adults  in  rural  communities  of  our  State. 
Hillyer  College  in  Hartford  recently  sponsored  an 
Institute  on  Life  in  Later  Maturity  directed  primar- 
ily at  those  who  are  professionally  concerned  with 
developing  programs  and  services  for  the  older 
adult.  In  at  least  two  cities,  Hartford  and  New 
Haven,  the  public  school  adult  education  program 
has  off  ered  a series  of  presentations  on  the  problems 
of  the  older  adult  as  he  confronts  retirement  with 
its  economic,  social,  psychological,  health  and  recrea- 
tional problems.  In  a few  other  cities  the  public 
school  adult  education  directors  have  rendered 
helpful  service  in  working  closely  with  other  com- 
munity agencies  in  community  planning  of  services 
for  the  older  citizen. 

Unfortunately  we  do  not  yet  have  a very  adequate 
picture  of  the  services  being  rendered  by  the  public 
recreation  agencies  of  the  State  and  by  the  many 
private  and  voluntary  agencies.  Examples  of  these 
valuable  services  are  the  activities  for  older  adults 
sponsored  by  the  YMCA  industrial  recreation  coun- 
cil in  Bridgeport  and  the  exhibit  of  the  hobbies  and 
crafts  of  older  residents  sponsored  by  the  recreation 
department  in  Hartford,  and  the  many  “golden  age” 
groups  sponsored  by  a variety  of  different  agencies 
in  several  cities. 

In  addition  to  these  services  specifically  focussed 
at  the  older  citizen  there  are,  of  course,  a large 
number  of  college  extension  courses,  public  school 
adult  education  classes,  and  adult  activities  sponsored 
by  voluntary  groups  and  agencies,  and  numerous 
recreation  agencies  which  serve  adults  in  general, 
including  a substantial  number  of  older  adults. 

These  brief  indications  of  the  scope  of  present 
education  services  for  the  older  adult  have  helped  to 
clarify  some  of  the  directions  that  we  in  Connecticut 
should  begin  to  move  in  strengthening  these  services. 

I.  We  need  to  strengthen  our  ability  to  attract  and 
to  serve  the  older  adult  in  the  regular  adult  educa- 
tion and  recreation  program  of  the  various  public 
and  private  agencies  in  our  State.  This  is  partly  a 


problem  of  publicity,  but  is  also  a problem  of  pro- 
gram method.  As  we  improve  our  competence  in 
the  process  of  program  development  and  in  educa- 
tional method  with  adults  not  only  will  the  older 
adults  benefit  but  the  total  adult  constituency  will 
be  served  better. 

2.  There  is  evidence  that  special  skills,  sensitivities 
and  attitudes  are  necessary  in  working  with  groups 
of  older  adults  in  social  educational  and  recreational 
activities.  Undoubtedly  the  greatest  values  are  found 
in  programs  in  which  the  older  people  themselves 
assume  responsibility  for  determining  the  nature  of 
the  program  and  for  administering  it.  These  group 
work  skills  combined  with  the  special  competencies 
and  information  in  the  “developmental  needs”  of 
the  older  adult  are  greatly  needed  by  the  volunteer 
and  paid  workers  concerned  with  this  age  group  in 
both  private  and  public  agencies.  Training  courses 
of  this  type  would  be  a useful  service  in  college 
extension  courses  or  in  public  school  adult  education 
programs. 

3.  Another  educational  service  for  which  increas- 
ing need  is  apparent  is  the  systematic  presentation 
of  information  on  the  problems  of  later  maturity 
for  those  citizens  who  are  beginning  to  be  con- 
fronted with  questions  and  doubts  concerning  re- 
tirement and  its  financial,  social,  health,  psycho- 
logical and  other  implications.  Courses  and  institutes 
of  this  type  dealing  with  this  subject  matter  should 
be  offered  by  many  more  educational  institutions  in 
this  State. 

4.  The  need  of  business  and  industry  to  assist  their 
employees  to  prepare  for  retirement  is  one  in  which 
educational  agencies  should  be  helpful.  Fraternal 
organizations  and  membership  organizations  of  many 
different  types  are  increasingly  interested  in  pro- 
viding educational  services  of  adult  type  for  their 
members.  It  is  to  be  expected  that  as  our  educational 
agencies  develop  competencies  in  providing  con- 
sultant services  of  this  type  to  organizations  that 
want  to  set  up  an  educational  program  of  their  own, 
they  will  be  called  on  more  frequently  for  assistance 
in  planning  these  educational  programs. 

5.  It  is  logical  to  expect  that  some  of  our  higher 
educational  institutions  will  in  the  near  future 
develop  services  and  staff  competencies  in  the  field 
of  gerontology  and  begin  to  give  the  type  of  educa- 
tional leadership  that  is  at  present  coming  out  of  a 
few  universities  in  other  parts  of  the  country.  Lead- 
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ership  \\  irh  its  necessary  implication  in  terms  of  staff, 
money  and  facilities  in  the  area  of  the  social,  psycho- 
loo'ical  and  educational  aspects  of  gerontology  is  at 
the  present  time  in  our  State  by  no  means  commen- 
surate \\  ith  the  magnitude  of  the  problem,  and  the 
unique  needs  so  clearly  apparent  in  the  demographic 
and  industrial  characteristics  of  our  State. 

Strengthening  our  educational  services  in  these 
ways  will  call  for  a willingness  to  readapt  these 
services  into  new^  forms  of  usefulness,  and  a new 
sense  of  urgency  in  fulfilling  our  responsibilities  to 
our  older  citizens. 

Community  Plans  and  Retirement 
Milton  L.  Shurr,  New  Haven 


The  Author.  Council  of  Social  Agencies,  New 
Haven 


Dr.  Loomis  in  her  discussion  on  community  plans 
as  well  as  our  distinguished  panel  presentation  on 
industry  have,  I believe,  indicated  the  growing 
maturity  on  the  part  of  industry  and  our  society  in 
recognition  of  our  concern  with  a long  neglected 
portion  of  our  population.  Miss  Loomis  discussed 
the  increasing  concern  of  communities  in  planning 
for  services  and  the  coordination  of  resources.  She 
stressed  the  need  for  social  contacts,  awareness  and 
utilization  of  community  resources,  decent  housing 
and  opportunity  to  be  as  active  or  as  leisurely  as 
they  choose. 

Effective  work  towards  objectives  is  a responsibil- 
ity on  the  part  of  Federal,  State,  local  communities 
and  the  individual.  The  federal  government  can 
provide  ( i ) for  a continuation  of  leadership  such  as 
organization  of  conferences  and  (2)  the  stimulation 
and  integration  of  research  and  acting  as  a world- 
wide clearing  house  for  the  local  community  on 
what  is  being  done  and  planned.  The  State  govern- 
ment is  responsible  for  clarification  and  enforcement 
of  standards  and  improvement  in  personnel.  Cer- 
tainly this  is  needed  in  areas  of  nursing  services  and 
rehabilitatiom  The  individual  older  person  also  has 
a responsibility  to  learn,  to  accept,  to  adjust  in  find- 
ing his  newer  riches  when  wMrld  patterns  and  people 
are  in  a state  of  change. 

The  reported  results  of  the  questionnaires  indicate 
that  about  a dozen  communities  in  Connecticut  are 
each  developing,  along  their  own  local  patterns, 
programs  for  older  people.  A number  of  them  are 


doing  their  planning  under  the  auspices  of  Councils 
of  Social  Agencies,  others  under  auspices  of  groups 
of  agencies,  churches  and  civic  groups.  We  need  to 
stimulate  and  develop  more  opportunities  to  enable 
the  older  members  of  the  community  to  actively 
participate  in  the  planning  and  operation  of  com- 
munity programs.  Dr.  Loomis  suggests  six  points 
communities  need  to  consider: 

1.  Information  Centers— with  connection  to  coun- 
seling services. 

2.  Centers  and  clubs  for  the  older  citizen. 

3.  Well  organized  and  representative  committee 
to  plan  and  to  implement  this  planning  in  active 
services. 

4.  Periodic  review  by  the  central  committee  of  the 
entire  community  programs. 

5.  Each  organization  should  review  its  own  pro- 
gram for  the  older  person. 

6.  Publicity,  formal  and  informal— to  give  recog- 
nition and  interpretation  to  services  and  programs. 

All  programs  must  be  developed  with  a view  to 
local  resources  and  problems. 

Panel  on  Retirealent  Plans  in  Industry 

Aloderator:  Archibald  Williams,  American  Hard- 
ware Co.,  New  Britain,  Connecticut. 

Speakers:  J.  E.  Curran,  Esso-Standard  Co.,  New 
York;  C.  T.  Nolan,  Sargent  & Co.,  New  Haven; 
Arnold  Freas,  Jr.,  Ensign-Bickford  Co.,  Simsbury; 
Michael  Holahan,  Pitney-Bowes  Co.,  Stamford. 

There  is  an  increasing  concern  on  the  part  of 
industry  on  behalf  of  their  older  employees  and 
assisting  them  in  their  planning  for  their  retirement. 
We  heard  about  the  program  of  Esso-Standard  Co. 
as  discussed  by  Air.  J.  E.  Curran,  wdiich  was  one  of 
the  first  in  the  field  and  from  four  Connecticut  con- 
cerns—Pitney-Bowes  of  Stamford,  Sargent  and  Co. 
of  New  Haven,  American  Hardware  of  New^  Britain 
and  Ensign-Bickford  of  Simsbury. 

From  these  statements  a number  of  points  w^ere 
made  wdaich  are  of  interest  to  us.  Retirement  pro- 
grams need  to  be  geared  to  the  local  programs,  to 
industry,  and  to  the  needs  of  the  individual.  From 
these  discussions  the  planning  committee  recom- 
mends four  points  for  a program  in  industry. 

1.  A voluntary  program  for  the  older  prospective 
annuitant  giving  him  a view  of  what  he  will  face  and 
stimulate  organized  thinking  towards  suitable  plans. 
Such  a program  is  conducted  at  Esso-Standard  Co. 
on  a voluntary  basis  and  covers  such  items  as: 
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a.  What  is  retirement? 

b.  Financial  aspects. 

c.  Planning. 

d.  Medical  aspects. 

e.  Round  table  and  discussion,  including  former 
retired  employees  discussing  their  experiences. 

2.  Counseling. 

Counseling  or  friendly  consultation  with  a skilled 
person  aids  the  older  worker  to  adjust  within  the 
plant  and  also  effects  for  constructive  planning  for 
retirement.  Sargent  & Co.  gave  an  excellent  example 
of  the  effectiveness  of  this  wdiere  they  have  no  com- 
pulsory age. 

3.  Medical  evaluation. 

I'his  together  wdth  good  counseling  can  lend  to 
effective  placement  of  older  persons  on  jobs  and 


positions  w^here  their  skills  and  experience  are 
decided  assets  if  their  physical  capacities  and  inter- 
ests W'arrant  continued  employment.  Ensign-Bick- 
ford  gave  an  example  of  a medical  program. 

4.  Follow-up. 

Many  plants  as  Pitney-Bow^es,  Esso-Standard  and 
Sargent  & Co.  had  some  continuing  relationship  to 
the  older  employee.  These  ranged  from  participa- 
tion in  annual  parties,  receiving  publications,  to 
permits  to  visit  plant  at  any  time  and  consultation 
on  problems  of  retirement  and  financial  aid  from 
Employees  Fund  when  necessary. 

The  common  denominators  in  all  of  these  were  the 
medical,  social  and  production  evaluation  of  the 
employee  and  the  flexibility  of  plans,  which  were 
voluntary  and  the  democratic  approach  and  preser- 
vation of  the  dignity  of  the  employee. 


MONKEY  ISLAND 

Leo  Litter,  m.d.,  Hartford 


VV/ith  rising  enthusiasm  w^e  reached  Humancao 
Playa  in  southeastern  Puerto  Rico.  About  a 
mile  off  shore  rose  the  tiny  island  of  Santiago— more 
commonly  known  as  Monkey  Island  where  the 
School  of  Tropical  Medicine  maintain  a monkey 
colony  for  experimental  purposes.  The  colony  estab- 
lished in  1938,  is  being  sponsored  by  Columbia 
University  for  the  purpose  of  raising  conditioned 
animals  of  a known  history  for  medical  research. 

We  walked  along  the  narrow  catw^alk  of  a long 
pier,  the  planks  of  which  had  been  removed  during 
the  hurricane  season.  The  framewmrk  over  which  a 
few  boards  remained  served  as  a gangway.  We 
signaled  to  Mr.  Tomilin  who  sent  out  a rowboat  to 
fetch  us.  With  powerful  strokes,  and  in  less  than 
half  an  hour,  a native  boy  row^ed  our  party  across 
the  relatively  calm  but  shark-infested  sea. 

Approaching  the  island  one  seemed  to  be  entering 
a new^  world.  The  scene  might  have  come  from 
“Robinson  Crusoe.”  Fringing  the  shore  w^ere  cocoa- 


The  Author.  Assistant  in  Epidemiology , McCook 
Memorial  Hospital,  Hartford;  Assistant  in  Pedi- 
atrics, Mt.  Sinai  Hospital,  Hartford 


SUMMARY 

A visit  is  described  to  Monkey  Island  home  of 
Columbia  University’s  School  of  Tropical  Medicine 
monkey  colony.  These  monkeys  are  used  for  experi- 
mental purposes.  The  clientele  of  the  colony  is  de- 
scribed, together  with  their  habits,  and  a description 
of  the  keeper  of  the  colony  is  included. 


nut  trees,  devoid  of  fruit,  however.  Atop  a small  hill 
stood  a sturdy  little  house  built  of  w’ood. 

We  landed  at  a little  clearing  in  the  cocoanut 
grove  and  started  walking  along  a narrow  winding 
path  towards  Tomilin’s  domicile.  Arriving  at  the 
top,  we  paused  to  catch  our  breath.  A huge,  weather 
beaten  man  wearing  shorts,  jersey  and  sneakers  soon 
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appeared  at  the  threshold.  Silently  he  gazed  down 
upon  us  then,  without  warning  bellowed,  “Who  the 
h—  are  these  people?”  The  fair  lady  in  our  party 
summoning  up  courage,  approached  our  towering 
host  and  smilingly  apologized  for  our  late  arrival— 
ve  had  been  invited.  Later  we  presented  Tomilin 
with  a case  of  beer.  He  frowned  at  it  and  roared, 
“What  the  h—  do  you  think  I am,  a baby?” 


Monkey  Island  With  Puerto  Rico  in  Background 


With  its  35  acres,  the  island,  shaped  like  a dumb- 
bell, provides  a haven  for  450  British  Indian  rhesus 
monkeys  who  live  natural  lives  unhampered  by  cage 
or  other  restrictions. 

“Trying  to  grow  anything  here  is  a fruitless 
effort,”  Tomilin  said.  “Those  monkeys  followed 
right  along  behind  me  and  either  broke  off  the 
freshly  planted  shoots  or  picked  out  the  seeds  and 
threw  them  around.”  “Cocoanuts  don’t  stand  a 
chance  of  getting  any  farther  than  the  bud  stage,”  he 
explained.  “But  as  soon  as  the  palms  bear  a new 
growth  of  buds  the  monkeys  are  up  and  at  them 
twisting  them  from  their  stems  and  throwing  them  to 
the  ground  or  at  each  other.” 

All  of  which  meant  that  all  sustenance  for  these 
destructive  creatures  would  have  to  be  imported 
from  the  mainland.  The  chief  staple  is  sweet  potato. 
Once  a w^eek  bananas  brighten  the  menu.  A food 
concentrate,  developed  by  Tomilin  himself,  pro- 
vides the  primates  with  vital  animal  proteins  and 
mineral  salt,  and  oyster  shell  flour. 

The  monkey  colony  has  divided  itself  into  six 
tribes,  the  largest  comprising  150  members.  Each 
group  has  a leader  or  “president,”  as  Tomilin  prefers 
to  call  him,  who  elects  himself  by  beating  every 
other  male  in  the  group.  1 he  tribal  chieftain  can  be 


recognized  by  his  huge  size,  his  cauliflower  ears  and 
as  the  only  one  in  his  group  with  his  tail  in  the  air. 

Then  there  are  the  bachelor  clubs  whose  members 
spend  all  their  time  fighting  one  another.  Often 
Tomilin  finds,  lying  on  his  back  in  a thicket  of 
shrubbery,  the  corpse  of  a bachelor  stiff  as  a board 
with  extremities  flexed  in  a death  caused  by  tetanus 
infection  resulting  from  the  wounds  of  battle. 

What  the  monkeys  do  not  eat  right  away  they 
store  in  inner  pouches  around  the  gullet.  The  pouch 
distinguishes  the  Indian  and  African  monkey  from 
the  American  variety  which  does  not  have  them.  An 
hour  after  breakfast  the  monkey  colony  “retires  into 
the  bush  for  a siesta,”  as  Tomilin  puts  it.  They 
emerge  late  in  the  afternoon. 


Monkey  Family 


Family  life  does  not  exist,  a female  bearing  a child 
of  unknown  fatherhood  about  once  a year.  Contrary 
to  common  belief,  the  males  do  not  fight  over  the 
females  for  evidently  there  are  plenty  to  go  around. 

Mortality  rate  on  the  island  is  surprisingly  low, 
there  beino-  about  one  death  a month.  Tetanus  from 

D 

wounds  of  battle  is  common.  Death  has  no  particular 
significance  to  a monkey  and  when  it  comes  the  dead 
body  is  completely  ignored.  One  exception  to  this 
is  the  death  of  a baby;  the  mother  carries  the  body 
with  her  until  it  has  completely  disintegrated. 

We  witnessed  a fascinating  sight,  scores  of  moth- 
ers scampering  about  carrying  their  young  on  their 
backs.  They  resembled  Indians  crouching  low  upon 
their  swiftly  moving  ponies.  The  ears  of  many 
mothers  and  babies  vere  torn  and  bleeding  as  a 
result  of  combat.  One  mother  had  been  carr\  ing  a 
dead  child  for  the  past  two  days,  unable  to  under- 
stand why  it  did  not  frolic  about  like  the  others.  It 
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had  been  killed  while  its  mother  was  engaged  in 
battle.  Toniilin  had  an  idea!  He  threw  handfuls  of 
his  food  concentrate  in  her  vicinity.  Immediately 
the  other  mothers  flocked  about  her,  quickly  snatch- 
inq'  up  the  food  without  taking  time  off  to  eat  it, 
but  storing  it  in  their  pouches  in  order  to  get  as 
much  as  possible  before  their  colleagues  would  beat 
them  to  it.  Later  they  could  eat  their  hard  won 
victuals  at  leisure.  In  the  scramble  for  the  food  the 
dead  child  dropped  to  the  ground.  Tomilin  stooped 
to  pick  it  up.  Immediately  the  mother  shook  her 
clenched  fist  at  him  and  all  the  other  mothers  looked 
menacingly  towards  him. 

He  had  to  relinquish  the  dead  one.  Later  he  was 
able  to  retrieve  it  liy  throwing  the  food  sack  over 
it  while  dumping  its  contents  on  the  ground  in  front 
of  the  tiny,  motionless  creature. 


Feeding  Time 


In  several  respects  Tomilin’s  monkeys  resemble 
gypsies.  Anthropologists  claim  that  the  gypsy  origin- 
ally came  from  the  northern  part  of  India,  which  is 
also  the  source  of  the  primates  of  Santiago  Island. 
Then  again  both  the  nomads  and  the  monkeys  are 
kleptomaniacs. 

iVIonkeys  are  thieves.  They  carry  off  everything 
which  is  not  tied  down,  especially  small  objects. 
While  we  were  having  our  lunch  on  the  porch  some 
of  them  sneaked  up  and  boldly  swiped  our  cake. 
When  we  turned  around  to  chase  them  away,  others 
quickly  approached  from  the  other  side,  also  taking 
their  share  of  our  picnic  lunch. 

Disciplining  the  monkeys  constitutes  one  of 
Tomilin’s  many  problems.  It  ranges  from  confine- 
ment in  a stockade  to  death  for  the  incorriqibles. 


The  crimes  vary  from  depositing  excreta  on  Tomi-  : i 
lin’s  porch  to  monkey  murder.  The  spacious,  wired  < 
stockade  housed  one  prisoner,  a bull  weighing  24 
pounds,  whom  Tomilin  claimed  could  outbattle  Joe  . 
Louis.  His  offense,  biting  his  comrades  from  ambush!  I 
Another  mischievous  macaque  received  a bullet  in  J 
his  arm,  a casualty  which,  however,  did  not  put  an  J 
end  to  his  many  misdeeds. 

Recently,  for  some  unknown  reason,  a mother  n 
carrying  her  child  was  driven  from  her  home  by  0 
her  tribe.  Had  she  remained  she  would  have  been 
slain.  She  swam  across  the  lagoon  which  divides  the  | 
island  almost  in  two,  hoping  to  find  shelter  at  the 
other  end  in  the  domain  of  another  tribe.  However,  1 
when  she  tried  to  climb  ashore  she  was  met  by  j 
unfriendly  members  of  the  neighboring  tribe  who  | 
forced  her  back  into  the  lagoon.  Here  was  the  poor  I 
mother  struggling  in  the  water  with  her  youngster 
on  her  shoulder. 

Her  piercing  cries  for  help  brought  Tomilin 
rushing  to  the  scene.  The  rescue  was  soon  effected. 
Tomilin  can  tell  by  the  sound  of  a battle  cry  whether 
it  is  merely  a skirmish  or  one  of  serious  proportions. 

The  monkeys  have  a language  of  their  own  which 
we  humans  are  unable  to  understand.  However  the 
Ruler  of  Santiago  Island  evidently  comprehends  a 
good  deal  of  their  gabbling.  As  twilight  fell  scores 
of  young  ones  were  frolicking  in  the  tree  tops. 
Amidst  this  gaiety  a loud  chattering  was  heard.  As 
I turned  to  Tomilin  for  an  explanation  he  mur- 
mured, “That  is  merely  the  mothers  reprimanding 
their  young  for  not  going  to  sleep.”  Some  of  the 
simians  understand  such  simple  commands  as  “Open 
your  mouth,”  “Stop  it”  and  “Get  out  of  here.” 

The  Ruler  of  Monkey  Island,  Alike  Tomilin,  was 
born  in  Siberia  45  years  ago.  Because  of  his  deep 
knowledge  of  psychology  and  of  primates,  he  was 
granted  his  present  position.  He  is  a big,  rugged 
individual  with  keen,  searching  eyes  and  fine  facial 
features.  He  is  about  six  feet  three  and  weighs  about 
220  pounds.  To  the  question,  “Can  you  tell  the 
monkeys  apart,”  he  replied,  “I  don’t  remember 
people— they  are  below  my  dignity— but  monkeys, 
they  are  on  my  intellectual  level.”  Although  a White 
Russian,  he  enjoys  teasing  the  nobility  who  occa- 
sionally drop  in  to  see  his  monkey  colony. 

In  not  a few  respects  he  resembles  “Tarzan.”  Not 
long  ago  he  caught  with  his  bare  hands  a five  foot 
shark.  After  we  had  eaten  our  lunch  he  singled  out 
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the  lady  member  of  our  party  and  said,  “Now  you 
will  help  my  wife  with  the  dishes.” 

On  the  mainland  he  has  been  nicknamed  “El 
Ruso”  (The  Russian).  He  is  extremely  popular  and 
beloved  by  all.  With  funds  dwindling  he  is  obliged 
to  spend  much  time  searching  for  food  for  his 
primates.  He  is  a past  master  at  bargaining.  Though 
he  is  compelled  to  do  it  in  order  to  balance  his 
budget,  he  dislikes  bargaining  immensely-  He  main- 
tains that  whittling  down  the  price  often  makes  the 
poor  jibaros  with  whom  he  deals  do  without  a pound 
of  rice  or  two  that  they  might  have  bought  had  he 
not  cut  down  their  prices. 

He  never  gives  a begger  a penny.  Instead  he 
directs  them  to  a certain  bakery  where  they  may 
obtain  a little  bread  for  which  he  pays.  Smilingly  he 
remarks  that  he  may  run  for  mayor  of  Humacao 
since  all  the  jibaros  and  bums  are  for  him. 

Until  now  Columbia  University  has  been  forward- 
ing the  necessary  funds  for  the  Colony’s  upkeep,  but 
that  institution  has  now  discontinued  its  good  work. 
Tomilin  is  worrying  greatly  and  is  running  himself 
ragged  trying  to  scrape  up  the  necessary  funds  to 
keep  the  colony  going.  He  has  been  oRered  several 
jobs  elsewhere,  but  he  is  so  attached  to  his  monkeys 
that  he  cannot  bear  to  part  from  them  or  leave  them 
to  starve.  He  has  been  with  them  for  five  years. 
Without  Tomilin  the  island  would  lose  a great  deal 
of  its  charm  and  lure. 

The  silhouette  of  the  monkeys  in  the  twilight 
swinging  from  trees  was  an  unforgettable  sight,  and 
the  last  one  we  saw  as  ,we  departed  from  the  primate 
kingdom. 

The  strong  current  made  the  return  crossing 
longer.  Night  was  soon  upon  us.  The  oars  dipping 
into  the  calm  sea  caused  a soft  green  phosphores- 
cence. 


To  visit  the  monkey  colony  we  had  traveled  over 
1 50  miles,  but  it  was  well  worth  it.  Just  to  see  and 
hear  Mr.  Tomilin  talk  had  been  a great  treat. 

As  we  drove  homeward  someone  asked  me  why  I 
looked  so  sad.  I was  preoccupied  with  Tomilin’s 
biggest  problem,  how  to  feed  the  simians  now  that 
financial  help  from  the  sponsors  would  no  longer  be 
available.  It  would  be  a great  shame  and  loss  to  both 
the  medical  profession  and  humanity  were  that 
monkey  colony  allowed  to  disintegrate;  for  it  is  the 
only  one  of  its  kind  in  the  world.  The  monkeys  of 
Santiago  Island  have  been  used  by  research  workers 
throughout  the  United  States  in  an  endeavor  to  find 
cures  for  such  diseases  as  infantile  paralysis,  schisto- 
somiasis and  many  others.  They  have  also  been  the 
subjects  of  many  an  interesting  psychological  study. 
Tomilin  believes  that  they  may  also  be  used  to  fur- 
ther our  knowledge  of  the  venereal  disease,  especial- 
ly that  of  granuloma  inguinale. 

ADDENDUM 

Contents  of  letter  dated  August  19,  1953,  from 
the  Dean’s  office:  University  of  Puerto  Rico,  School 
of  Medicine,  School  of  Tropical  iVledicine,  San  Juan, 
Puerto  Rico. 

“The  colony  of  monkeys  has  been  continued 
under  the  auspices  of  the  School  of  Medicine,  al- 
though its  size  has  been  somewhat  reduced  owing 
to  our  extensive  use  of  its  monkeys  for  experimental 
purposes.  In  the  past  two  years,  we  have  been  using 
them  faster  than  reproduction  has  occurred,  so  that 
we  will  have  to  slow  down  somewhat  the  rate  of 
usage. 

“We  are  operating  the  colony  from  a long  range 
point  of  view  by  sending  a truck-load  of  foods 
(vegetables  and  fruits)  once  per  week  and  the  main- 
tenance of  labor  as  caretaker  on  the  island.  Mr. 
Tomilin  left  the  island  several  years  ago.” 
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29th  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 


Grace-New  Haven  Community  Hospital  and  the  Yale  School  of  Medicine, 

New  Haven 

September  15,  16,  1954 


The  1954  Clinical  Congress  will  be  concentrated  in  two  days  and  all  of  the 
meetings  will  be  held  at  the  New  Haven  Hospital  and  the  Yale  School  of  Medicine. 

Three  sessions  will  be  held  simultaneously  in  three  different  meeting  places 
giving  a broad  selection  of  topics.  Material  in  the  fields  of  vascular  diseases; 
psychiatry;  drug  and  alcohol  addiction;  pediatrics;  general  medicine;  general, 
special  and  traumatic  surgery;  and  other  related  subjects  will  be  presented. 

Registration  for  members  of  the  Society  will  be  $3  and  nonmembers  $4. 
iMedical  students,  interns,  and  residents  will  be  the  guests  of  the  Congress,  if 
properly  certified.  Cafeteria  luncheons  will  be  seiwed  on  both  days  by  the  New 
Haven  Hospital. 
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Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— effect  lasts  for  hours. 

No  interference  with  ciliary- 
activity  or  other  mucosal  function. 

Isotonic,  pH  compatible  with  nasal  fluids. 

No  epinephrine-like  excitation. 

Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 

Privine®  hydrochloride 

(naphazoline  hydrochloride  CIBA) 
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In  the  summer  and  fall  of  1953,  nine  prominent  allergists, 
representing  every  section  of  the  country  except 
the  West  Coast,  tested  Pyribenzamine  in  a total  of  832 
patients  with  ragweed  hay  fever.  The  work  of  these 
men  is  significant  because  of  its  scope  and  because  it  is 
the  most  recent  major  study  of  antihistamines. 

Certain  observations  are  particularly  ivorth  noting  . . . — 


Try  Pyribenzamine  — the  most  prescribed 
antihistamine  — in  hay  fever,  in  every  al- 
lergy susceptible  to  antihistamine  therapy. 

Pyribenzamine  25-mg.  tablets  (coated)  and 
50-mg.  tablets  (scored)  both  available  in 
bottles  of  100  and  1000. 


From  this  study  and  from  previous 
investigations  involving  thousands  of  allergic 
patients,  one  fact  is  clear : Pyribenzamine 
gives  the  allergic  patient  unsurpassed 
benefit  with  antihistamine  therapy. 


Pyribenzamine®  hydrochloride 

(tripelennamine  hydrochloride  ciba) 


...  of  the  832  patients  who  were 
given  Pyribenzamine, 
oniy  84  did  not  obtain  some 
degree  of  symptomatic  relief. 


u 


C I B A 


BILATERAL 


Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  in  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


ARTERIOSCLEROTIC 
ULCERATION  in  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  x IVk"; 
ulcer,  left  leg,  V2"  x V2”. 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


more  /'  ■>  'i.ri 

-to  -tire 


j3eri 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 
10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


PHOTOGRAPHS  AND  CLINICAL  DATA 
BY  COURTESY  OF  R.  I.  LOWENBERG,  M.O., 
CONSULTANT  IN  VASCULAR  SURGERY, 
CONNECTICUT  STATE  HOSPITAL, 

MIDDLETOWN,  CONNECTICUT. 


Priscoline®  hydrochloride  (tolazoline  hydrochloride  CIBA) 


CIBA 
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EDITORIALS 


The  Great  Migration 

The  United  States  has  become  the  “Promised 
Land”  for  physicians  from  all  over  the  world  and 
conditions  are  developing  which  may  influence 
medical  service  in  this  country  for  years  to  come. 
The  exact  number  of  foreign  trained  physicians  who 
have  settled  in  America  cannot  be  adequately  stated. 
Some  estimates  are  probably  grossly  exaggerated, 
but  even  the  more  conservative  figures  are  impres- 
sive. The  situation  as  a whole  originated  in  World 
War  II  and  the  political  events  that  were  part  of  it, 
and  there  have  been  many  separate  but  related 
phases  of  its  course.  First,  was  the  exodus  of  political 
refugee  physicians  from  Central  Europe  during  the 
years  just  preceding  the  World  War  and  the  first 
few  months  of  hostilities.  It  is  estimated  that  there 
were  six  to  ten  thousand  of  them.  They  had  been 
trained  in  the  schools  of  Europe  during  a period  of 
peace  and  the  quality  of  their  education  was  rela- 
tively high  and  most  of  them  had  been  continuously 
engaged  in  medical  practice.  Their  licensing  by  the 
states  presented  confusing  problems,  but  they  were 
fairly  well  absorbed  into  the  American  scene. 

The  next  was  the  displaced  persons  group.  These 
unfortunate  people  had  been  banished  from  their 
native  lands  and  spent  long  years  in  detention  camps, 
often  engaged  in  many  occupations  other  than  medi- 
cine. At  the  end  of  the  war  came  the  social  problem 
of  what  to  do  with  these  stateless  people  and  serious 
and  sympathetic  elTorts  were  made  in  several  coun- 
tries, particularly  the  United  States,  to  relocate  them 
in  useful  lives  and  many  have  been  resettled  in  this 
country.  How  many  there  were  is  impossible  to 
state  for  some  of  them  came  here  in  classifications 
other  than  physicians,  and  only  after  their  lives  in 


this  country  became  stabilized  did  they  identify 
themselves  as  doctors  of  medicine.  Eour  thousand  is 
the  figure  often  quoted.  This  phase  might  be  thought 
to  be  nearly  over  by  now,  but  it  is  not,  because 
numbers  are  still  coming  into  the  United  States  from 
countries  outside  the  war  area,  the  migrants  having- 
first  gone  to  South  America  or  elsewhere  and  they 
are  now  coming  in  on  immigration  quotas  from  those 
countries.  How  long  this  will  continue  cannot  be 
said. 

As  things  settled  down  after  the  war  ended  in 
Europe,  thousands  of  physicians  returned  from  mili- 
tary service  and  found  great  changes  in  their  home- 
land economy  and  pattern  of  medical  practice. 
Things  were  not  the  same.  In  addition  to  this,  when 
the  medical  schools  went  back  into  full  operation 
there  was  a tendency  for  more  and  more  young 
men  to  go  into  medicine  and  now  all  of  the  coun- 
tries of  Europe,  with  the  exception  of  Scandanavia, 
are  producing  more  physicians  than  be  can  absorbed. 
As  a result  of  these  two  factors  there  has  been  for 
the  past  five  years  an  increasing  number  of  physi- 
cians from  European  countries  coming  to  America 
to  establish  themselves  and  to  make  their  careers. 

The  next  peculiar  and  unexpected  factor  arises 
from  the  shortage  of  interns  for  American  hospitals. 
It  is  well  known  that  there  are  about  twice  as  many 
internships  as  there  are  American  graduates.  Hos- 
pitals realizing  that  they  cannot  obtain  their  house 
staffs  from  the  pool  of  recent  American  graduates 
have  welcomed  the  arrival  of  foreign  graduates,  not 
only  from  Europe,  but  from  South  America,  Asia, 
Ear  East  and  Australia.  Manv'^  hospitals  have  (]uite 
frankly  recruited  from  abroad  and  most  often  these 
appointments  are  made  without  personal  interview- 
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or  scrutiny  of  the  quality  of  the  applicant’s  educa- 
tion and  sometimes  the  ability  to  speak  and  under- 
stand English  is  not  even  required.  Assistance  is  given 
to  these  physicians  in  obtaining  passport  visas  and 
they  are  brought  to  this  country  to  serve  for  a year 
or  two  in  hospitals  that  otherwise  would  be  without 
interns  and  residents.  When  their  period  of  service 
is  completed,  the  hospital  that  brought  them  over  has 
little  or  no  interest  in  their  future,  and  more  and 
more  of  these  impor.ts  are  quite  naturally  seeking 
opportunities  to  stay  in  America. 

There  are  two  aspects  of  the  problem  that  have 
to  do  with  foreign  medical  education  rather  than  the 
immigration  of  foreign  physicians.  1 he  first  of  these 
is  the  well  established  trend  for  native  American 
students,  for  one  reason  or  another,  to  go  to  foreign 
schools  for  their  medical  education  and  return  here 
thereafter.  There  are  perhaps  2,000  such  students  in 
foreign  schools  at  this  time,  wdiich  is  equal  to  about 
7 per  cent  of  the  enrollment  in  all  American  schools. 
The  other  is  a new  development.  Graduates  of  sub- 
standard American  schools  and  those  educated  in  the 
peripheral  medical  cults  have  found  that  certain 
foreign  schools  admit  them  wfith  advanced  standing 
and  after  a brief  study  in  residence  they  can  receive 
an  M.D.  degree.  They  return  to  America,  no  longer 
cultists,  but  doctors  of  medicine  and  seek  to  be 
licensed  as  such. 

Dean  Rappleye  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University  has  stated  that 
America  is  unconsciously  lapsing  into  a double 
standard  of  medical  education  which  is  comparable 
to  the  sad  state  of  affairs  that  existed  at  the  turn  of 
the  century  before  the  Flexner  Report  and  the  great 
upheaval  of  American  Medical  Education.  Another 
medical  educator  has  stated  that  a “protective  tariff” 
should  be  established  to  safeguard  American  medical 
culture  and  its  institutions.  It  will  not  be  easy  for  all 
to  agree  with  these  observations,  but  American 
medicine  and  the  American  people  are  certainly 
faced  with  a major  problem.  Various  solutions  have 
been  offered.  Ten  or  more  states  will  not  grant 
licenses  to  practice  to  graduates  of  any  foreign 
schools  except  Canadian.  Several  other  states  require 
full  United  States  citizenship  before  licensing.  This 
delays  eligibility  in  most  instances  for  five  years  after 
arrival  in  this  country,  and  settlement  in  another 
State  wfith  less  stringent  requirements  is  sought.  One 
State  has  revised  its  laws  to  require  that  all  graduates 
of  foreign  medical  schools  seeking  to  obtain  a license 
in  that  State  must  first  be  certified  by  the  National 
Board  of  Medical  Examiners. 


The  whole  problem  has  received  broad  discussion 
in  the  Eederation  of  State  Medical  Examining  Boards 
and  lately  in  the  House  of  Delegates  of  the  American 
Medical  Association.  The  Board  of  Trustees  of  that 
Association  had  appointed  a special  committee  under 
the  chairmanship  of  Dr.  Thomas  Murdock,  and  that 
committee  presented  a thoughtful  report  to  the 
House  at  San  Francisco,  recommending  that  a pre- 
liminary screening  board  be  established  to  pass  upon 
the  educational  qualifications  of  all  foreign  school 
graduates  before  being  examined  by  State  licensing 
boards.  No  definite  action  was  taken  upon  the  pro- 
posal and  it  was  referred  to  the  Council  on  Medical 
Education  and  Hospitals  for  further  study.  The 
subject  is  a complex  one,  but  it  is  hoped  that  the 
Council  W'ill  be  prompt  in  suggesting  an  effective 
and  practical  method  to  safeguard  the  American 
people  from  the  degrading  of  medical  service  by 
inadequately  trained  physicians. 

The  Fable  of  the  Cable  Car 

What  is  San  Francisco?  This  we  debated  over 
our  cups  of  black  coffee  and  even  blacker  cigars. 
The  answers  varied  according  to  a vivid  picture 
deeply  etched  in  the  mind  of  the  individual— the 
Golden  Gate,  Nob  Hill,  Fisherman’s  Wharf,  the 
Top  of  the  Mark.  With  the  mention  of  the  cable 
car  all  were  in  agreement— Texan  and  New  Eng- 
lander, the  doctor  from  the  wheat  fields  of  Kansas 
and  his  counterpart  from  the  bayous  of  Louisana— 
this  is  San  Francisco! 

The  pathway  of  the  cable  car  has  never  been 
smooth  but  of  late  it  has  been  threatened  wfith  com- 
plete extinction.  With  this  possibility  champions 
have  arisen  to  prevent  the  disaster  but  the  fight  is 
not  ended  nor  the  outcome  certain.  As  w^e  gleefully 
helped  push  the  little  car  around  at  the  end  of  its 
route  we  fancied  we  heard  it  sigh 

“iVIorituri  te  salutamus.” 

If  you  were  wise  enough  to  board  one  of  the  cable 
cars  in  a certain  week  in  June  you  found  yourself 
clanging  up  the  vertical  hill  wdiich  is  Powell  Street, 
then  poised  on  a level  like  a bird  in  flight,  resuming 
the  climb  to  the  top,  and  then  you  were  on  Nob 
Hill.  Here  stood  the  Fairmont  Hotel,  its  lobby  hum- 
ming with  the  voices  of  smartly  attired  women, 
members  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  meeting  for  their  thirty-first 
annual  convention.  At  the  headquarters  for  the  ses- 
sions were  assembled  over  6,000  members,  including 
the  officers,  committee  members  and  delegates  from 
every  part  of  the  United  States  and  from  the 
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Ha^^’aiian  Island,  guests  of  the  convention  and  doc- 
tors, members  of  the  AMA  who  were  to  address  the 
convention  sessions. 

Wh  at  does  the  Auxiliary  accomplish?  Hearken,  ye 
doctors  who  persist  in  maintaining  a roadblock  in 
the  v ay  of  your  wives  becoming  members!  Across 
the  broad  land  Auxiliary  members  have  constantly 
affiliated  themselves  with  community  welfare,  legis- 
lation, child  health,  nurse  recruitment,  health  educa- 
tion projects,  including  placing  Today's  Health,  the 
official  publication  of  the  AMA,  in  schools,  libraries, 
physicians’  offices,  beauty  parlors,  and  in  YMCA 
reading  rooms.  From  their  income  they  have  given 
|8,ooo  to  the  American  Medical  Education  Founda- 
tion and  have  as  individual  State  Auxiliaries  estab- 
lished substantial  scholarship  funds  for  future  nurses 
and  doctors.  From  the  panels  and  mutual  exchange 
of  ideas  the  members  and  delegates  have  absorbed 
new'  points  of  community  service  and  have  returned 
home  richer  for  the  wdder  horizons  of  possibilities 
opening  to  them. 

So  the  little  car  climbs  and  clatters,  up  hill  and 
down,  w'ith  its  load  of  merry  passengers.  A4ay  its  life 
expectancy  be  increased  as  we  look  forward  to  re- 
newed friendships  and  greater  strides  in  the  better- 
ment of  human  welfare  wdien  San  Francisco  again 
beckons  us  in  1958. 

The  Importance  of  Changes  in  Virulence  in 
Infectious  Agents 

“What  makes  this  change.” 

Shakespeare,  Cariolamis 

In  every  case  of  infectious  disease  there  are  tw^o 
main  factors  governing  the  end  result:  the  infective 
agent  and  the  infected  patient.  It  is  not  our  purpose 
to  discuss  at  length  the  many  factors  wdrich  may 
reduce  the  resistance  of  individuals  to  infection: 
inheritance  “of  the  soil,”  as  the  French  call  it,  pre- 
existing acute  or  chronic  disease,  malnutrition  wdrich 
may  be  widespread  in  certain  localities  in  war  or 
famine,  chronic  poisoning  of  various  types,  physical 
factors  such  as  dust,  and  mental  disturbances.  All 
may  play  a role  alone  or  in  various  combinations. 

As  a medical  student  in  the  late  eighties  and  early 
nineties  of  the  nineteenth  century  the  author  recalls 
seeing  isolated  patients  w^ith  poliomyelitis;  aKvays 
children,  aKvays  w ith  paralysis.  No  doubt  lack  of 
knowledge  of  the  symptomatology  was  partly 
rseponsible  for  this  experience,  for  nonparalytic 


cases  must  have  occurred.  But  epidemics  of  polio- 
myelitis, first  described  by  Medin  in  Sweden  in 
1887,  and  now^adays  occurring  every  year,  w'ere  then 
a rarity  in  this  country.  It  was  not  until  many  years 
later  that  the  contemporary  type  of  epidemic  polio 
with  its  not  infrequent  fatalities,  its  involvement  of 
the  respiratory  center,  its  occurence  in  adults,  ap- 
peared in  this  country.  If  the  disease  had  been  entire- 
ly new"  here  w'e  might  have  expected  a picture  of 
this  sort  from  lack  of  racial  immunity  similar  to  that 
causing  the  catastrophic  effect  of  measles  when  first 
introduced  into  remote  Pacific  islands.  But  polio- 
myelitis had  doubtless  long  been  known  to  American 
physicians.  We  must  therefore  assume  that  some- 
thing had  resulted  in  stepping  up  of  the  virulence 
of  the  disease. 

Our  knowledge  of  the  factors  concerned  in  in- 
creasing the  virulence  of  infective  agents  is  still 
vague.  Many  years  ago  Robert  Koch  submitted 
evidence  that  in  cholera  asiatica  a stepping  up  of  the 
virulence  of  the  spirillum  may  be  necessary  to 
produce  an  epidemic.  In  epidemics  of  plague  the 
virulence  of  the  plague  bacillus  seems  to  increase 
during  the  course  of  an  outbreak  and  to  recede 
toward  its  end.  In  poliomyelitis  the  fact  that  the 
disease  may  be  produced  by  several  allied  strains  of 
the  virus,  some  of  which  are  more  virulent  than 
others,  suggests  that  local  conditions  may  possibly 
lead  to  the  development  of  new  strains.  The  exact 
mechanism  causing  increase  in  virulence  is  not,  how- 
ever, clear  and  several  factors  may  be  involved. 

These  remarks  were  inspired  by  a report  of  J.  iM. 
Humphries*  on  a small  outbreak  of  chickenpox  in 
eight  children  betw^een  the  ages  of  one  and  five.  In 
three  of  them  unusual  neurological  phenomena 
occurred:  absence  of  corneal  and  abdominal  reflexes, 
loss  of  sphincter  control,  w^eakness  of  the  legs,  con- 
vulsions, and  difficult  respiration.  The  patient  w ith 
convulsions,  evidently  suffering  from  encephalitis, 
died.  One  patient  had  perianal  herpes,  and  there  are 
many  articles  in  the  older  literature  discussing  the 
relationship  between  chickenpox  and  herpes  zoster. 
Dr.  Humphries  suggests  the  possibility  of  stepped-up 
virulence  in  the  virus  of  chickenpox  in  the  past  year 
or  tw  o.  This  wdiole  question  of  changes  in  virulence 
is  an  important  one  and  worthy  of  continued  investi- 
gation. 

G.  B. 


*Jour.  Med.  xAssn.  Alabama,  23:198,  1954 
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Problems  of  the  Aged 

At  the  recent  governors’  conference  at  Lake 
George,  N.  V.  Governor  John  Lodge  explained  Con- 
necticut’s plan  for  caring  for  the  chronically  ill  and 
aged.  He  told  his  gubernatorial  colleagues  that  an 
aggressive  program  followed  over  the  past  three 
years  has  increased  the  bed  capacity  for  such  persons 
from  75  to  a newly  authorized  total  of  1,100.  This 
number  will  be  reached  when  the  new  Woodruff 
Center  in  New  Haven  is  completed. 

Connecticut  stands  well  out  in  the  lead  in  its  for- 
ward-looking plans  for  care  of  its  aged  and  chronic- 
ally ill.  This  was  brought  out  recently  in  the  Con- 
ference on  the  Problems  of  the  Aging  conducted  by 
the  Connecticut  Health  League  at  the  State  Veterans 
Home  and  Hospital,  Rocky  Hill.  Elsewhere  in  this 
issue  will  be  found  a summary  of  the  conclusions 
and  recommendations  submitted  by  committees  of 
the  Connecticut  Health  League  at  the  conference.  In 
succeeding  nionths  will  appear  messages  from  indi- 
viduals who  deal  with  specific  problems  in  this  field 
of  gerontology. 

As  physicians  we  should  be  proud  of  the  part  our 
State  is  playing  in  meeting  this  new  challenge,  viz., 
the  care  of  the  aged  and  chronically  ill.  The  record 
shows  that  few  states  have  risen  to  the  occasion  and 
shown  the  vision  in  planning  for  the  future  that 
Governor  Lodge  and  the  Commission  for  the  Chron- 
ically 111,  Aged  and  Infirm  have  manifested. 

George  W.  Kosmak,  M.D. 

By  one  of  those  queer  turns  of  fate  the  commemo- 
rative issue  of  the  Americmi  Joimml  of  Obstetrics 
and  Gynecology  published  in  honor  of  its  former 
editor  for  thirty-three  years  arrived  almost  simul- 
taneously with  the  notice  of  his  death.  The  passing 
of  George  W.  Kosmak  deserves  a word  from  a 
friend  and  fellow  state  journal  editor  for  Dr.  Kosmak 
also  carried  on  the  duties  of  editor  of  the  New  York 
State  Journal  of  Medicine  in  recent  years. 

Dr.  Kosmak  was  not  only  an  editor  of  no  mean 
stature  but  a leader  in  his  chosen  field  of  obstetrics 
and  gynecology.  As  the  Feitschrift  points  out,  “or- 
ganizational developments  of  the  last  twenty-five 
years  have  been  of  surpassing  importance  in  deter- 
mining the  evolution  of  obstetrics  and  gynecology.’’ 
At  the  age  of  eighty  Dr.  Kosmak  kept  abreast  of  the 
times  and  was  conversant  with  all  these  develop- 
ments. Dr.  James  Young,  editor  of  The  Journal  of 


Obstetrics  and  Gynaecology  of  the  British  Empire^ 
in  his  “Thoughts  on  Editing  a Journal  of  Obstetrics 
and  Gynecology’’*  calls  attention  to  the  fact  that 
Dr.  Kosmak  is  known  to  the  obstetrical  and  gyneco- 
logical world  as  the  directing  genius  and  in  a large 
part  the  creator  of  one  of  the  most  influential  jour- 
nals in  this  specialty  at  the  present  time. 

His  many  friends  mourn  his  passing. 

*Amer.  Jour.  Ob.  & Gyn.,  68:1,  July  1954 


Polio  Vaccine  Trial  Needs  Physicians’ 
Aid  As  It  Moves  Into  Evaluation  Phase 

More  than  6oo,coo  children  have  completed 
three  inoculations,  in  the  field  test  of  the  trial 
polio  vaccine  developed  by  Dr.  Jonas  E.  Salk 
of  the  University  of  Pittsburgh.  The  emphasis 
now  shifts  to  the  evaluation  study  under  the 
direction  of  Dr.  Thomas  Francis,  Jr.,  Univer- 
sity of  /Michigan  School  of  Public  Health.  The 
validity  of  the  evaluation  is  dependent  upon 
data  gathered  on  poliom.yelitis  cases  in  the  test 
groups,  including  those  children  in  the  first 
three  grades  who  did  not  get  vaccine. 

In  addition,  data  on  cases  among  family 
members  of  participating  children  are  an  integ- 
ral part  of  the  study.  Since  the  number  of 
poliomyelitis  cases  among  the  test  groups  may 
not  be  large,  it  is  essential  that  all  cases  are 
completely  reported.  Early  diagnosis,  prompt 
reporting  and  follow-up,  and  the  securing  of 
necessary  epidemiological  information  and  lab- 
oratory specimens  are  important  factors  in  the 
evaluation. 

An  outline  of  procedures  and  copies  of 
necessary  forms  have  been  sent  to  local  and 
state  health  authorities.  It  is  important  that 
physicians  in  areas  where  vaccinations  were 
not  given,  cooperate  in  the  study  by  notifying 
local  or  state  health  officers  of  cases  occurring 
among  children  who  participated  in  the  trials 
and  then  migrated  to  another  area  and  children 
who  go  to  summer  camps.  Local  health  officials 
also  need  information  on  participating  children 
who  receive  injections  of  Gamma  Globulin. 

This  phase  of  the  study  will  depend,  to  a 
large  degree,  on  the  wholehearted  cooperation 
of  practicing  physicians. 
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WHY  NOT  BE  FRANK? 

In  recent  years  there  has  been  much  discussion  of  the  threat  of  socialized  medicine. 
One  argument  usually  urged  against  this  is  that  it  would  destroy  the  doctor-patient 
relationship.  This  is  seldom  defined,  but  the  term  is  used  in  such  a way  as  clearly  to 
imply  that  it  is  a cherished,  important,  almost  sacred  part  of  medical  practise.  There  is 
the  further  implication  that  it  exists  wherever  people  have  free  choice  of  physicians, 
and  that  without  this  intangible  factor  the  medical  care  of  sick  people  would  deteri- 
orate into  something  too  horrible  to  contemplate. 

It  is  probable  that  in  this  country  the  relationship  between  doctors  and  patients  is 
characterized  by  warmth,  respect,  friendliness,  and  mutual  confidence  in  a fairly  high 
percentage  of  cases.  But  it  would  be  unrealistic  to  pretend  that  all  patients,  or  even  a 
very  large  majority,  cherish  toward  their  doctors  the  feelings  that  thoughtful  observers 
would  regard  as  ideal.  Unquestionably  in  many  instances  the  failure  to  establish  a 
happy  and  confident  relationship  is  due  in  large  part  to  the  patient,  who  may  be  unin- 
telligent, apprehensive,  hostile,  unable  or  unwilling  to  cooperate.  But  it  is  clear  that 
the  blame  cannot  be  placed  entirely  on  one  side.  Through  many  discussions  with 
intelligent  but  discontented  patients  I am  convinced  that  one  major  reason  for  the 
failure  is  to  be  found  in  the  fact  that  relatively  few  doctors  ever  explain  to  their  patients 
in  clear,  nonmedical  terms  the  nature  of  their  illness,  what  can  be  done  to  arrest  or 
cure  it,  and  the  general  plan  of  treatment.  How  often  one  hears  the  remark;  "My 
doctor  never  explains  anything  to  me;  he  just  says  I must  expect  to  feel  the  way  I do.” 
What  a saddening  comment  it  is  when  a patient  declares  that  he  has  consulted  many 
physicians  but  has  never  received  a clear  explanation  from  any. 

In  some  instances  doctors  appear  to  be  wholly  lacking  in  the  warmth,  insight,  and 
sympathy  that  would  lead  them  to  the  frank  discussions  desired  by  most  who  consult 
them.  In  others  they  show  a curious  inability  or  unwillingness  to  place  themselves  on 
the  patient’s  level,  so  their  brief  explanations  are  given  in  highly  technical  language 
which  merely  adds  confusion  to  ignorance.  But  in  many  cases  it  is  probably  to  be 
ascribed  to  haste,  to  the  pressures  that  lead  many  doctors  to  see  more  patients  than  they 
can  treat  adequately,  and  to  their  failure  to  realize  the  extraordinary  value  of  simple, 
lucid  explanations.  Aside  from  diagnostic  ability  and  essential  kindness  there  is  prob- 
ably no  quality  in  a physician  for  which  patients  are  so  grateful  as  the  ability  and  desire 
to  explain,  to  answer  their  anxious  questions  fully  and  truthfully,  to  be  as  frank  as 
knowledge  will  permit.  From  personal  experience  I know  what  unhappiness  can  result 
from  failure  to  explain ; I know  also  that  few  things  in  medical  practice  bring  such  deep 
satisfaction  to  doctor  and  patient  as  frankness.  Like  mercy,  "it  is  twice  blest;  it  blesseth 
him  that  gives  and  him  that  takes.” 

Some  doctors  persuade  patients  to  enter  a hospital  for  a week,  fully  intending  to 
continue  the  hospitalization  for  a month  or  longer.  One  hears  frequently  of  surgeons 
who  have  assured  patients  before  operation  that  they  must  expect  discomfort  for  one 
or  two  weeks  afterwards,  knowing  full  well  that  the  discomfort  will  probably  continue 
for  several  or  many  months.  This  policy  of  deliberate  deception  is  often  based  on  a 
desire  to  avoid  alarming  the  patient.  It  may  be  justifiable  occasionally  in  special  circum- 
stances, but  when  adopted  routinely  it  becomes  foolish  and  defeats  its  purpose.  Clearly 
it  must  lead  to  discouragement  when  the  patient  finds  that  he  is  not  doing  as  well  is 
was  expected,  or  to  distrust  of  the  physician  who  has  displayed  so  little  confidence 
and  consideration. 

People  consult  physicians  usually  because  they  are  sick  in  body  or  troubled  in  mind 
and  spirit.  For  the  most  part  they  come  in  good  faith,  confident  of  receiving  help.  To 
deny  them  the  comfort  of  a truthful  and  understandable  explanation  whenever  this  is 
possible  is  to  fail  in  one  of  the  simplest  and  most  important  duties  of  a privileged 
and  honored  profession. 

H.  M.  Marvin,  M.D. 
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Duties  of  the  Committees 

Standing  Committees 

COMMITTEE  ON  ARRANGEMENTS 

Article  X,  Section  3,  Par.  i of  the  By-Laws  of  the  Society 
provides: 

The  Committee  on  Arrangements  shall  be  appointed  by 
the  component  county  association  with  which  the  Annual 
Session  of  the  Society  is  to  be  held.  It  shall  provide  suitable 
accommodations  for  the  meeting  place  of  the  Society,  and 
of  the  Special  Sections,  and  of  the  House  of  Delegates,  and 
of  their  respective  committees.  Its  chairman  shall  report  an 
outline  of  the  arrangements  to  the  Executive  Secretary  for 
publication  in  the  program. 

The  report  of  the  Committee  to  Survey  the  Annual  Meet- 
ing adopted  by  the  House  of  Delegates  on  May  i, 
recomniended  that  the  chairman  and  one  other  member  of 
the  Committee  on  Arrangsments,  for  the  meeting  in  the  year 
immediately  preceding,  serve  with  the  Committee  on  Ar- 
rangements frotn  the  association  in  the  comity  where  the 
annual  meeting  is  to  be  held.  It  was  further  recommended 
by  the  Committee  to  Survey  the  Annual  Meeting,  and 
adopted,  that  the  Local  Committee  on  Arrangements  should 
be  responsible  for  the  arrangement  of  the  program  for  the 
annual  dinner  of  the  Society. 

COMMITTEE  ON  POSTGRADUATE  EDUCATION 

Article  X,  Section  3,  Par.  2 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  sliall  appoint  to  the  House  of 
Delegates  each  year  a Committee  on  Postgraduate  Education 
of  not  less  than  seven  members  and  name  its  chairman.  The 
purpose  of  the  Committee  shall  be  to  plan  and  make  available 
programs  of  postgraduate  education  for  members  of  the 
Society,  to  arrange  and  conduct  the  annual  Clinical  Congress 
of  the  Society,  and  to  cooperate  with  University  and  other 
agencies  within  the  state  for  the  extension  of  postgraduate 
education  of  physicians. 

EDITORIAL  BOARD  OF  THE  JOURNAL 

Article  X,  Section  3,  Par.  3 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  each  year  an  Editorial  Board  of  the  Journal, 
consisting  of  not  more  than  fifteen  members.  One  of  these 
shall  be  nominated  as  the  Managing  Editor  of  the  Journal 
and  he  shall  be  a member  of  the  Council  also.  One  other 


member  of  the  Board  shall  be  nominated  as  Literary  Editor 
of  the  Journal  and  he  shall  serve  as  Chairman  of  the 
Editorial  Board.  The  Literary  Editor,  with  the  active  par- 
ticipation and  advice  of  other  members  of  the  Board,  shall  be 
responsible  for  the  acceptance  or  rejection  of  manuscripts 
for  publication  and  for  their  literary  quality.  He  shall  not 
be  concerned  with  the  business  or  financial  aspects  of  the 
Journal,  which  shall  be  the  responsibility  of  the  Managing 
Editor.  The  remaining  members  of  the  Editorial  Board  shall 
be  selected  so  far  as  feasible,  to  represent  the  major  division 
of  medicine,  surgery,  pediatrics,  obstetrics  and  psychiatry 
and  consideration  shall  be  given  to  representation  from  the 
geographic  areas  of  the  state.  In  addition  to  the  Board  so 
nominated,  the  President  of  the  Society  shall  serve  as  an  ex 
officio  member  with  all  rights  and  privileges  of  other  mem- 
bers during  the  term  of  his  office.  The  Editorial  Board  shall 
edit  and  publish  the  Connecticut  State  Medical  Journal 
and  shall  determine  its  advertising  policy,  all  in  a manner  to 
promote  the  best  interests  of  medicine. 

committee  on  honorary  mExMbers  and  degrees 

Article  X,  Section  3,  Par.  4 of  the  By-Laws  of  the  Society 
provides: 

The  Committee  on  Honorary  Members  and  Degrees  shall 
consist  of  the  three  latest  Past  Presidents  of  the  Society. 
This  Committee  may  present  annually  to  the  House  of 
Delegates  the  names  of  not  more  than  three  eminent  physi- 
cians as  candidates  for  honorary  membership  in  the  Society. 
The  Committee  may  recommend  the  bestowal  of  an  honor- 
ary degree  in  medicine  upon  any  person  not  a physician, 
distinguished  in  the  sciences  of  medicine  or  for  contribution 
in  human  welfare. 

committee  on  hospitals 

Article  X,  Section  3,  Par.  5 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  annually  to  the 
House  of  Delegates,  a Committee  on  Hospitals  to  consist  of 
not  less  than  six  members,  and  shall  nominate  the  chairman 
thereof.  This  Committee  shall  pursue  the  continuing  study 
of  the  relation  of  the  medical  profession  to  the  operation  of 
public  and  voluntary  hospitals  within  this  state  and  shall, 
when  indicated,  confer  with  the  State  Department  of  Health 
and  representatives  of  the  Connecticut  Hospital  Association 
and  make  recommendations  to  the  Society. 

committee  on  industrial  health 

Article  X,  Section  3,  Par.  6 of  the  By-Laws  of  the  Society 
provides; 
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The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Industrial  Health  to 
consist  of  not  less  than  ten  members,  and  nominate  the  chair- 
man thereof.  The  function  of  this  Committee  shall  be  to 
inquire  into  health  in  industry  for  the  purpose  of  making 
the  information  on  the  subject  available  to  the  members 
of  the  Society  and  all  other  persons  interested  in  improving 
health  and  hygiene  of  persons  employed  in  industry. 

COMMITTEE  ON  MEDICAL  EDUCATION  AND  LICENSURE 

Article  X,  Section  3,  Par.  7 of  the  By-Laws  of  the  Society 
provides: 

At  each  annual  meeting  the  Nominating  Committee  shall 
nominate  to  the  House  of  Delegates  a member  of  the  Society 
to  be  proposed  to  the  Governor  of  the  State  of  Connecticut 
for  appointment  as  a member  of  the  Connecticut  Medical 
Examining  Board  for  a term  of  five  years  in  accordance  with 
Section  2748  of  the  General  Statutes  of  1930  as  amended. 
During  the  month  of  December  of  each  year  the  Executive 
Secretary  of  the  Society  shall  prepare  a statement  informing 
the  Governor  of  the  Society’s  choice  of  a member  to  be 
appointed  as  a member  of  the  Connecticut  Medical  Examin- 
ing Board,  and,  after  obtaining  the  signature  of  the  President 
of  the  Society  on  this  statement,  it  shall  be  delivered  to  the 
Governor.  In  the  event  of  a vacancy  on  the  Connecticut 
Medical  E.xamining  Board  and  when  it  is  not  practicable  to 
have  the  choice  of  another  member  of  the  Society  who  is  to 
be  recommended  to  the  Governor  for  appointment  made  by 
the  House  of  Delegates,  the  President  shall  propose  to  the 
Governor  a member  of  the  Society  for  appointment.  The 
Connecticut  Medical  Examining  Board  shall  constitute  the 
Society’s  Committee  on  Adedical  Education  and  Licensure 
and  the  President  of  that  Board  as  elected  by  its  members 
shall  be  the  Chairman  of  the  Society’s  Committee.  The 
function  of  the  Committee  on  Medical  Education  and 
Eicensure  shall  be  to  study  the  educational  and  legal  require- 
ments for  practitioners  of  medicine  in  the  State  of  Con- 
necticut, to  provide  information  for  the  members  of  the 
Society  on  these  and  related  subjects,  and,  as  ocesaion  arises, 
to  recommend  to  the  Society  amendments  to  the  statutes 
regulating  the  practice  of  medicine  within  this  state  and  the 
maintenance  of  a high  quality  of  medical  care  in  Connecticut. 

PROGR.AM  COMMITTEE 

Article  X,  Section  3,  Par.  8 of  the  By-Laws  of  the  Society 
provides: 

The  Program  Committee  shall  consist  of  three  members, 
one  member  of  which  shall  be  nominated  annually  by  the 
Nominating  Committee  for  election  by  the  House  of  Dele- 
gates for  a term  of  three  years.  The  chairman  of  the  Com- 
mittee shall  be  the  member  who  is  serving  the  final  year  of 
his  term  of  office.  The  duties  of  this  Committee  shall  he  to 
arrange  a scientific  program  for  the  meetings  of  the  Society 
and  it  shall  prepare  such  program  for  the  annual  meeting 
and  submit  it  to  the  Executive  Secretary  of  the  Society  for 
publication  not  less  than  two  months  preceding  the  date  of 
the  meeting. 

COMMITTEE  OF  PUBLIC  HEALTH 

Article  X,  Section  3,  Par.  9 of  the  By-Laws  of  the  Society 
provides: 


The  Nominating  Committee  shall  nominate  to  the  House 
of  Ii)elegates  annually  one  member  from  each  component 
county  association  and  such  additional  members  as  it  may 
determine,  not  to  exceed  fifteen  to  be  the  Committee  on 
Public  Health  and  nominate  the  Chairman  thereof.  The 
Committee  on  Public  Health  shall  be  the  representative  of 
the  Society  in  all  matters  pertaining  to  public  health,  sanita- 
tion, the  prevention  of  contagious  diseases,  maternal  and 
infant  welfare.  It  shall  confer  from  time  to  time  with  the 
Connecticut  State  Health  Department  and  other  legal  public 
health  authorities  in  a manner  mutually  agreeable,  and  it  shall 
inform  the  Society  concerning  matters  of  public  health  and, 
as  occasion  arises,  recommend  for  the  Society’s  consideration, 
desirable  legal  enactments  to  promote  public  health  within 
the  State. 

COMMITTEE  ON  STATE  LEGISLATION 

Article  X,  Section  3,  Par.  10  of  the  By-Laws  of  the  Society 
provides: 

Before  the  15th  of  January  of  each  year,  the  secretary 
of  each  county  association,  acting  on  behalf  of  the  associa- 
tion, shall  forward  to  the  Executive  Secretary  of  the  Society, 
the  name  of  a member  of  the  county  association  who  is 
recommended  to  the  Nominating  Committee  for  nomination 
as  a member  of  the  Committee  on  State  Legislation.  In  addi- 
tion to  these  eight  members,  the  Committee  shall  include 
the  Delegates  to  the  American  Medical  Association  and  the 
Executive  Secretary  who  shall  serve  as  the  executive  officer 
of  the  Committee.  The  Chairman  of  the  Committee  shall  be 
designated  by  the  Nominating  Committee.  The  function  of 
this  Committee  shall  be  to  review  and  advise  the  members  of 
the  Society  concerning  proposed  state  legislation  pertaining 
to  the  public  health,  welfare  and  the  practice  of  medicine. 
The  Committee  shall,  as  occasion  arises,  draft  and  have 
introduced  into  the  General  Assembly  of  this  State,  appro- 
priate legislation  for  improving  medical  care  and  the  public 
health  within  the  state,  advise  the  Society’s  legislative  agent 
concerning  the  opinion  of  the  Society  on  pending  legislation, 
and  supervise  and  direct  the  Society’s  program  in  the  state 
legislative  field. 

COMMllTEE  ON  PUBLIC  RELATIONS 

Article  X,  Section  3,  Par.  ii  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Public  Relations  to 
consist  of  eight  members,  and  nominate  the  Chairman  there- 
of. The  function  of  this  Committee  shall  be  to  inquire  into 
and  pass  upon  such  phases  of  public  information  as  deal  with 
the  care  of  the  sick  and  the  practice  of  medicine,  and  shall 
endeavor  to  keep  the  people  of  Connecticut  accurately  and 
reliably  informed  concerning  matters  of  public  interest  in 
the  field  of  medicine.  I'he  Committee  shall  use  its  efforts  to 
encourage  cordial  relations  and  understanding  with  the 
public  press  and  radio,  and  cooperate  with  other  committees 
of  the  Societv  in  a program  of  public  relations. 

CANCER  COORDINATING  COMMITIEE 

Article  X,  Section  3,  Par.  12  of  the  By-Laws  of  the  Society 
protides: 

The  Nominating  Committee  shall  nominate  to  the  1 louse 
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of  Delegates  annually  a Cancer  Coordinating  Committee. 
The  membership  of  this  Committee  shall  be  not  less  than 
seven  and  not  more  than  nine  members  and  shall  at  all  times 
include  the  President  of  the  Connecticut  Cancer  Society,  the 
Chairman  of  the  Connecticut  Association  of  Tumor  Clinics 
and  a representative  of  the  State  Department  of  Plealth.  The 
purpose  of  this  Committee  shall  be  to  coordinate  and  inte- 
grate the  elforts  of  the  various  agencies  concerned  with  the 
study,  prevention  and  treatment  of  cancer  in  Connecticut. 

COM.MITTEE  ON  PROFESSIONAL  RELATIONS 

Article  X,  Section  3,  Par.  13  of  the  By-Laws  of  the  Society 
provides: 

At  its  semi-annual  meeting  in  1950,  each  compoennt  county 
association  shall  elect  a past-president  of  the  Association  to 
serve  on  a State  Committee  on  Professional  Relations.  The 
members  so  elected  from  the  associations  in  the  counties  of 
Hartford,  New  London,  Windham  and  Middlesex  shall  serve 
until  the  annual  meeting  of  these  associations  in  1951,  at 
which  time  the  Hartford,  New  London,  Windham  and 
Middlesex  county  associations  shall  elect  a past-president  to 
serve  on  the  State  Committee  on  Professional  Relations  for 
a period  of  two  years,  and  such  election  shall  be  biannually 
thereafter.  The  members  so  elected  from  the  associations  in 
the  counties  of  New  Haven,  Fairfield,  Litchfield  and  Tolland 
shall  serve  until  the  annual  meeting  of  these  county  associa- 
tions in  1952,  at  which  time  the  New  Haven,  Fairfield, 
Litchfield  and  Tolland  county  associations  shall  elect  a past- 
president  to  serve  on  the  State  Committee  on  Professional 
Relations  for  a period  of  tw'o  years  and  such  election  shall 
be  held  bi-annually  thereafter. 

No  member  shall  be  elected  to  serve  two  consecutive 
terms  of  two  years  each,  but  this  restriction  shall  not  apply 
to  the  members  elected  originally  at  the  semi-annual  meet- 
ings of  1950.  No  member  of  the  Society  who  is  an  elected 
officer  or  a member  of  the  Council  of  the  State  Medical 
Society  shall  be  eligible  for  election  to  this  Committee. 

The  Committee  shall  elect  its  own  chairman  and  recorder 
and  all  sessions  of  the  Committee  shall  be  executive  sessions 
and  not  attended  by  others  except  by  invitation  of  the 
Committee. 

This  Committee  shall  have  no  jurisdiction  in  legal  actions 
relating  to  professional  malpractice  or  negligence.  The  pur- 
poses of  the  Committee  shall  be  ( i ) to  hear  complaints  and 
charges  aganist  members  of  the  Society  referred  to  it  by 
county  medical  associations  and  (2)  to  hear  appeals  from 
decisions  on  charges  reached  by  county  medical  associations 
or  boards  of  censors  of  county  medical  associaitons. 

When  charges  against  members  of  the  Society  are  received 
by  the  Society  Secretary,  either  from  the  public  or  other 
physicians,  they  will  be  referred  at  once  to  the  Secretary 
of  the  county  association  of  which  the  physician  complained 
against  is  a member  and  original  jurisdiction  in  the  complaint 
shall  lie  with  the  county  association.  If  in  the  judgment  of 
the  appropriate  Committee  in  the  county  association,  the 
complaint  should  be  heard  by  the  State  Committee  on  Pro- 
fessional Relations,  it  shall  refer  the  complaint  to  that  Com- 
mittee. The  member  of  the  Committee  representing  the 
county  association  to  which  a physician  against  whom 
charges  have  been  brought  belongs  shall  not  vote  on  the 
final  conclusion  reached  by  the  Committee. 


After  a hearing  during  which  the  complainant  and  the 
physician  against  whom  written  charges  have  been  brought 
shall  be  given  an  opportunity  to  appear,  the  Committee  by 
ballot  shall  exonerate  or  impose  such  disciplinary  action  as  it 
may  deem  appropriate  and  these  disciplinary  actions  may 
include  reprimand,  suspension  or  termination  of  member- 
ship in  the  Society.  The  Committee,  upon  arriving  at  a 
decision,  shall  notify  the  physician  against  whom  charges 
have  been  brought  of  its  findings  and  disciplinary  action  to 
be  taken,  and  at  the  same  time,  file  a resume  of  its  findings 
and  action  with  the  secretary  of  the  County  Association  to 
which  the  physician  belongs  and  with  tlie  Council  of  the 
State  Medical  Society.  A member  disciplined  by  the  action 
of  the  Committee  shall  have  the  right  of  appeal  to  the 
Council  before  the  expiration  of  fifteen  days  from  the 
receipt  of  the  Committee’s  findings.  In  the  absence  of  such 
appeal,  the  action  of  the  Committee  is  final. 

COMMITTEE  ON  MENTAL  HEALTH 

xArticle  X,  Section  3,  Par.  14  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Mental  Health  to 
consist  of  not  more  than  eight  members  and  nominate  the 
chairman  thereof.  The  Committee  shall  be  continuously  in- 
formed concerning  the  provisions  for  the  care  of  the  mental- 
ly ill  in  the  state  and  those  addicted  to  the  use  of  habit 
forming  drugs  and  alcohol  with  the  purpose  of  making  in- 
formation on  these  subjects  available  to  the  members  of  the 
Society  and,  if  indicated,  to  recommend  and  support  legis- 
lation for  the  improvement  of  the  care  of  persons  in  this 
state  so  afflicted. 

COMMITTEE  ON  THIRD  PARTY  PAYMENTS 

Article  X,  Section  3,  Par.  15  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Third  Party  Pay- 
ments to  consist  of  five  members  and  nominate  the  chairman 
thereof.  The  function  of  this  Committee  shall  be  to  study 
existing  and  projected  systems  providing  payment  for 
physicians’  services  by  any  public,  private,  or  cooperative 
agency,  and  to  advise  the  Society  concerning  them.  In  its 
operations,  the  Committee  shall  confer  with  representatives 
of  such  agencies  and  other  committees  of  the  Society  having 
interest  and  responsibility  in  specific  phases  of  medical  care 
that  involve  payment  of  physicians  by  third  party  agencies. 

Committees  Appointed  by  the  Council 
(not  requiring  election  by  the  House  of  Delegates) 

COMMITTEE  ON  COOPERATION  WITH  THE  YALE  SCHOOL  OF 
MEDICINE 

The  purpose  of  this  committee  is  to  continue  and  strength- 
en the  historic  close  relationship  between  the  Connecticut 
State  Adedical  Society  and  the  Yale  University  School  of 
Adedicine  and  to  further  the  effectiveness  of  undergraduate 
and  graduate  programs  of  medical  education. 

ADVISORY  COMIVIITTEE  TO  THE  WOMAN’s  AUXILIARY 

The  purpose  of  this  committee  is  to  serve  in  an  advisory 
capacity  to  the  Woman’s  Auxiliary  of  the  State  Medical 


secretary’s  office 


Society  in  matters  of  general  policy,  insofar  as  they  relate 
to  the  program  of  the  State  Medical  Society  and  upon  re- 
quest, to  confer  with  the  Auxiliary  in  the  development  of 
this  program. 

CONFERENCE  COMMITTEE  WITH  CONNECTICUT 
PHARMACEUTICAL  ASSOCIATION 

The  purpose  of  this  committee  is  to  provide  a continuing 
conference  group  between  the  Connecticut  State  Medical 
Society  and  the  Connecticut  Pharmaceutical  Association  for 
the  study  and  integration  of  the  purposes  and  objectives  of 
the  common  problems  of  the  professions  of  medicine  and 
pharmacy  in  Connecticut. 

COMMITTEE  ON  NATIONAL  LEGISLATION 

The  purpose  of  this  committee  is  to  be  informed  con- 
stantly concerning  proposed  national  legislation  relating  to 
medical  care  and  welfare.  The  committee  shall  advise  the 
Council  on  details  of  proposed  legislation  in  the  fields  of 
health  and  welfare  and  express  its  opinion,  with  appropriate 
approval,  to  Connecticut  Representatives  and  Senators  in  the 
Congress  of  the  United  States.  The  Committee  shall  endeavor 
to  keep  members  of  the  State  iMedical  Society  informed  on 
trends  and  developments  in  national  legislation  that  may  be 
expected  to  affect  medical  service. 

COMMITTEE  ON  STATEWIDE  BI.OOD  BANK 

The  purpose  of  this  committee  is  to  promote  the  develop- 
ment of  a statewide  blood  bank  operating  in  the  interests 
of  the  people  and  the  medical  profession.  The  committee  is 
authorized,  in  the  name  of  the  Society,  to  cooperate  with 
responsible  agencies  such  as  the  American  Red  Cross,  the 
State  Department  of  Health,  in  prescribing  professional 
policies  of  the  operation  of  a blood  bank. 

COMMITTEE  ON  MEDICAL  CARE  OF  VETERANS 

The  purpose  of  this  committee  is  to  cooperate  with  the 
Medical  Section  of  the  U.  S.  Veterans  Administration  and  to 
represent  the  medical  profession  in  Connecticut  in  all  negoti- 
ations concerning  the  medical  care  of  veterans,  the  payment 
for  such  care,  and  matters  of  general  medical  policy. 

COMMITTEE  ON  RURAL  MEDICAL  SERVICE 

The  purpose  of  this  committee  is  to  develop  a program 
of  medical  service  for  the  rural  population  of  Connecticut 
in  cooperation  with  the  Council  on  Rural  Medical  Service 
of  the  AMA. 

ADVISORY  COMMITTEE  TO  THE  STATE  BOARD  OF  EXAMINERS 
FOR  NURSING 

The  purpose  of  this  committee  is,  upon  request,  to  co- 
operate and  advise  with  the  State  Board  of  Examiners  for 
Nursing  in  matters  of  general  policy. 

COMMITTEE  ON  THE  CHRONICALLY  ILL 

The  purpose  of  this  committee  is  to  be  acquainted  with  the 
problems  of  the  chronically  ill  in  the  State  and  to  represent 
the  Society  in  conferences  of  all  agencies  concerned  with 
the  care  of  the  chronically  ill. 

COMMITTEE  TO  STUDY  MATERNAL  MORTALITY  AND  MORBIDITY 

The  purpose  of  this  committee  is  to  study  maternal  mor- 
tality and  morbidity  in  Connecticut  with  the  purpose  of 
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making  their  best  contribution  toward  lowering  the  mortality 
and  morbidity  rate  from  these  causes. 

ADVISORY  COMMITTEE  TO  THE  PUBLIC  WELFARE  DEPARTMENT 

This  committee  was  appointed,  at  the  request  of  the  Com- 
missioner of  Public  Welfare  of  the  State  of  Connecticut,  to 
advise  with  him  and  the  Medical  Director  of  the  Public 
Welfare  Commission  in  all  matters  concerning  medical  care 
and  hospitalization  and  to  endeavor  to  maintain  cooperation 
between  the  Commission  of  Welfare  and  the  medical  pro- 
fession of  the  State. 

CONFERENCE  COMMITTEE  FOR  THE  IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

This  is  a joint  committee,  consisting  of  representatives 
from  the  State  Medical  Society,  the  State  Nurses’  Associa- 
tion, and  the  State  Hospital  Association.  Its  purpose  is  to 
study  problems  of  mutual  interest  to  the  medical,  nursing 
and  hospital  administrative  professions  with  a view  to  finding 
solutions  to  problems  involving  improvement  of  the  care  of 
hospital  patients. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE 

The  purpose  of  this  committee  is  to  integrate  the  planning 
and  purposes  of  the  medical  profession  with  the  Connecticut 
State  Defense  Council  and  to  cooperate  with  the  Council 
on  Emergency  Medical  Service  of  the  American  Medical 
Association. 

CONFERENCE  COMMITTEE  WITH  THE  CONNECTICUT  STATE 
DENTAL  ASSOCIATION 

This  committee  is  appointed  to  be  the  conference  group 
with  the  State  Dental  Association  and  to  discuss  with  that 
group  problems  of  mutual  interest  to  the  two  professions 
and  bring  the  professions  into  closer  relationship  in  all  fields. 

COMMITTEE  ON  STUDENT  MEMBERS 

This  committee  was  appointed  to  advise  the  Council  on 
policies  relating  to  student  members  of  the  Society  and  to 
carry  out  programs  for  the  encouragement  and  guidance  of 
Connecticut  residents  engaged  in  the  study  of  medicine. 

COMMITTEE  ON  BUILDING  MANAGEMENT 

The  purpose  of  this  committee  is  to  supervise  the  operation 
of  the  Society’s  headquarters  building,  including  all  details 
of  its  financing. 

BOARD  OF  DIRECTORS,  CONNECTICUT  MEDICAL  SERVICE 

The  By-Laws  of  Connecticut  Medical  Service  provide  that 
six  members  of  the  Board  of  Directors  of  that  Corporation 
shall  be  appointed  by  the  Council  of  the  Connecticut  State 
Adedical  Society.  Although  this  group  is  actually  not  a com- 
mittee of  the  Society,  the  six  members  so  appointed  have  an 
important  purpose.  That  purpose  is  to  integrate  the  ideals 
and  objectives  of  the  medical  profession  witli  the  operation 
of  Connecticut  Adedical  Service  and  to  keep  the  medical 
profession  of  Connecticut  informed  concerning  ilcvclop- 
ments  in  the  field  of  prepaid  medical  service. 

COMMITTEE  TO  STUDY  NEONATAL  MORTALITY 

The  purpose  of  this  committee  is  to  inquire  into  flic  causes 
of  neonatal  mortality  in  Connecticut  with  the  object  of 
making  suggestions  for  the  remox  al  of  tlic  causes  of  neonatal 
mortality. 
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CONFERENCE  COMMITTEE  WITH  AMERICAN  LEGION 
DEPARTMENT  OF  CONNECTICUT 

The  purpose  of  this  committee  is  to  confer  with  a similar 
committee  from  the  American  Legion  Department  of  Con- 
necticut on  matters  of  mutual  and  public  interest. 
CONFERENCE  COMMITTEE  WITH  THE  CONNECTICUT  BAR 
ASSOCIATION 

The  purpose  of  this  committee  is  to  confer  from  time  to 
time  with  representatives  of  the  Connecticut  Bar  Association 
on  matters  of  mutual  interest  to  the  medical  and  legal 
professions. 


Meetings  Held  During  July 
July  1 3-14— Connecticut  Medical  Examining  Board 
(written  examinations) 

July  13— Medical  Advisory  Committee  to  the  State 
Welfare  Department 

July  15— Special  Committee  to  Study  Third  Party 
Payments  for  Medical  and  Ancillary  Non- 
Surgical  Services 

July  19— Executive  Committee,  Board  of  Directors, 
QMS 

July  20— Conference  on  Anesthesia  Service  in  Hos- 
pitals 

July  27— Connecticut  Medical  Examining  Board, 
Executive  iMeeting 

IMPORTANT  NOTICE 

The  Placement  Service  for  Physicians  oper- 
ated by  the  secretary’s  office  has  a large  number 
of  inquiries  from  young  physicians,  most  of 
them  completing  military  service,  who  wish  to 
settle  in  Connecticut.  They  represent  many 
special  fields  of  medicine,  particularly  internal 
medicine  and  surgery.  Some  are  seeking  full- 
time employment.  Anyone  wishing  an  assistant 
or  knowing  of  communities  needing  additional 
medical  personnel  or  job  openings  are  invited 
to  communicate  with  the  executive  secretary. 


Eelix  Blanc  Receives  Honorary  Degree 
Ever  since  the  days  when  Charter  Oak  Park  in 
Hartford  and  Sage  Park  in  Windsor  were  the  scenes 
of  those  old  time  horse  races  Eelix  Blanc  has  been 
a friend  of  Connecticut  medicine'.  Eelix  could  always 
be  found  at  one  or  the  other  of  these  tracks  when 
his  father-in-law  was  driving  a thoroughbred  on  that 
day.  The  Brissies,  father  and  son,  were  well  known 
in  our  State,  and  now  that  harness  racing  in  Con- 
necticut affords  only  a nostalgic  memory  we  find 
our  genial  State  Director  of  Pharmacy  receiving  an 
Honorary  Degree  of  Doctor  of  Pharmacy  at  the 


fifty-third  commencement  exercises  of  the  Rhode 
Island  College  of  Pharmacy  and  Allied  Sciences. 

Charles  Gilson,  ph.g.,  phar.d.,  vice-president  of  the 
Rhode  Island  institution,  presented  Eelix  Blanc  to 
President  Cladin  with  a recommendation  for  the 
honorary  degree.  Dr.  Claflin  dwelt  upon  the  record 
compiled  by  Director  Blanc  during  the  years  in 
which  he  has  been  associated  with  Pharmacy  in 
Connecticut.  “It  was  a great  privilege,”  he  said,  “to 
have  the  opportunity  to  make  this  presentation, 
through  the  powers  vested  in  me  as  chairman  of  the 
Board  of  Trustees.” 


The  Birth  of  a Baby 

The  number  of  medical  journals  is  constantly 
increasing,  for  better  or  worse.  There  are  those  in 
the  United  States  who  would  eliminate  all  medical 
journals  of  a certain  class,  there  are  others  who 
advocate  but  one  journal  to  a specialty,  and  there  is 
another  group  who  throw  up  their  hands  in  despair 
because  they  seem  to  be  too  busy  to  read.  In  the 
midst  of  this  situation— for  which  we  offer  no  solu- 
tion except  more  careful  screening  of  medical  articles 
for  publication— comes  the  announcement  that 
beginning  January  i,  1955  we  are  to  have  added  to 
the  family  the  Journal  of  Chronic  Diseases. 

This  Journal  is  being  established  with  Joseph 
Earle  Moore,  m.d.  of  Baltimore  as  editor  as  the 
result  of  about  600  favorable  replies  to  a question- 
naire sent  to  about  1,500  physicians  who  (eliminating 
duplicates)  were  drawn  from  the  memberships  of 
professional  societies  devoted  to  internal  medicine 
and  a selected  list  of  public  health  officers  with  a 
special  interest  in  chronic  illness.  Represented  were 
practically  all  of  the  professors  of  medicine  of 
leading  American  medical  schools,  younger  internists 
with  university  appointments,  and  public  health 
officers  with  special  interests  or  responsibilities  in 
the  field.  The  remarkable  fact  about  this  question- 
naire is  that  it  produced  a return  of  60  per  cent. 

Dr.  Moore  is  well  known  as  associate  professor  of 
medicine  and  adjunct  professor  of  public  health  ad- 
ministration at  John  Hopkins  University.  The  pub- 
lishers will  be  C.  V.  Mosby  Company,  St.  Louis.  A 
strong  editorial  board  is  in  the  process  of  formation. 

The  scope  of  the  new  Journal  is  the  publication 
of  significant  articles  dealing  with  these  various 
phases  of  chronic  illness,  including  review  articles 
on  selected  topics,  and  editorials  intended  for  an 
audience  of  general  practitioners,  internists,  and 
physicians  and  other  persons  of  medical  and  allied 
disciplines  who  must  deal  personally,  or  in  the  mass, 
with  problems  in  this  field.  The  Journal  will  avoid 
the  publication  of  highly  technical  communications. 


DOCTOR  AS  P O E T — P O D O L S K Y 
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THE  DOCTOR  AS  POET 

Edward  Podolsky,  m.d.,  Brooklyn,  N.  Y. 


The  Author.  Assistant  Visiting  Psychiatrist,  Kings 
County  Hospital,  Brooklyn,  N.  T. 


"Crom  time  immemorial  there  has  been  an  intimate 
relationship  between  medicine  and  poetry- 
Apollo,  the  god  of  poetry,  was  the  father  of  Aescu- 
lapius, the  divinity  of  the  healing  art,  and  in  Greek 
times  those  practicing  medicine  Y^ere  dignified  as 
“the  children  of  Apollo.”  The  figure  of  Apollo,  the 
supreme  god  of  medicine,  together  with  the  Muses 
and  the  serene  goddess  Pallas  Athene,  the  immortal 
exemplar  of  reason  and  discipline,  are  the  most 
ancient  personification  of  all  the  great  intellectual 
virtues. 

Both  medicine  and  poetry  can  be  traced  back  to 
the  childhood  of  the  race.  For  while  “poetry,  like 
Beatrice,  was  born  under  a dancing  star,”  medicine 
came  into  being  with  the  first  urgings  to  self  pres- 
ervation. Both  have  been  man’s  spiritual  companions 
down  through  the  ages. 

Probably  the  earliest  physician-poet  was  Floridus, 
who  lived  in  France  in  the  9th  century  and  yEo 
wrote  a lengthy  collection  of  hexameters  about  the 
medicinal  virtues  of  plants.  The  most  famous  poem 
of  this  type  is  the  Regimen  Sanitas  written  at  the 
medical  school  of  Salerno  about  iioi,  its  author 
being  one,  John  of  Milan.  This  work  was  addressed 
to  the  lay  public,  and  was  one  of  the  earlier  printed 
books  in  1480;  it  passed  through  many  editions. 

The  YU'iting  of  verse  by  physicians,  mostly  epi- 
grams and  didactic  epics,  Y'as  common  during  Greek 
and  Roman  times.  Nikandros  of  Kolophon  (circa 
133  B.  C. ),  who  was  the  son  of  a priest  of  Apollo 
and  a physician,  wrote  two  Ymrks  of  considerable 
length  dealing  with  medical  themes.  Another  doctor 
named  iVIacer  in  the  third  century  A.  D.  wrote  a 
book  on  drvigs  entirely  in  verse. 

The  Golden  Age  of  English  poetry  Ydiich  began 
with  Edmund  Spenser’s  Shepherd's  Calendar  in  1 579, 
and  gave  to  the  world  the  gloriously  varied  plenty 


of  Elizabethan  poetry  finds  two  physicians  in  the 
list  of  famous  names,  each  of  whom  has  given  us 
some  of  the  loveliest  lyrics  in  the  language.  These 
two  men  are  Thomas  Lodge  and  Thomas  Campion. 
Thomas  Lodge  (1558-1625),  the  son  old  Sir 
Thomas  Lodge,  Lord  Mayor  of  London,  first  tried 
his  hand  at  law,  then  for  a time  Y^as  soldier,  literary 
man,  and  later  freebooter  in  the  Spanish  Main  and 
Brazil.  He  finally  turned  to  medicine  and  Y^as  gradu- 
ated from  Avignon  and  Oxford.  He  began  practice 
in  Warwick  Lane,  London,  was  successful  as  a 
physician  and  continued  to  write.  Lodge  in  his 
practice  of  medicine  was  somewhat  of  an  authority 
on  the  plague,  from  Ydiich  he  died  in  1625.  It  is 
Lodge’s  most  famous  poem,  Roselynde,  Eiiphues, 
Goldren  Legacie,  YTich  provided  Shakespeare  with 
his  material  for  As  Y on  hike  It.  Lodge’s  chief  volume 
of  verse  was  Phyllis  (1593),  which  contained  some 
forty  sonnets  and  lyrics  and  a long  narrative  poem. 
He  is  remembered  for  his  little  songs  and  madrigals, 
two  or  three  of  which,  such  as  Rosalind's  Madrigal, 
still  find  a place  in  every  anthology  of  English  verse. 

Thomas  Campion  (r-1619),  poet,  musician  and 
doctor  of  medicine,  was  born  about  the  middle  of 
the  1 6th  century.  Like  Lodge,  he  Y^as  first  a student 
of  laY^  in  London,  later  turning  to  medicine  and 
graduating  from  Cambridge.  He  had  a most  success- 
ful practice  in  London,  and  Y'as  a cultured  urbane 
man  with  a Yude  circle  of  friends.  His  lyrics  are 
perfect  and  exquisite  examples  of  their  kind.  Cam- 
pion was  quite  prolific  as  a poet  and  his  poetry  Y'as 
Yudely  read  in  his  time. 

Abraham  Cowley  (1618-1667),  a native  of  Lon- 
don, scholar  of  Trinity  College,  Cambridge,  and  later 
of  Oxford,  spent  his  earlier  years  in  the  Royalist 
cause,  living  for  a time  in  Lrance  as  secretary  to  the 
exiled  Queen  Henrietta  iMaria.  In  1657  he  became  a 
doctor  of  medicine.  During  his  life  time  he  Y'as 
regarded  as  the  greatest  English  poet,  and  on  his 
death  was  buried  in  Westminster  Abbey.  In  literan' 
history  Dr.  Cowley  is  remembered  as  one  of  the  first 
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ro  establish  what  may  be  termed  the  modern  prose 
style. 

The  next  figure,  Henry  V^aughan  (1621-1693),  is 
one  for  whom  poetry  is  deeply  in  debt  to  medicine. 
\"aughan  the  “Silurist,”  as  he  was  called  because  of 
his  native  place  among  the  Silures  in  the  county  of 
Brecknockshires  in  South  Wales,  was  educated  at 
Jesus  College,  Oxford,  and  was  a staunch  Royalist, 
being  imprisoned  for  a time  during  the  British  Civil 
War.  He  practiced  medicine  in  his  native  land  and 
achieved  a considerable  reputation.  His  literary  work 
was  an  avocation  pursued  for  the  love  of  writing. 
His  poem.  The  Retrecite,  provided  Wordsworth  with 
some  part  of  his  inspiration  for  the  famous  Ode  on 
the  Intimations  of  Immortality . Some  half  dozen  of 
his  poems  are  the  finest  expression  in  our  language  of 
spiritual  aspiration.  As  a writer  of  religious  verse 
he  is  of  the  company  of  George  Hebert  and  John 
Donne. 

One  minor  poet  completes  the  role  of  17th  cen- 
tury physician-poets.  iVIartin  Llewellyn  (1616-1682), 
scholar  and  cavalier,  fought  for  the  Royalist  cause 
and  afterwards  practiced  in  London.  Later  he  be- 
came a Fellow  of  the  Royal  College  of  Physicians, 
and  with  the  Restoration  he  was  made  physician  to 
(iharles  II  and  Principal  of  St.  Mary’s  Hall,  Oxford. 
His  best  known  work  w'as  Alere  Miracles.  In  his 
scientific  work  he  is  regarded  as  the  founder  of 
comparative  helminthology  and  he  did  much  to 
refute  the  theory  of  spontaneous  generation.  He 
was  a distinguished  poet  in  his  day,  publishing 
Bacco  in  T oscane,  Arianna  Inferma  and  other  works. 

EIGHTEENTH  CENTURY 

With  the  single  exception  of  Oliver  Goldsmith 
the  physicians  of  the  i8th  century  produced  little 
poetry  of  worth.  In  passing  we  may  mention  two 
physician-poets,  John  Wolcott  and  Mark  Akenside. 
John  Wolcott  (1738-1819),  who  wrote  under  the 
pseudonym  of  Peter  Pindar,  figured  in  some  of  the 
literary  quarrels  of  his  day.  He  had  great  satirical 
ability,  but  his  humor  at  times  was  rough  and  libel- 
ous. His  poem.  Satyr  Against  Wit,  brought  attacks 
from  Dryden,  Pope,  Steele  and  Garth. 

iVIark  Akenside  (1721-1770)  became  physician  to 
the  Queen  and  was  a very  distinguished  medical  man. 
He  dabbled  in  poetry  and  attained  some  degree  of 
favorable  notice.  His  principal  work.  The  Fleasures 
of  the  Imagination,  is  a long  didactic  poem  in  blank 
verse.  He  also  w'rote  a great  many  odes  in  the  manner 
of  Gray  and  Collins.  His  arrogant  manner  made  him 


many  enemies,  and  probably  on  this  account  he  was 
satirized  by  Smollett  in  Peregrine  Pickle. 

The  greatest  of  the  Eighteeenth  century  doctor- 
poets  was  Oliver  Goldsmith  (1728-1774).  After 
obtaining  his  b.a.  at  Trinity  College,  Dublin,  and 
spending  several  advances  of  money  from  his  family 
in  an  attempt  to  get  out  of  Ireland,  he  turned  up  in 
Edinburgh  where  he  studied  medicine.  He  then 
wandered  over  Europe,  playing  on  the  flute  and 
debating  at  the  universities  for  a livelihood.  He 
returned  to  England  where  he  practiced  medicine. 
His  attempts  at  practice  were  as  happy-go-lucky  and 
as  prodigal  as  his  nature.  He  at  length  gave  up 
medical  practice  altogether  and  began  to  devote  all 
his  time  to  literature. 

Goldsmith’s  contributions  to  poetry  are  immortal. 
His  The  Deserted  Village  is  one  of  the  greatest 
poems  of  all  time  and  many  of  its  couplets  have 
become  part  of  our  daily  speech. 

NINETEENTH  CENTURY 

The  roll  of  nineteenth  century  medical  poets  con- 
tains the  names  of  two  who  were  outstanding,  John 
Keats  (1795-1821),  the  greatest  poet  in  English 
literature,  and  Thomas  Lovell  Beddoes  (1803-1849), 
a poet-physician  whom  many  have  hailed  as  the 
successor  of  John  Keats.  Beddoes  was  the  son  of  a 
celebrated  English  physician,  and  after  leaving  Ox- 
ford, went  to  the  Continent  where  he  received  his 
medical  degree  from  the  University  of  Wurzburg. 
An  orderly  life  was  constantly  shattered  by  his 
becoming  involved  in  political  intrigue.  He  finally 
committed  suicide  at  the  age  of  forty-six. 

Beddoes’  works  are  cast  mostly  in  the  form  of 
the  poetic  drama.  He  is  an  Elizabethan  dramatist  of 
the  company  of  Marlowe  and  Green,  born  out  of 
season.  His  chief  work  is  the  play.  Death's  Jest  Book, 
upon  which  he  worked  for  more  than  twenty  years. 
It  is  the  greatest  dramatic  variant  in  English  on  the 
old  Dance  of  Death  theme  which  has  haunted  paint- 
ers and  writers  for  centuries.  The  scenes  are  crowded 
with  murder,  death,  ghosts,  skulls,  all  cast  with  a 
strange  beauty  that  is  peculiar  to  Beddoes.  His  is  the 
concentrated  grim  irony  and  harsh  mirthless  laugh- 
ter of  one  who  is  preoccupied  with  death.  The  dark 
background  of  the  play  is  lit  up  with  an  unearthly 
beauty  by  many  haunting  lyrics  and  dirges. 

Of  John  Keats  one  writer  has  said  “Medicine 
suffered  a loss,  but  the  world  gained  when  this 
prodigal  son  strayed  off  into  a far  country.”  John 
Keats,  a spirited  pugnacious  lad  and  a natural  leader 
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amonfi'  his  fellows,  ^\•as  left  an  orphan  at  the  age  of 
fourteen.  In  the  following  year  he  was  apprenticed 
bv  his  guardian  to  Mr.  Hammond,  a surgeon  of 
Edmonton,  in  whose  service  he  spent  more  than  four 
years.  The  young  apprentice  already  had  a passion 
for  literature,  and  during  these  early  years  completed 
a translation  of  the  Aeneid.  But  it  was  the  reading  of 
Spenser’s  Faerie  Queen,  through  which  he  ranged 
u ith  delight,  that  awakened  his  genius  and  his  earliest 
compositions  are  in  imitation  of  Spenser.  The  earliest 
signs  that  Keats  had  seriously  committed  himself 
to  poetry  occcurred  in  February,  1815,  when  he 
impulsively  handed  his  friend,  Clarke,  a sonnet 
entitled.  Written  on  the  Day  that  Air.  Leigh  Hjint 
I. eft  Prison.  He  was  in  his  nineteenth  year  at  that 
time  and  still  an  apprentice. 

While  none  of  these  earlier  efforts  were  pre- 
cocious, in  midsummer  of  the  same  year  there  was  a 
sudden  blaze  of  genius.  Keats  and  Clarke  had  read 
a borrowed  folio  copy  of  Chapman’s  Homer  far 
into  the  small  hours  of  the  morning.  Keats,  who  left 
for  home  in  a state  of  excitement,  composed  and  sent 
back  a sonnet  which  Clarke  found  on  his  breakfast 
table  when  he  came  down  in  the  morning.  It  bore 
the  title,  On  First  Looking  Into  Chapman's  Homer, 
and  it  is  one  of  the  perfect  poems  in  English  litera- 
ture. In  this  poem  the  young  apprentice  for  the  first 
time  “speaks  out  loud  and  bold,”  in  accents  which 
were  to  widen  the  boundaries  of  those  very  realms 
“which  bards  in  fealty  to  Apollo  hold.”  Poetry  was 
already  the  interest  of  his  heart. 

However,  he  passed  with  credit  his  examination 
as  licentiate  at  Apothecaries’  Hall  on  October  i, 
181^  to  continue  his  studies.  He  was  a dilioent 
student,  sufficiently  outstanding  to  attract  the  atten- 
tion of  Sir  Astley  Cooper,  one  of  the  leading  sur- 
geons of  the  day.  During  the  first  winter  and  spring 
in  London  he  lived  the  typical  life  of  drudgery  of 
the  medical  student,  rooming  with  two  fellow  stu- 
dents in  dingy  lodgings  in  the  Borough  near  Guy’s 
Hospital.  While  here  he  wrote  the  two  sonnets: 

“O  Solitude!  If  I must  with  thee  dwell. 

Let  it  not  be  among  the  jumbled  heap  of  murky  dwell- 
ings.” 

and 

“To  one  who  has  been  long  in  the  city  pent, 

’Tis  very  sweet  to  look  into  the  fair 
And  open  face  of  heaven.” 

In  the  course  of  his  first  first  year  as  a student  in 
Guy’s,  Keats  moved  to  lodgings  over  a tallow' 
chandler’s  shop  in  St.  Thomas’s  Street.  Here  one 
evening  while  his  fellow  student  Stephens  was  study- 
ing, Keats  broke  out  with  the  announcement  that  he 


had  composed  a new  line  of  poetry: 

“A  thing  of  beauty  is  a constant  joy.” 

To  Keats’s  inquiry  Stephens  replied  that  he  liked 
the  line,  but  it  seemed  wanting  in  some  way.  After 
an  interval  of  silence  came  Keats’  rejoinder: 

“A  thing  of  beauty  is  a joy  forever.” 

And  so  there  was  born  in  the  little  room  of  a trio 
of  medical  students  “one  of  the  imperishable  lines 
of  English  poetry.” 

Keats  continued  to  do  his  w'ork  regularly  and  with 
considerable  credit.  But  the  poet  was  crowding  out 
the  medical  student.  As  he  himself  says:  “The  other 
day,  during  the  lecture,  there  came  a sunbeam  into 
the  room,  and  with  it  a whole  troop  of  creatures 
floating  in  the  ray,  and  I was  off  with  them  to 
Oberon  and  fairy-land.”  He  worked  as  a surgical 
assistant,  but  always  seemed  curiously  apart  from 
the  work.  He  later  told  a friend:  “My  last  operation 
was  the  opening  of  a man’s  temporal  artery.  I did  it 
with  the  utmost  nicety,  but,  reflecting  on  what 
passed  through  my  mind  at  the  time,  my  dexterity 
seemed  a miracle,  and  I never  took  up  the  lancet 
again.”  He  qualified  with  credit  in  July,  1816,  but 
after  a holiday  at  Margate  returned  to  London 
resolved  to  write  poetry,  and  wdth  the  ambition  to 
be  among  the  great.  Medicine  was  already  forgotten, 
and  with  an  intensity  which  few  poets,  even  the 
greatest  have  showm,  Keats  gave  himself  up  to  his 
w'ork  as  a poet. 

Adedical  practice  was  never  distasteful  to  Keats; 
he  never  showed  for  it  the  dislike  wdth  wdiich  so 
many  genuises  have  regarded  the  more  w'orkaday 
vocations.  To  him  it  w^as  like  sojourning  in  a far 
country. 

Keats  wmote  poetry  all  the  years  of  his  too  brief 
life.  To  him  who  longed  for  freedom  from  torment, 
death  came  peacefully  on  Friday,  February  23,  1821. 
On  Sunday  morning  they  carried  him  to  the  Protest- 
ant Cemetery  in  Rome  and  laid  him  to  rest  amid  the 
ruins  of  the  old  Aurelian  Wall.  He  was  in  his 
twenty-sixth  year.  And  Shelley  wept  bitterly  for 
his  youth,  his  loveliness,  his  unfinished  expectation, 
his  elemental  majesty. 

“He  lias  outsoared  the  shadow  of  our  night; 

Envy  and  calumny,  and  hate  and  pain. 

And  tliat  unrest  which  men  miscalled  delight, 

Can  touch  him  not  and  torture  not  again.” 

The  poet-physician  is  still  carrying  out  the  tradi- 
tions of  the  many  who  came  before  him.  There  are 
many  practising  this  art  in  this  country  and  in  other 
countries  throughout  the  world.  There  is  a healthy 
affinity  between  poetry  and  medicine. 
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Total  Registration  43,000;  Physicians  12,000 


FROM  CONNECTICUT 

Thomas  P.  Murdock,  Meriden— Member,  Board  of 
Trustees. 

Creighton  Barker,  New  Haven— Member,  House 
of  Delegates. 

Thomas  J.  Danaher,  Torrington— Chairman,  Ref- 
erence Committee  on  Insurance  and  Medical  Service, 
House  of  Delegates. 

Henry  A.  Archambault,  Taftville 
Abraham  Bernstein,  Bridgeport 
Theodore  F.  Bevans,  VVaterbury 
Charles  Lee  Buxton,  New  Haven 
William  T.  Clark,  Bridgeport 
Martha  L.  Clifford,  Hartford 
Sidney  A.  Chait,  Torrington 
Ilona  K.  de  Suto  Nagy,  West  Haven 
A.  Della  Pietra,  Waterbury 
iMadeline  Fiske,  Stamford 
Nathan  H.  Friedman,  Stratford 
Francis  P.  Guida,  New  Haven 
William  H.  Horton,  Windsor 

MEDICAL  ETHICS 

The  House  of  Delegates  acted  on  more  than  sixty 
resolutions.  Among  these  was  the  controversial 
resolution  concerning  the  principles  of  medical 
ethics  introduced  by  the  New  York  delegation.  The 
House  referred  this  to  the  Judicial  Council  of  the 
AMA.  This  resolution  proposed  a declaration  that 
“any  medical  care  plan,  company  or  organization 
which  advertises  for  subscribers  and  directs  such 
subscribers  to  a restricted  panel  of  physicians  for 
medical  care  is  advertising  for  the  benefit  of  the 
physicians  involved.”  The  resolution  stated  that  con- 
tract practice  per  se  is  not  unethical.  It  added,  how- 
ever, the  following:  “A  contract  with  a hospital 
organization  or  political  subdivision,  which  is  sup- 
ported in  whole  or  in  part  by  public  funds,  or  by 
solicitation  of  private  subscribers  to  diagnose  and 
treat  patients  is  ethical  only  when  such  diagnosis  and 
treatment  is  for  a patient  who  is  a public  charge.” 
Since  the  Judicial  Council  has  jurisdiction  on  all 
questions  of  medical  ethics  it  was  requested  to  con- 


Stevens  J.  Martin,  Hartford— Member,  Executive 
Committee,  Section  on  Anesthesiology. 

Stanley  H.  Osborn,  Hartford— Adember,  Council 
on  Constitution  and  By-laws. 

Oliver  L.  Stringfield,  Stamford— Chairman,  Section 
on  Pediatrics. 

Stanley  B.  Weld,  Hartford— Clerk,  House  of  Dele- 
gates. 

Philip  F.  Parshley,  West  Hartford 
John  R.  Paul,  New  Haven 
Edwin  G.  Reade,  Watertown 
Benjamin  Sherman,  Bridgeport 
William  A.  Sinton,  Danbury 
E.  Myles  Standish,  Hartford 
Hilda  C.  Standish,  West  Hartford 
Marcel  Thau,  Hartford 
Lee  D.  Van  Antwerp,  Chicago 
Kathryn  E.  Verie,  New  London 
Benedict  Vicas,  Hartford 
Jerrold  Von  Wedel,  Cos  Cob 
Victor  G.  H.  Wallace,  Hartford 

sider  the  New  York  resolution  in  connection  with 
an  investigation  of  the  Principles  of  Medical  Ethics 
in  relation  to  all  prepaid  medical  care  plans. 

FEE  SPLITTING 

The  House  of  Delegates  adopted  a report  from  the 
Judicial  Council  to  the  effect  “that  when  two  or 
more  physicians  actually  and  in  person  render  serv- 
ice to  one  patient  they  should  render  separate  bills.” 
“Under  no  conditions  shall  it  be  considered  ethical 
for  a physician  to  submit  joint  bills  unless  the  patient 
specifically  requests  it  and  unless  the  services  were 
actually  rendered  by  the  physicians  as  set  out  in  the 
bill.”  Joint  billing  to  some  of  the  nonprofit  insur- 
ance companies  which  insist  on  this  procedure  is  not 
unethical  since  the  bill  is  being  paid  in  most  cases  by 
two  checks  direct  to  the  physicians.  Added  to  this 
report  was  a resolution  which  was  passed  which 
“firmly  opposes  fee  splitting,  rebating  or  payment  of 
commissions  in  any  guise  whatever.  And  it  further 
opposes  any  mechanism  that  encourages  this  prac- 
tice.” 


Frank  R.  Hurlbutt,  Greenwich 
Ben  B.  Johnson,  New  London 
Carl  E.  Johnson,  New  Haven 
Leon  Kaplan,  Bridgeport 
Joseph  Kaschmann,  West  Hartford 
E.  H.  Kirschbaum,  Waterbury 
Theodore  G.  Klumpp,  New  York 

S.  D.  Kushlan,  New  Haven 
Joseph  H.  Kott,  Torrington 

T.  T.  Mackie,  Westport 
Edward  F.  Malloy,  Stamford 
Egmont  J.  Orbach,  New  Britain 
Kurt  Oster,  Bridgeport 
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FEE  SCHEDULES 

In  his  presidential  address,  Edward  J.  McCormick 
called  upon  the  medical  profession  to  take  the  guess 
^^•ork  out  of  medical  costs  by  adopting  average  fee 
schedules  on  an  area  or  regional  fee  basis.  The  House 
felt  that  this  was  a problem  requiring  considerable 
study  and  so  referred  it  to  the  Board  of  Trustees.  A 
report  will  probably  be  made  to  the  House  at  the 
November  session  in  Miami. 

OSTEOPATHY 

Several  resolutions  were  introduced  pertaining  to 
the  relations  betw  een  osteopathy  and  medicine  and 
in  addition  the  Committee  for  the  Study  of  Rela- 
tions between  Osteopathy  and  Medicine  submitted 
a report.  No  action  w’as  taken  on  this  controversial 
matter  since  it  was  felt  a decision  could  not  be 
reached  until  the  house  of  delegates  of  the  American 
Osteopathic  Association  acts  favorably  upon  the 
recommendation  of  its  Conference  Committee  per- 
mitting an  evaluation  of  education  in  schools  of 
osteopathy.  It  is  anticipated  that  final  action  will  be 
taken  at  the  next  meeting  of  the  AM  A House  of 
Delegates  in  iVliami. 

FOREIGN  PHYSICIANS 

Three  resolutions  were  introduced  relative  to 
foreign  medical  school  graduates.  Tw^o  of  these 
called  for  disapproval  of  intern  or  resident  training 
for  foreign  graduates  ineligible  for  licensure  unless 
they  are  bona  fide  graduates  selected  for  training  in 
this  country  who  will  return  to  their  own  countries 
at  the  termination  of  their  training.  The  other 
resolution  introduced  by  Creighton  Barker  called 
for  the  devising  and  developing  of  “a  plan  to  deter- 
mine and  evaluate  the  educational  competence  of 
said  foreign  graduates  for  admission  to  licensing 
examinations  of  the  various  State  Boards  of  the 
United  States,  the  District  of  Columbia  and  the 
territories  of  the  United  States.” 

The  Committee  on  Evaluation  of  Eoreign  Medical 
School  Graduates  in  its  report  felt  that  it  was  prob- 
ably physically  impossible  to  evaluate  foreign  medical 
schools  and  that  the  cost  would  be  prohibitive.  The 
question  of  screening  individual  graduates  met  with 
general  approval.  The  Committee  recommended  to 
the  House  of  Delegates  “that  this  problem  be  re- 
ferred back  to  the  Council  on  Adedical  Education 
for  continued  general  study”  with  certain  specific 
proposals  looking  toward  the  screening  of  individual 
graduates.  This  report  together  with  the  three  reso- 


lutions was  referred  by  the  House  to  the  Council  on 
Medical  Education. 

SALK  POLIO  VACCINE  PRdjECT 

The  House  of  Delegates  criticized  the  National 
Foundation  for  Infantile  Paralysis  for  instituting  its 
Salk  polio  vaccine  project  wfithout  consulting  the 
American  Adedical  Association.  Dr.  H.  E.  Van  Riper, 
medical  director  of  the  Foundation,  issued  a state- 
ment to  the  press  following  the  action  of  the  House 
in  wdiich  he  said  that  “every  step  in  the  development 
and  trial  of  the  polio  vaccine  was  submitted  to, 
supervised  and  approved  by  a committee  of  dis- 
tinguished scientists,  all  of  wTom  are  members  of 
the  American  Adedical  Association.”  He  called  atten- 
tion to  the  fact  that  the  vaccine  is  being  tested  at 
this  time  to  determine  its  usefulness  through  trials 
that  have  proceded  with  great  success  in  217  com- 
munities and  only  after  approval  by  the  local  county 
medical  societies,  all  constituents  of  the  AAdA. 

SOCIAL  SECURITY  FOR  PHYSICIANS 

The  House  went  on  record  as  opposed  to  compul- 
sory coverage  of  physicians  under  Social  Security, 
but  approved  voluntary  coverage  for  those  physi- 
cians desiring  it.  The  principle  of  this  resolution  is 
the  same  as  that  embodied  in  HR9366. 

GAMMA  GLOBULIN 

The  Texas  delegation  introduced  a resolution 
requesting  the  Blood  Bank  Committee  of  the  AAdA 
“to  reevaluate  the  means  and  methods  concerning 
the  distribution  of  gamma  globulin  so  that  it  can 
be  released  for  normal  distribution.”  This  was  ap- 
proved by  the  House. 

NATIONAL  BLOOD  PROGRAM 

Two  resolutions  were  introduced  into  the  House 
of  Delegates  pertaining  to  the  National  Blood 
Foundation.  Both  were  adopted.  These  called  for  a 
reexamination  by  the  Blook  Bank  Committee  of  the 
AAdA  of  “its  position  and  viewpoint  concerning  the 
National  Blood  Foundation  to  the  end  that  the  AAdA 
should  approve,  foster  and  support  a program  related 
to  the  medical  operation  of  blood  banking  that  will 
provide  for  coordination  of  blood  bank  activities  in 
times  of  national  disaster  or  emergencies,  but  w ill 
oppose  a program  that  would  take  from  a local 
county  medical  society  the  local  determination  of 
the  need  for  and  type  of  blood  banking  program  that 
shall  serve  the  community,  including  any  attempt  at 
regimentation  of  blood  banking  activity  at  the  local 
level  wdiich  would  interfere  with  free  enterprise.” 
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In  its  report  which  was  approved  the  Committee 
on  Blood  expressed  its  intent  to  establish  a program 
which  is  entirely  voluntary  and  which  will  require 
the  activ^e  cooperation  of  the  great  majority  of  blood 
banking  facilities.  The  AMA  would  contribute  at 

D 

least  40  per  cent  of  the  necessary  funds  to  operate 
the  plan  and  the  American  National  Red  Cross  has 
agreed  to  match  this  contribution.  It  is  anticipated 
that  in  five  years  the  plan  would  become  self  sup- 
porting. 

CIVIL  DEFENSE 

The  House  received  two  resolutions  calling  for 
the  elevation  of  the  Health  Division  of  the  Federal 
Civil  Defense  Administraion.  One  resolution  was 
approved.  The  other  resolution  would  set  up  a De- 
partment of  Civil  Defense  within  the  Department  of 
Defense  witli  equal  status  with  the  Department  of 
the  Army,  Navy  and  Air  Force,  headed  by  a secre- 
tary of  equal  rank  with  the  secretaries  of  the  other 
tlaree  departmnets  and  with  the  chief  operational 
officer  of  Civil  Defense  functioning-  as  a member  of 
the  Joint  Chiefs  of  Staff.  This  resolution  was 
referred  to  the  Al\f  A Council  on  National  Defense. 

THE  DOCTOR  DRAFT  LAW 

A resolution  was  passed  requesting  “the  Director 
of  the  Office  of  Defense  Mobilization  to  defer  if 
practicable  the  induction  or  involuntary  recall  of 
physicians  during  the  second  c]uarter  of  1955  other 
than  those  liable  under  the  basic  Selective  Service 
Act.”  (The  present  Doctor  Draft  law  expires  June 

30.  1955O 

VETERANS  MEDICAL  CARE 

Accepting  a report  by  the  Reference  Committee 
on  Legislation  and  Public  Relations,  the  House 
adopted  two  strong  resolutions  condemning  the 
present  practice  of  establishing  service  connection 
for  veterans’  disabilities  by  legislative  fiat.  In  rec- 
ommending passage  of  both  resolutions,  the  com- 
mittee said: 

“The  study  of  the  chronological  expansion  by  law 
and  regulation,  together  with  evidence  presented  of 
pending  legislation  now  before  a Congressional  Com- 
mittee, emphasize  all  too  clearly  the  imperative  need 
of  decisive  action  on  the  part  of  the  American 
Medical  Association. 

“It  is  the  opinion  of  the  Committee  that  the  time 
is  at  hand  w4ren  the  American  Medical  Association 
and  its  component  societies  should  go  all  out  in 
preventing  this  unscientific  method  of  determination 


of  service  connected  disabilities,  and  that  we  respect- 
fully request  that  copies  of  these  resolutions  be 
transmitted  to  the  Congress  of  the  United  States  and 
other  appropriate  federal  agencies.” 

In  connection  with  veterans’  medical  care,  the 
House  also  adopted  recommendations  by  the  Refer- 
ence Committee  on  Insurance  and  iVIedical  Service 
which  reaffirmed  the  policy  on  nonservice  connect- 
ed disabilities  established  at  the  1953  annual  meeting, 
and  which  commended  the  informational  program 
carried  out  since  then  by  the  Committee  on  Federal 
Medical  Services  of  the  Council  on  Medical  Service. 

SEAL  OF  ACCEPTANCE 

The  Council  on  Medical  Service  presented  a 
supplementary  report  outlining  the  difficulties  en-  ' 
countered  in  conducting  the  Seal  of  Acceptance  ^ 
program,  and  recommending  discontinuance  of  the  j 
Seal  of  Acceptance  for  voluntary  health  insurance  1 
plans.  The  report  said  that  the  standards  and  prin-  ■ 
ciples  of  the  program  will  be  maintained  as  guides 
and  recommendions  for  all  groups  operating  or 
establishing  plans.  The  House,  on  recommendation 
of  the  Reference  Committee  on  Insurance  and  Medi- 
cal Service,  adopted  the  Council  report,  thus  ter- 
minating the  Seal  of  Acceptance  program  for  volun- 
tary health  insurance  plans. 

MISCELLANEOUS  RESOLUTIONS 

The  House  of  Delegates  sent  a resolution  chang- 
ing the  definition  and  scope  of  oral  surgery  to  the 
Board  of  Trustees  and  required  the  latter  to 
appoint  a committee  to  study  this  subject.  ; 

Another  resolution  requesting  the  Council  on  | 
Medical  Education  to  “investigate  and  set  up  a j 
system  of  standardization  for  smaller  hospitals  in  1 
keeping  with  their  general  size,  personnel  and  facil-  ; 
ities”  was  referred  to  the  Committee  of  the  Joint  j 
Commission  on  Smaller  Hospitals.  | 

The  House  approved  the  present  National  Intern  | 
iVIatching  Program.  It  also  approved  certain  changes  ; 
in  the  approved  residencies  and  fellowships  in  inter-  j 
nal  medicine,  added  a section  to  the  present  approved  ! 
residencies  and  fellowships  in  occupational  medicine,  ! 
and  revised  those  in  proctology.  ; 

The  discontinuance  of  the  registration  of  hospitals  ! 
by  the  Council  on  Medical  Education  and  Hospitals  ,■ 
was  approved  and  in  its  place  the  Joint  Commission  j 
on  Accreditation  of  Hospitals  is  to  be  requested  to  ^ 
undertake  registration  of  hospitals  in  addition  to  its  ; 
present  accreditation  activities.  I 
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A resolution  purporting  to  reduce  attendance  at  a 
required  number  of  hospital  staff  meetings  was  re- 
ferred to  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

Changes  in  the  present  service  membership  in  the 
AM  A ^\•ere  referred  to  the  Board  of  Trustees.  At 
the  same  time  the  House  adopted  a resolution  en- 
dorsing a special  type  of  membership  for  interns, 
residents  and  fellows  in  approved  hospitals  who  are 
graduates  of  approved  schools. 

Organizations  which  solicit  and  collect  moneys 
from  the  public  for  the  advancement  of  medical 
knowledge  and  medical  care  in  specific  fields  will  be 
urged  to  allocate  a proportion  of  their  funds  to  the 
American  Medical  Education  Foundation  for  the 
general  program  of  the  schools. 

The  House  approved  legalization  of  the  distribu- 
tion of  narcotics  at  cost  or  free  under  certain  safe- 
guards which  would  set  up  narcotic  clinics  in  cities 
where  needed  under  the  aegis  of  the  Federal  Bureau 
of  Narcotics  and  prevent  self  administration  by  and 
forcible  confinements  of  addicts. 

The  House  voted  to  continue  the  holding  of  the 
annual  Clinical  Meetings. 

Approved  the  establishment  of  a program  of  medi- 
cal military  scholarships  with  appropriate  safeguards 
limiting  the  number  of  students  involved; 

Approved  the  extension,  on  a voluntary  basis,  of 
the  Adedical  Education  for  National  Defense  pro- 
gram which  currently  is  in  operation  in  five  medical 
schools  as  a pilot  study,  and 

Authorized  the  Council  on  Scientific  Assembly 
to  conduct  a thorough  study  of  the  use  of  tape 
recordings  of  the  material  presented  at  meetings  of 
the  Council,  and  asked  for  a report  at  the  December 
meeting. 

woman’s  auxiliary  gives  amef  $8,000 

A check  for  $5,472  was  presented  to  the  American 
Adedical  Education  Foundation  by  the  AVoman’s 
Auxiliary  during  the  San  Francisco  session.  A 
memorial  fund  totalling  $2,477  honor  of  a recent 
president  of  the  Auxiliary  who  died  last  August  was 
also  given  to  AAdEF.  Two  $100  presentations  were 
made  tOx^the  World  Adedical  Association  and  the 
Committee  on  Careers  in  Nursing  by  the  Woman’s 
Auxiliary. 

DISTINGUISHED  SERVICE  AWARD 

William  Wayne  Babcock  of  Philadelphia  was 
named  1954  recipient  of  the  AAdA’s  Distinguished 


Service  Award  for  outstanding  contributions  to 
medicine  and  humanity.  Dr.  Babcock  was  professor 
of  surgery  and  clinical  surgery  at  Temple  University 
from  1903  to  1944.  The  other  two  candidates  nom- 
inated for  this  honor  by  the  Board  of  Trustees  were 
Howard  T.  Karsner  of  Washington,  D.  C.  and 
Torald  H.  Sollman  of  Cleveland,  Ohio. 

SCIENTIEIC  EXHIBITS 

The  Hektoen  award  comprising  three  gold,  silver 
and  bronze  medals  presented  for  exhibits  of  original 
investigation  which  are  judged  on  the  basis  of  origin- 
ality and  excellence  of  presentation  were  allocated 
as  follows: 

Gold  Aledal  to  a group  from  Houston,  Texas  for 
the  exhibit  on  Aneurysms  and  Thrombo-Obliterative 
Disease  of  the  Aorta.  Silver  A'ledal  to  a group  from 
Atlanta,  Georgia  for  the  exhibit  on  Paper  Electro- 
phoresis in  Clinical  Diagnosis.  Bronze  Adedal  to  a 
group  from  Portland,  Oregon  for  the  exhibit  on  The 
Adelanocyte  Stimulating  Hormone. 

The  Billings  Aledal  winners  who  received  gold, 
silver  and  bronze  medals  for  exhibits  which  do  not 
exemplify  purely  experimental  studies  but  are 
judged  on  the  basis  of  excellence  of  presentation 
were  awarded  as  follows: 

Gold  Medal  to  a group  from  New  Orleans  and 
Baton  Rouge,  Fouisiana  for  the  exhibit  on  Fungous 
Diseases.  Silver  Adedal  to  a group  from  Eos  Angeles, 
California  for  the  exhibit  on  Portal  Hypertension. 
Bronze  Adedal  to  a group  from  the  Department  of 
Adedicine  and  Surgery  of  the  U.  S.  Navy  for  the 
exhibit  on  Naval  Adedical  Service  with  the  First 
Adarine  Division  in  Korea— Adedical  Installations, 
Casualty  Evacuation,  Arterial  Injuries,  General  Sur- 
gery, Orthopedic  Surgery  and  Blast  Injuries. 

SPECIAL  CITATIONS 

Two  special  citations  were  presented  by  the  Asso- 
ciation during  the  San  Francisco  meeting.  During 
the  presidential  inauguration  ceremony  Dr.  AdcCor- 
mick  presented  an  award  to  a fellow  Toledoan,  Dr. 
Nicholas  P.  Dallas,  for  his  outstanding  health  educa- 
tional service  as  the  writing  member  of  the  team 
that  produces  the  illustrated  feature,  “Rex  Alorgan, 
M.D.”  At  the  closing  House  session  on  Thursday, 
Dr.  Adartin  presented  a special  citation  to  Smith, 
Kline  & French  Faboratories  of  Philadelphia  for 
“pioneering  use  of  television  in  bettering  the  health 
of  the  nation.’’  The  placjue  was  accepted  for  the 
company  bv  Adr.  Francis  Bo\'cr,  president. 

The  closing  session  also  brought  the  announce- 
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nicnt  rhar  the  California  Medical  Association  had 
presented  a check’  for  $i<)(),or)o  to  the  American 
Medical  l ihication  Kuundalion. 

I I \i  I K III  ss  1 III'  \i'\\  \ \i  \ I'Ki  smi  \ I -I  1.1  < . I 

Walter  Ik  .Martin  of  Norfolk,  X'irginia  autoinatic- 
all\  hecaiiie  presulent  of  the  American  .Medical 
■ Xssociation  and  I . liner  ! less  ol  I' rie,  l^enns\  l\ ania 
was  chosen  president-elect  on  the  first  ballot.  Dr. 

1 less  won  the  election  oxer  two  other  nominees, 
1 larx  ex  l>.  Stone  of  Ikiltimore  aiul  Iwlwin  S.  I lamil- 
ton  of  Kankakee,  Illinois.  (Hark  IkiileN’  of  1 larlan, 
Kentiiekx  heeame  the  new  x iee-president  hy  a mar- 
uin  of  one  xote  oxer  his  opponent,  McKinnic 
Phel|xs  of  Denx  er.  Reelected  \x  ere  (ieorge  h'.  Lull  as 
seeu'etai’x  aiul  josiah  J.  Moore  as  treasurer,  both  of 
Chica<'o;  also  |ames  R.  Reulin<>'  of  Hax'side,  X.  X. 
as  speaker,  X’incent  Askex  of  l><»s  Angeles  as  x ice- 
speaker,  aiul  Dax’id  H.  Allman  of  Atlantic  City  and 
V.  |.  L.  l)lasinL;amc  of  XX'harton,  Lexas  as  members 
of  the  Board  of  I rustees.  I'.dxxard  R.  Cuniffc  of 
New  XOrk  \x  ho  had  serx  ed  as  chairman  of  the 
[udicial  Council  for  main’  \ ears  declined  to  run  for 
reelection.  I I is  place  on  the  Council  xx  as  filled  by 
J.  Marshall  1 lutcheson  of  Richmond,  Xbrginia. 

Krancis  j.  Braceland,  p'.xchiatrist-in-chief  of  the 
Institute  of  Lix  ing,  Hartford,  xx  as  elected  Chairman 
of  the  Section  on  Xerx’ous  and  Xlental  Diseases  of 
the  American  Xiedical  Association. 

I t I l Kl  XM,\  Mil  1 INUS 

I he  schedule  of  future  sessions  as  selected  is  as 


folloxx  s; 

ANN  e x I. 

ca.iNic  xr. 

">54 

— 

Aliaiiii 

.Arlanrir  (arx' 

Ifiistiin 

luyn 

(4iicago 

Seattle 

i 

Nexv  A’oi'k  (atx’ 

Not  selected 

i<;5« 

S.in  l iaiK'isco 

Not  sclecteil 

luu; 

Arlanric  (atx' 

Not  selecteil 

SX\  1 KXNXaSCO  IN  JIM,  KJxJ 

Xature  xxas  unusuallv  kind  to  us  this  year  by 
afloixling  a xxeek  of  sunny  xxeather  and  a minimum 
of  fog.  Manx  phvsicians  arrixed  sexeral  da\’s  early 
to  attend  sessions  of  xarious  special  societies,  com- 
mittees and  councils.  I he  physicians  and  waxes  of 
San  l‘rancisco  lixed  up  to  their  reputation  as  genial 
hosts  prox'iding  a xarietx’  of  entertainment  to  suit 
the  needs  aiul  xx  ashes  of  all.  Lxen  some  of  the  cable 
cars  continued  to  operate  so  that  Xob  Ilill  and 
Fisherman’s  W'harf  couUl  be  reached  by  the  aid  of 
this  old  aiul  trusted  means  of  conxxv’ance. 


Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 

Rejxort  of  Meeting  He*d  at  New  1 laxen  on  March  25 

1954 

I he  nieiii'ier  societies  and  instiruriuns  were  represented  at 
this  meeting'  as  follows;  ( ionnecticiit  .\gricnltnral  I .X|’)cri- 
nient  Station,  l)r.  I larrx'  j.  f isher;  (Jonnectient  Dental 
.Association,  Dr.  William  Kirschner;  (ionnecticut  X'eterinary 
.Medical  .Association,  Dr.  Joseph  i)e\'ita;  Unixersitx’  of 
(ionnecticut.  Dr.  Stanlex’  I . Wedherg;  L'nixersirx'  <if  (Ain- 
necrient  College  of  bharniacx’.  Dean  il.  C.  Hew  itt;  A ale 
Cnixersity'  School  of  Aledicine,  Dr.  Desmond  D.  Ifonny- 
castlc. 

Ihe  foiloxving  were  also  present:  .Mr.  helix  Hlanc,  repre- 
xenring  the  l-’harniacx'  (dmimission;  Dr.  barnert  Creenhoiise, 
chairman  of  the  joint  (dnnmittee  of  the  State  Medical  Society' 
;tnd  the  l-’harmacetitical  Association;  Dr.  janies  C.  Hart, 
re[)reseiiting  the  State  Department  ot  Health;  Air.  Herbert 
blank,  representing  the  hood  aiul  Drug  (Jonimission. 

Mil  AS.SMXK  IIICCL  I'-CL  KINO  j\  I .AOI 1 1 N K. 

At  the  last  meeting  Dr.  Mart  (chairman).  Dr. 
(Irecnhou-.e  aiul  Dr.  XXAdberg  luul  been  appointed  a 
subcommittee  to  inx'estigate  and  report  on  this 
machine.  Dr.  1 lart  reported  in  part  as  folloxx  s; 

‘1  his  machine  xxas  publici/etl  in  the  Hartjord 
Cou'riwt  of  January  to,  but  the  (djiiriuit  article  did 
not  tell  the  xx  hole  storyg  so  this  aftermton  Dr.  Wed- 
berg  and  I xxent  to  jexxett  Cit\'  to  see  the  machine. 
.Xlr.  Assmar  runs  the  Grisxxold  Package  Store;  the 
machine  is  noxx  ox  er  the  ofhee  of  Dr.  Fred  IFtrrett, 
the  local  health  officer.  A State  Food  and  Drug 
Commission  inspector  (R.  B.  Ward)  saxx’  the 
machine  on  January  14  and  made  a report.  .Mr.  Ass- 
mar told  us  of  the  ‘cures’  made  by  his  machine; 
among  the  patients  xx  as  a priest  xx  ho  had  had  hic- 
cups for  seven  months  xx  ho  xxas  cured  after  txx’o 
treatments,  subsecjuently  gaining  5s  pounds.  Mr. 
/A.ssmar  does  not  ask  for  any’  monex’,  and  the  only 
fee  is  the  doctor’s  charge  for  a phx’sical  examination. 
Fhe  machine  looks  like  a xx  hite  platform  scale  xx  ith 
a motor  in  back  xx  hich  rotates  one  end  of  the  plat- 
form. Fhe  patient  stands  on  the  platform  or  sits  on 
a chair  placeul  on  it  and  drinks  xx  ater;  the  treatment 
lasts  about  an  hour  and  a half.  .Mr.  A.ssmar  used  to 
have  a hood  to  fit  over  the  patient’s  head  and  a cup 
XX  ith  a small  electric  charge,  l)ut  these  have  been 
abandoned.  Mr.  Assmar  docs  not  claim  to  knoxv  hoxv 
the  machine  xxorks.  All  cases  have  been  treated  suc- 
cessfully xxith  the  possible  exception  of  one  290- 
pound  man;  all  xxerc  under  the  doctor’s  care.  Mr. 
.Assmar  is  a Leltanese  xx  ho  says  he  gets  nothing  out 
of  it.” 
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Dr.  DeMta  remarked  that  this  was  apparently  an 
experiment  still  going  on. 

Dr.  Hart  added  that  Mr.  Assmar,  while  in  Leba- 
non, had  studied  at  the  university  and  had  ambitions 
to  be  a doctor.  He  had  had  the  machine  built  through 
a laM  ver  friend,  Frank  Odium;  he  was  not  inter- 
ested in  publicity  but  Odium  ^\■as.  The  machine  had 
been  patented.  Contacts  with  patients  were  largely 
through  liquor  salesmen. 

On  motion  of  Dr.  DeVita  it  was  voted  that  the 
Committee  not  make  any  recommendation  on  the 
iVssmar  Hiccup-Curing  Machine  because  of  insuffi- 
cient evidence,  but  continue  to  watch  the  device  and 
the  claims  made  for  it. 

“FLAVETtES  LOZENGES” 

Mr.  Plank  called  to  the  members’  attention  a 
sample  of  a product  of  the  above  name,  being  sold 
by  Sage,  Allen  & Co.,  Inc.,  Hartford,  for  $2.06  a 
package.  These  lozenges,  which  were  intended  to 
cure  the  smoking  habit,  were  labelled  as  containing 
3 mg.  of  benzocaine,  with  flavorings  of  saccharin, 
licorice  extract,  powdered  ginger  and  oils  of  anise, 
wintergreen,  peppermint,  coriander  and  cloves. 

Dr.  Hewitt  said  that  his  school  had  been  working 
on  the  antismoking  problem  for  an  industrial  firm; 
they  had  tried  benzocaine  and  other  local  anesthetics 
and  found  them  to  work  for  some  people;  he  did 
not  consider  the  dose  of  benzocaine  in  the  “Flavettes 
Lozenges”  to  be  harmful.  Dr.  Greenhouse  remarked 
that  he  had  heard  that  dermatologists  were  afraid 
of  benzocaine,  but  Dr.  Hewitt  replied  that  this  was 
only  in  connection  with  long-time  use.  Dr.  Bonny- 
castle  concurred  with  Dr.  Hewitt  that  the  dose  was 
too  small  to  be  dangerous.  To  a question  of  Dr. 
DeVdta  as  to  whether  sensitivity  to  benzocaine  could 
be  acquired  over  a period  of  time.  Dr.  Bonnycastle 
replied;  “Maybe,  but  someone  has  pointed  out  that 
people  who  had  to  keep  using  these  things  for  long 
would  give  up  eventually  and  keep  on  smoking.” 
On  motion  of  Dr.  Bonnycastle  it  was  voted  that 
the  Committee  found  no  evidence  that  benzocaine 
was  toxic  in  the  dosage  present  in  “Flavettes 
Lozenges.” 

“NurkfriTE  FOOD  supplement” 

Mr.  Plank  related  that  a man  who  recently  started 
selling  “Nutrilite  Food  Supplement”  had  asked  him 
whether  the  product  was  O.K.  Mr.  Plank  said  that 
answering  this  man  involved  the  legal  question  of 


whether  “Nutrilite”  was  a food  or  a drug,  and  this 
question  hinged  on  whether  the  quantity  of  vitamins 
in  the  capsules  was  enough  to  take  the  product  out 
of  the  food  class.  He  displayed  samples  of  the  three 
sizes  of  “Nutrilite”  packages  (“Nutrilite  XX,”  Nutri- 
lite X”  and  “Nutrilite  Junior”). 

These  samples  were  passed  around,  and  particular 
note  was  taken  of  the  fact  that  the  capsules  in  the 
“Nutrilite  XX”  package  were  labelled  as  containing 
25,000  U.S.P.  units  of  vitamin  A and  2,500  units  of 
vitamin  D.  Reference  was  made  to  the  recent  dis- 
cussion on  hypervitaminosis  A and  D.  (See  the 
Report  of  the  December  3,  1953  meeting.) 

On  motion  of  Dr.  Wedberg  it  was  voted  that 
George  R.  Cowgill,  ph.d.,  professor  of  nutrition  of 
the  Department  of  Physiology  of  Yale  University, 
be  asked  for  an  opinion  on  whether  the  “Nutrilite” 
doses  were  high  enough  to  bring  the  product  above 
the  food  classification. 


THE  DOCTOR’S  OFFICE 

Joseph  J.  Bowen,  Jr.,  m.d.  announces  the  transfer 
of  his  office  to  iii  West  Main  Street,  Waterbury, 
for  the  practice  of  internal  medicine  and  cardiology. 

Jean  G.  De  Chabert-Ostland,  m.d.  announces  the 
opening  of  an  office  for  the  practice  of  psychiatry 
at  37  Garden  Street,  Hartford. 

Frank  R.  L.  Egloff',  m.d.  announces  the  removal  of 
his  office  for  general  psychiatry  to  1007  Farmington 
Avenue,  West  Hartford. 

Frank  F.  Espey,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  neurological  surgery  at  123 
Adallard  Street,  Greenville,  South  Carolina. 

Donald  S.  Hauss,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  at  301 
Earmington  Avenue,  Hartford. 

Walter  P.  Kosar,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  obstetrics  and  diseases 
of  women  at  36  Woodland  Street,  Hartford. 

William  G.  Leeds,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  medicine  at  1005  Earm- 
ington Avenue  Plaza,  West  Hartford. 

Chester  A.  Weed,  xi.d.  announces  the  removal  of 
his  office  for  the  practice  of  ophthalmology  at  1007 
Earmington  Avenue,  West  Hartford. 
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A Dead  Duck 

The  reinsurance  bill  (HR8356)  is  considered  dead 
by  House  Republican  Leader  Halleck  because  it  does 
iior  go  far  enough  to  suit  most  Democratic  Congress- 
men and  is  too  radical  for  most  Republicans  to 
swallow. 

The  bill  sent  back  to  the  Commerce  Committee 
would  authorize  the  federal  government  to  under- 
vvTite  up  to  75  per  cent  of  the  losses  suffered  by 
private  and  nonprofit  insurance  firms  as  a result  of 
voluntary  expansion  of  their  health  and  medical 
programs. 

The  reinsurance  program  would  be  given  a start 
with  a 25  million  dollar  government  fund.  Later,  it 
would  be  supported  by  premiums  paid  in  by  co- 
operating firms.  The  bill  would  stress  continued 
State  control  of  insurance  companies. 

The  AMA  has  officially  opposed  this  bill  for  the 
following  reasons: 

1.  There  is  a very  definite  question  as  to  the  need 
of  government  intervention  in  the  insurance  field  at 
this  time.  The  combined  assets  of  the  insurance  com- 
panies offering  health  reinsurance  facilities  amount 
to  approximately  two  billion  dollars. 

2.  The  growth  of  prepayment  voluntary  health 
insurance  has  been  extremely  rapid.  At  the  present 
time,  at  least  93  million  people  out  of  a total  insur- 
able population  of  130  million  have  some  form  of 
protection.  This  fact  plus  the  demonstrated  ability 
of  the  insurance  agencies  to  meet  the  needs  and 
demands  of  the  people  indicates  to  us  that  it  is  not 
necessary  for  the  federal  government  to  enter  this 
field. 

3.  Reinsurance  will  not  overcome  the  inertia  of  the 
unwilling  buyer  unless  the  government  provides  a 
subsidy  for  the  purpose  of  selling  insurance  at  a 
price  below  the  cost  of  servicing  the  contract.  This, 
we  believe,  would  be  objectionable. 

4.  Reinsurance  does  not  provide  a means  of  making 
insurable  what  would  otherwise  be  an  uninsurable 
risk. 

5.  Reinsurance  does  not  reduce  the  cost  of  insur- 
ance unless  subsidy  is  introduced. 


HEW  Budget  Passes;  $11  Million  Above 
Requests 

The  Senate  and  House  gave  their  final  approval 
June  30  to  a $1,663,413,761  budget  for  the  Depart- 
ment of  Health,  Education,  and  Welfare  to  run  its 
many  programs  for  the  fiscal  year  beginning  the 
following  day.  The  total  as  sent  to  the  White  House 
for  the  President’s  signature  is  $10,904,500  more  than 
the  administration  had  requested.  Nearly  all  of  the 
increases  voted  involve  medical  programs.  Congress 
a year  ago  voted  $1,927,432,261  for  HEW  in  fiscal 
1954;  the  bulk  of  the  reduction  for  this  year  is 
attributed  to  decreased  public  assistance  grants  to 
States.  The  following  table  lists  some  of  the  more 
important  health  items: 

YEAR  ENDING  ADMINISTRATION’S  APPROPRIATED 
AGENCY  JULY  I,  1954  RECOMMENDATION  BY  CONGRESS 


AND  ITEM  (fiscal  1954) 

(fiscal  1955) 

(fiscal  1955; 

Total,  U.  S.  Public 

Health  Service  $2 

32,962,500 

$219,089,500 

$228,060,000 

Hill-Burton 

65,000,000 

75,000,000 

75,000,000 

Cancer  Institute 

20,237,000 

19,730,000 

21,737,000 

Mental  Health 

1 2,095,000 

1 2,460,000 

Heart  Institute 

1 5,168,000 

14,570,000 

16,668,000 

Arth.  and  Metab. 

Dis. 

7,000,000 

7,270,000 

8,270,000 

Microbiology 

GO 

0 

0 

0 

5,930,000 

6,180,000 

Neurology  and 

Blind. 

4,500,000 

4,763,000 

7,600,500 

Hospitals  and 

Care 

33,100,000 

33,040,000 

33,000,000 

Gen.  Asst,  to 

States 

1 3,250,000 

17,665,500 

1 3,000,000 

Total,  Office  of  Voc. 

Rehabilitation 

23,655,500 

19,825,000 

23,635,000 

Total,  Food  and  Drug 

Administration 

5,200,000 

5,200,000 

5,100,000 

This  became  Public  Law  No.  472  on  July  2 upon 
the  President’s  approval. 


Hill-Burton  Expansion  Passes;  On  Way  to 
White  House 

An  expansion  of  the  Hill-Burton  hospital  construc- 
tion program  now  is  assured.  It  will  mean  a three- 
year  program  of  federal  grants  as  follows:  $20 
million  annually  for  diagnostic  or  treatments  centers. 


N E S F R O M W A S H I N G T O N 


$20  million  for  hospitals  for  the  chronically  ill,  $io 
million  for  rehabilitation  facilities,  and  $io  million 
for  nursing  homes.  All  will  have  to  be  “public  or 
nonprofit.”  These  grants  \\  ill  be  in  addition  to  the 
regular  Hill-Bnrton  funds  for  complete  hospitals, 
set  at  $75  million  for  the  fiscal  year  that  started  July 
I.  I'he  last  important  obstacle  was  cleared  June  30, 
when  the  House  accepted  Senate  amendements  to 
the  expansion  hill,  HR8149.  The  most  important 
Senate  amendment  would:  (a)  require  repayment  of 
the  federal  share  if  the  facility  were  converted  to 
other  use  within  20  years,  (b)  allow  the  States  to 
shift  money  from  one  category  to  another  (except 
for  rehabilitation  grants),  and  (c)  authorize  grants 
to  clinics  under  the  supervision  of  dentists  as  well 
as  physicians.  An  appropriation  bill  will  be  presented 
shortly  to  provide  funds  for  the  first  year’s  operation 
of  the  new  program.  This  is  the  first  major  health 
bill  of  the  Eisenhower  administration  to  receive  final 
approval  in  House  and  Senate  this  session.  Presiden- 
tial signature  was  affixed  soon  after  passage. 

VA  Planning  on  110,000  Daily  Patient  Load 
For  Fiscal  1956 

Veterans  Administrator  Harvey  Higley  says  the 
agency  is  planning  on  a 110,000  daily  patient  load 
for  its  hospitals  in  fiscal  1956  (starting  July  i,  1955). 
On  the  basis  of  a current  staffing  of  1 14,000  beds  and 
a 90  per  cent  occupancy,  the  new  figure  would  mean 
approximately  8,000  more  beds  would  have  to  be 
added.  One  estimate  of  hospital  experts  is  that  the 
cost  of  the  8,000  additional  beds  would  be  well  in 
excess  of  $120  million.  Commented  Mr.  Higley  in 
testimony  before  House  Veterans  Affairs  Committee 
on  the  1 10,000  figure:  “We  believe  that  isn’t  far  off 
from  the  Bureau  of  the  Budget’s  thinking,  too.”  For 
the  current  fiscal  year,  the  daily  average  patient  load 
has  been  103,000.  The  fiscal  1955  budget  for  VA 
providing  for  a daily  load  of  105,000  patients  went 
to  the  White  House  this  week.  Under  questioning 
on  the  1955  budget,  Afr.  Higley  said  VA  would  be 
able  to  do  a better  job  during  the  next  year  if  it 
had  another  $6  million.  However,  Reps.  Pat  Kearney 
and  William  Ayres  raised  the  point  that  this  extra 
money  would  be  for  nonservice  connected  cases  and 
rhayit  would,  on  that  basis,  be  difficult  getting  Con- 
gress to  go  along. 

Reserve  Training  Duty 

Aiembers  of  medical  components  of  Naval  Re- 
serve will  have  opportunity  to  enroll  for  the  follow- 
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ing  courses  of  instruction  in  1954-55,  according  to 
fiscal  year  training  program  just  announced.  Seminar 
for  commanding  officers  of  medical  companies, 
October  4 in  Washington  (6  days);  special  weapons, 
isotopes  and  military  medicine,  February  28  in  San 
Francisco  (5  days);  14  day  course  in  field  medicine 
in  August,  October,  Alarch  and  May  at  Camp 
Pendleton,  California;  general  military  medical  train- 
ing ( 14  days)  in  October  and  Afarch  at  Naval  Afedi- 
cal  School  here;  insect  and  rodent  control  at 
Jacksonville,  Florida,  monthly  throughout  year  (14 
days);  malariology  and  insect  control  at  Alameda, 
California,  monthly  throughout  year.  Detailed  in- 
formation obtainable  from  Naval  District  Com- 
mandants. 

U.  S.  Health  Manpower  by  Counties  Charted 

Just  published  by  U.  S.  Public  Health  Service  is  a 
247  page  reference  work  on  nationwide  distribution 
of  medical,  dental  and  paramedical  personnel.  Data 
are  presented  by  counties,  in  tabular  form,  on  16 
occupations.  Population  census  of  1950  furnished 
statistical  basis  of  this  study,  Part  4 of  an  inventory 
w hose  previous  sections  were  devoted  to  physicians 
exclusively,  nursing  and  medical  social  workers. 
Census  Bureau  figures  came  to  total  of  1,327,674 
persons  engaged  in  the  16  occupations,  398,534  of 
whom  were  professional  nurses.  Other  categories 
are  broken  down  as  follows,  figures  in  parentheses 
indicating  number  per  100,000  population: 

Physicians  and  surgeons  ,191 ,947  (127);  attendants 
in  hospitals  and  other  institutions,  204,378  (136); 
attendants  in  practitioners’  offices,  40,81 1 (27);  prac- 
tical nurses,  135,902  (90);  pharmacists,  88,116  (58); 
dentists,  74,855  ( 50);  medical  and  dental  technicians, 
7C323  (5  b)- 

“Therapists  and  healers,”  24,424  (16);  dietitians 
and  nutritionists,  22,400  (15);  opticians  and  lens 
workers,  19,161  (13);  optometrists,  14,596  (10); 
veterinarians,  13,379  (9);  chiropractors,  12,903  (9); 
osteopaths,  5,149  (3);  psychologists,  4,796  (3). 

Quotation  marked  classification  above  is  so  desig- 
nated because  it  is  a catch-all  which  dubiously 
embraces  chiropodists  and  naturopaths,  occupational 
therapists  and  faith  healers,  physical  therapists  and 
gymnasts  (sic).  Even  “medicine  man”  is  in  this 
grouping.  Note:  The  volume  (entitled  USPHS  Puh- 
lication  No.  263,  Sec.  4)  is  purchasable  ($1.75)  from 
Superintendent  of  Documents,  Washington  25, 
D.  C.,  or  through  WRAIS. 
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New  House  Legislation 

HR9618 — Tax  Postponement  for  Self-Em- 
ployed to  Create  Annuities.  (Ray,  R— New  York, 
June  2 1.)  Would  amend  the  Internal  Revenue  Code 
to  permit  exclusion  from  gross  income  for  income 
tax  purposes  not  in  excess  of  $1,000  the  first  year, 
$2,000,  2nd  year,  and  $3,000  per  year  thereafter  for 
payments  to  a restricted  retirement  fund  or  for 
premiums  under  a restricted  retirement  annuity  con- 
tract. These  amounts  would  be  limited  (if  smaller) 
to  2/2  per  cent  of  the  taxpayer’s  earned  adjusted 
grfiss  income  from  “covered  sources”  plus  5 per  cent 
of  taxpayer’s  earned  adjusted  gross  income  from  all 
other  sources.  For  a “covered  individual”  (one  who 
receives  compensation  from  an  employer  or  organi- 
zation of  which  the  taxpayer  is  a member,  con- 
tributing to  a pension  or  profit-sharing  plan)  the 
excludable  amount  shall  not  exceed  the  lesser  of  2 Yz 
per  cent  of  the  taxpayer’s  earned  adjusted  gross 
income  or  $500  the  first  year,  $1,000  the  second,  and 
$1,500  per  year  thereafter. 

Special  rule:  For  individuals  over  50  years  of  age 
and  not  “covered”  the  limit  on  amount  excluded 
shall  be  increased  by  an  amount  equal  to  20  per  cent 
of  above  multiplied  by  the  number  of  years  his  age 
exceeds  50  years  but  not  in  excess  of  20.  After  age 
70,  the  additional  exclusion  provision  is  not  appli- 
cable. Provision  is  made  for  carrying  over  a limited 
amount  of  unused  exclusions.  A consent  to  be  taxed 
according  to  formula  prescribed  in  the  Internal 
Revenue  Code  would  have  to  be  filed  with  the  com- 
missioner. This  incorporates  the  Jenkins-Keogh 
theory  (see  Letter  No.  2)  but  amounts  to  be  ex- 
cluded are  greatly  limited.  Nine  bills  identical  with 
HR9618  were  introduced  by  Republican  Congress- 
men of  New  York:  HR9619  (Latham),  HR9620 
(Bosch),  HR9621  (Dorn),  HR9622  (Kearney), 
HR9623  (Keating),  HR9624  (St.  George),  HR9625 
(Williams),  HR9644  (Adiller),  and  HR9653  (Wain- 
right).  To  Ways  and  Means  Committee. 

Draft  Boards  Told  to  Recheck  Residency 
Deferments 

The  National  Advisory  Committee  to  Selective 
Service  is  concerned  because  some  young  physicians, 
deferred  the  past  12  months  for  residencies  and  in- 
ternships, are  delaying  application  for  commissions. 
Involved  are  priority  i and  2 men  and  those  in 


priority  3 who  are  3 1 years  or  under.  These  groups, 
the  committee  has  informed  selective  service,  are 
most  urgently  needed  to  meet  calls  for  this  fiscal 
year  to  avoid  calls  on  priority  3 men  over  31.  Adds 
the  committee:  “It  is  essential,  with  few  exceptions, 
that  those  who  do  not  apply  for  commissions  should 
at  least  have  their  2-A  classifications  terminated.” 
This  would  make  them  eligible  for  immediate 
induction. 


Dr.  Lyman  Again  Honored 

At  the  50th  Annual  meeting  of  the  founding  of 
the  National  Tuberculosis  Association  held  at  Atlan- 
tic City,  May  16-21,  David  R.  Lyman,  m.d.  was  one 
of  two  persons  from  Connecticut  cited  for  outstand- 
ing pioneering  efforts  in  the  scientific  and  social 
fields  of  endeavor. 

Dr.  Lyman  pioneered  in  the  development  of  the 
sanatorium  program  in  Connecticut  and  was  among 
the  first  in  promoting  medical  research  in  the  field 
of  tuberculosis.  Of  the  167  founders  of  the  National 
Tuberculosis  Association  on  June  6,  1904  at  Atlantic 
City,  Dr.  Lyman  was  among  five  of  the  remaining 
ten  founders  to  be  especially  honored  at  the  50th 
Anniversary  meeting.  He  was  the  only  one  of  the 
five  who  had  the  distinction  of  not  only  being  a 
“founder”  of  the  tuberculosis  movement,  but  was 
president  of  the  National  Tuberculosis  Association 
in  1918-19  and  was  the  recipient  of  the  Trudeau 
Gold  Medal  Award  in  1943  for  outstanding  contri- 
bution and  achievement  in  the  scientific  field  of 
tuberculosis.  He  was  one  of  the  early  members  of  the 
State  Tuberculosis  Commission  in  Connecticut. 

Chicago  Goes  For  Fluoridation 

Chicago,  America’s  second  largest  city  with  a 
population  of  3,620,962  people  will  fluoridate  its  city 
u ater  supply. 

On  June  16,  1954,  the  Chicago  City  Council  ap- 
proved the  fluoridation  of  that  city’s  public  water 
supplies.  The  program  will  begin  as  soon  as  funds 
are  made  available  for  the  purchase  of  the  necessary 
equipment  and  material. 

When  Chicago  starts  its  fluoridation  program 
more  than  20,000,000,  in  more  than  964  cities  and 
towns  in  the  United  States  will  be  receiving  this 
preventive  measure  to  fight  tooth  decay. 

What  are  we  waiting  for,  Connecticut? 
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COMMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington  Burdette  J.  Buck,  Hartford  Harry  C.  Knight,  Middletown 

Chamnan  James  C.  Canniff,  Torrington  James  H.  Root,  Jr.,  Waterbury 

Harold  A.  Bergendahl,  Norwich  Morris  A.  Hankin,  New  Haven  Alfred  J.  Sette,  Stamford 


TV  Health  Education  Series  Inaugurated 

A new  series  of  health  education  programs  was 
inaugurated  September  1 2 from  the  television  studios 
of  WNHC-TV,  in  New  Haven. 

Titled  “Stay  Well,”  the  series  is  sponsored  by  the 
Connecticut  TV  Committee  for  Health  Education, 
comprising  2 1 representatives  from  1 3 statewide 
official  and  voluntary  health  agencies,  and  four  tele- 
vision stations. 

The  programs  are  scheduled  for  1 3 consecutive 
Monday  evenings,  from  6; 00  to  6:15  p.  m.  The 
titles  of  the  first  three  programs  in  the  series  were 
“You  and  Cancer,”  “A  Trip  Through  Your  Heart,” 
and  “Will  Power  and  Arthritis.”  Other  programs  in 
the  current  series  will  be  concerned  with  accident 
prevention  and  medical  and  hospital  care. 

In  cooperation  with  the  TV  Committee,  the  State 
Medical  Society  'vt’ill  sponsor  four  of  the  programs 
commencing  Monday,  August  23,  and  continuing 
through  September  13.  The  programs  will  be  titled 
“Your  Medical  Care  Today,”  “When  the  Doctor 
Comes  to  Your  House,”  “How  to  Help  Your  Doctor 
Help  You,”  and  “When  the  Patient  Needs  Special 
Care.” 

The  Connecticut  TY^  Committee  for  Health  Edu- 
cation was  formed  in  July,  1953,  to  provide  the 
State’s  television  station  managements  and  health 
agencies  with  a clearing  house  for  authentic  health 
information  programs.  Member  agencies  have  pooled 
their  experience  in  health  education  to  assure  the 
production  of  an  integrated  series  of  programs. 
Regulations  adopted  by  the  Committee  prohibit  the 
use  of  fund  raising  appeals  on  any  of  the  programs. 

Fairfield  County  Survey  Discloses  Most 

Towns  Have  Toll-Free  Emergency  Service 

Residents  in  19  of  the  23  towns  in  Eairfield  County 
now  have  access  to  emergency  medical  services 


through  toll-free  telephone  networks,  according  to  a 
survey  recently  completed  for  the  Eairfield  County 
Medical  Association  by  Arnold  P.  Olson,  executive 
secretary. 

Only  four  towns  are  not  included  in  the  toll-free 
areas  at  the  present  time,  Newtown,  Ridgefield, 
Redding  and  Sherman.  Their  combined  population 
of  15,000  represents  only  a small  portion  of  the  total 
county  population  of  approximately  555,000,  the 
survey  discloses.  It  is  anticipated  that  further  expan- 
sion and  modernization  of  the  dial  telephone  system 
will  soon  bring  all  communities  in  the  county  within 
the  toll-free  areas. 

Emergency  medical  call  plans  are  sponsored  by 
local  medical  societies  in  cooperation  with  the  Eair- 
field County  Medical  Association  in  five  major 
centers  of  population,  Bridgeport,  Danbury,  Nor- 
walk, Stamford  and  Greenwich. 

"Your  Doctor”  Film  Screened  for  High 
School  Students 

“Your  Doctor,”  the  fifteen  minute  sound  film  pro- 
duced by  the  American  Medical  Association  and 
RKO-Radio  Pictures  was  recently  shown  to  more 
than  600  students  in  four  of  Connecticut’s  high 
schools.  The  film  was  shown  before  an  audience  of 
394  students  at  the  Wilby  High  School,  Waterbury, 
and  was  later  screened  at  high  schools  in  Westport, 
Old  Lyme  and  Newtown. 

The  film  is  available  for  showing  before  commu- 
nity groups  without  charge,  except  for  return  post- 
age. Organizations  desiring  to  use  the  film  must  pro- 
vide their  own  sound  projector  and  operator. 
Physicians  who  desire  to  obtain  a copy  of  the  film 
for  use  as  part  of  a speaking  program  are  requested 
to  reserve  it  through  the  office  of  the  State  Medical 
Society  as  far  in  advance  of  the  meeting  date  as 
possible. 
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PHYSICIAN  CONTRIBUTIONS  TO  THE 
1954  AMEF  CAMPAIGN  WILL  . . . 


® Assure  representation  of  the  medical  profession  in 
the  drive  to  balance  medical  school  budgets. 

® Help  reap  the  full  benefits  of  a system  of  medical 
education  unparalleled  in  history. 

® Encourage  support  from  industry  and  other  seg- 
ments of  our  society. 

9 Help  medical  schools  to  maintain  high  standards. 

® Help  preserve  academic  freedom  and  maintain 
America’s  leadership  in  medicine. 


Your  Contribution  is  Needed 


O B I T U A K Y 
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Berkley  M.  Parmelee,  M.D. 

1895  - 1952 


Dr.  Berkley  jM-  Parmelee,  aged  fifty-seven,  of 
Bridgeport,  Connecticut,  died  suddenly  of  a heart 
ailment  in  his  office  on  December  23,  1952.  At  the 
time  of  his  death  Dr.  Parmelee  was  Director  and 
Senior  Attending  Radiologist  at  the  Bridgeport  Hos- 
pital. 

Dr.  Parmelee  was  born  on  April  18,  1895  in  Sr. 
Albans,  VArmont.  He  received  his  m.d.  degree  from 
the  University  of  Vermont  Medical  School  in  1917 
and  served  his  internship  at  the  Bridgeport  Hospital 
from  1918  to  1921.  During  his  internship  he  was 
commissioned  a lieutenant  in  the  United  States  Army 
Medical  Corps  in  World  War  I.  He  was  in  general 
practice  in  Bridgeport  and  later  had  his  preceptor 
training  in  radiology  at  Bridgeport  Hospital  under 
Dr.  Arthur  LaField  with  whom  he  was  associated 
for  several  years.  Dr.  LaField  died  in  1933.  In  addi- 
tion to  his  office  practice  Dr.  Parmelee  had  been 
attending  radiologist  at  the  Bridgeport  Hospital  from 
1933  until  his  death.  His  latest  work  at  the  hospital 
involved  the  establishment  of  a radioisotope  labora- 
tory for  the  treatment  of  cancer. 

Dr.  Parmelee  was  president  of  the  Bridgeport 


Medical  Society  in  1939  and  president  of  the  Fair- 
field  County  iMedical  Association  in  1943,  and 
chairman  of  the  Section  of  Radiology  of  the  Con- 
necticut iMedical  Society.  He  was  a member  of  the 
American  Roentgen  Ray  Society,  the  American 
iMedical  Association,  a fellow  of  the  American  Col- 
lege of  Radiology  and  a diplomate  of  the  American 
Board  of  Radiology. 

Berkley  Parmelee  was  an  extremely  able,  enthusi- 
astic radiologist.  He  was  one  of  the  pioneers  in 
promoting  radiology  on  the  highest  scientific  plane 
in  relation  to  both  community  and  hospital.  He  w'as 
quiet  by  nature,  unruffled  and  deliberate  in  habit; 
but,  back  of  this,  he  inspired  confidence  both  in  his 
fellow  physicians  and  his  patients.  He  enjoyed  his 
family,  his  friends,  and  his  home  in  a rural  section 
of  Stratford,  Connecticut,  that  took  on  an  appear- 
ance of  his  family  farm  home  in  St.  Albans,  Ver- 
mont; and  throughout  his  somewhat  shortened  life 
he  was  a thorough  gentleman.  It  is  with  great  diffi- 
culty that  we  accept  his  passing  for  he  leaves  a void 
that  cannot  be  filled. 

R.  H.  Lockhart,  m.d. 


Are  Reaction  Tests  Necessary? 

The  treatment  of  alcoholism  with  disulfiram,  after 
a trial  of  some  5 years,  has  found  many  adherents  the 
world  over,  and  some  opponents. 

The  principal  feature  of  this  treatment  is  the  fact 
that  the  presence  of  disulfiram  (Antabuse;  Alcopho- 
bin)  in  the  body  causes  a derangement  in  the 
metabolism  of  alcohol.  This  manifests  itself  by  pro- 
voking a series  of  symptoms  which  involve  the 
circulatory  system  (blood  pressure,  pulse  rate)  as 
well  as  digestive  functions  (nausea,  vomiting).  Fhus, 
a person  who  has  taken  disulfiram  is  unable  to  drink 
alcohol  without  experiencing  some  distress  of  the 
so-called  distilfi ram-alcohol  reaction.  The  reaction, 
however,  may  range  in  effect  from  a mild  flushing 
on  the  skin  to  collapse  and  even  death. 

In  spite  of  the  fact  that  this  single  property  of 
disulfiram  is  basic  to  all  treatment  of  alcoholism  w ith 
( Coiitiimed  on  page  16) 
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FROM  OUR  EXCHANGES 


Rohn  et  al.  believe  that  cobalt-iron  therapy  in 
iron  deficiency  anemia  in  infants  is  an  eflfective  thera- 
peutic agent  ( Jour,  hidictna  State  Med.  Asoc.,  46:12). 
While  the  number  of  their  cases  was  not  large  it 
appears  that  the  administration  of  cobalt  and  iron 
together  had  significant  advantages  over  the  use  of 
iron  alone  in  nearly  all  cases  of  iron  deficiency 
anemia  in  infants  and  children.  In  their  series  of 
cases  they  observed  no  signs  of  toxicity  or  side  effects 
in  the  doses  used.  They  thought  it  possible  that  this 
relative  freedom  from  side  effects  was  due  to  the 
absence  of  certain  impurities  from  the  preparations 
used.  (The  preparation  used  was  Roncovite  supplied 
by  Lloyd  Brothers,  Inc.  Each  0.6  cc.  contains  40 
mg.  of  cobalt  chloride  and  1 5 mg.  of  elemental  iron 
as  ferrous  sulphate.  The  preparation  is  essentially 
free  of  lead.) 

Cobalt  appears  to  be  a powerful  stimulant  to 
erythropoiesis  and  to  be  able  to  maintain  hemo- 
globin formation  near  the  physiologic  level.  The 
authors  know  of  no  other  agent  which  will  accom- 
plish such  an  effect. 

The  therapy  used  by  the  authors  was  approxi- 
mately equivalent  in  results  to  the  transfusion  of  1 14 
pints  of  blood  weekly  in  adults.  Their  dose  was  0.6 
cc.  of  the  cobalt-iron  preparation  used  three  times 
daily  to  infants  and  children  with  pure  iron  deficien- 
cy anemia.  This  dose  provided  approximately  45 
mg.  of  elemental  iron  per  day  as  ferrous  sulphate. 

# * * # 

“The  Roentgenogram— Its  Place  in  Pulmonary 
Dust  Disease”  is  discussed  by  Johnstone  in  the  Feb- 
ruary number  of  hidnstrial  Medicine  and  Surgery 
(23:2).  There  seems  to  be  no  meeting  of  minds  on 
the  interpretation  of  the  x-ray  shadows  as  found  in 
those  workmen  exposed  to  industrial  dust.  It  is  too 
often  forgotten  that  exposure  to  pure  silica  produces 
roentgen  changes  different  from  those  produced  by 
a mixture  of  silica  with  other  dusts  of  high  atomic 
weight  such  as  iron  or  barium.  The  mineralogies  of 
the  earth  mined  in  various  parts  of  the  world  differ 
from  each  other.  The  processing  of  certain  silicates 
alter  their  chemical  nature.  It  might  be  added  that 
opinions  on  x-ray  interpretations  become  biased 
when  experience  is  limited  to  one  type  of  industry 
or  is  confined  solely  to  miners  in  one  given  area. 

X-ray  interpretation  of  the  pulmonary  dust  disease 


is  best  done  by  the  physician  who  is  able  to  com- 
bine equally  clinical  experience  with  that  of  study- 
ing the  x-ray  films.  The  author  concludes  that  it 
takes  a heap  of  clinical  experience  to  appreciate  the 
significance  of  roentgen  changes  in  the  pulmonary 
dust  diseases. 

.fi.  4{,  .it,  ^ 

^ w ^ ^ 

“Anxiety”  states  is  a fairly  constant  problem  in 
the  every  day  practice  of  medicine.  Luton  ( Joiir. 
Tenn.  State  Med.  Assoc.,  46:12)  considers  that 
“anxiety  states”  or  reactions  are  common  to  some 
kind  of  threat  to  the  integrity  of  the  personality.  It 
may  come  from  without  or  within.  The  background 
for  the  “anxiety  state”  must  be  learned  from  a study 
of  the  experiences  of  the  patient  from  the  family 
setting  to  the  period  of  the  onset  of  the  illness. 
Treatment  should  be  directed  along  lines  of  ventila- 
tion, reassurance,  suggestion,  reeducation  and  ex- 
planation. Physical  factors  must  be  sought  for  and 
treated. 

* * * * 

Steadman  is  of  the  opinion  that  an  adequate 
amount  of  immune  globulin  should  be  allotted  for 
the  experimental  treatment  of  infectious  mononu- 
cleosis (Jour.  Tenn.  Med.  Assoc.,  46:12).  He  pre- 
sents a small  series  of  cases  of  infectious  mononu- 
cleosis which  seem  to  show  an  improvement  and  to 
suggest  that  immune  globulin  of  the  current  pool  is 
effective  as  a therapeutic  agent  in  the  treatment  of 
infectious  mononucleosis.  In  the  author’s  experience 
the  earlier  the  immune  globulin  is  given  in  the  course 
of  the  disease,  the  more  effective  it  is. 

* * * * 

Pyloric  obstruction  in  peptic  ulcer  is  usually  due 
to  a narrowing,  which  in  some  cases  is  in  the  duode- 
num instead  of  at  the  pylorus  (Roth  and  Liebowitz, 
Ann.  hit.  Med.,  40:1).  Fifty  patients  were  operated 
on  for  persistence  or  recurrence  of  gastric  retention. 
Thirty-eight  were  found  to  have  definite  narrowing 
in  either  the  duodenum  or  pylorus.  Active  ulcers 
were  present  in  almost  half  the  cases  in  spite  of 
previous  medical  therapy.  Obstruction  often  ap- 
peared to  be  due  to  the  effect  of  an  active  ulcer  on 
a duodenum  or  pylorus  narrowed  by  prevoius  scar- 
ring. 

In  all,  83  patients  with  peptic  ulcer  and  gastric 
retention  were  reviewed.  The  retention  usually 


Use  of  Alidase®in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 

In  traumatic  surgery^  where  ‘"'definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema'"  Alidase  is  an  efficient  mea?is^’^ 
of  accelerating  dispersion  of  accumulated  fluids. 


Swenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
1 per  cent  procaine  solution  will  also  produce  local 
vasodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluids  administered  with  Alidase  are  rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postopei'ative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusIand,  W.  R.,  Jr.;  Gartland,  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  :604  (July)  1953. 

2.  Swenson,  S.  A.,  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 

Am.  J.  Surg.  57:384  (March)  1954.  ~ ‘ 
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cleared  within  a week  of  institution  of  medical 
treatment  in  patients  who  did  not  have  a recur- 
rence, whereas  a longer  period  was  often  required  in 
those  that  later  had  a recurrence.  The  clinical  history 
and  laboratory  findings  often  indicated  whether  the 
patient  was  likely  to  be  relieved  by  medical  therapy. 
The  patients  that  came  to  operation  on  their  first  or 
subsequent  admission  and  had  organic  obstruction, 
characteristically  were  older,  had  a longer  history 
of  ulcer,  had  more  complications,  had  vomited  a 
longer  rime  and  more  regularly,  had  vomited  larger 
quantities,  and  had  often  brought  up  retained  food. 
The  laboratory  evidence,  retention  of  barium  by 
x-ray  and  gastric  residue  of  aspiration  were  usually 
greater. 


ARI-:  RIsAC HON  l ESrS  NECESSARY 
( Co'iithmed  from  page  7 / 7 j 

this  drug,  it  has  been  employed  in  two  distinct 
ways:  { 1 ) Asa  conditioning  agent,  in  the  same  way 
as  nauseant  drugs  such  as  emetine  or  apomorphine 
are  used.  In  this  form  of  therapy  the  patient  is  ex- 
posed to  a series  of  reaction  tests  during  which 
measured  amounts  of  alcohol  are  given  to  him.  ( 2 ) 
As  a means  of  “chemical  internment.”  In  this  form  of 
therapy  a reaction  is  usually  induced  only  once.  Its 
purpose  is  for  the  patient  to  learn,  through  actual 
physical  experience,  how  dangerous  it  will  be  for 
him  to  drink  while  he  is  under  treatment  with  disul- 
firam.  The  conscious  fear  of  the  reaction,  as  expe- 
rienced under  controlled  circumstances  in  the  hos- 
pital or  the  doctor’s  office,  is  expected  to  keep  the 
patient  from  drinking  in  moments  of  sudden 
temptation. 

Among  those  \vho  believe  that  just  one  reaction 
test  should  be  induced,  opinions  again  differ  as  to 
the  most  effective  way  of  creating  the  conscious  fear 
of  the  reaction  without  exposing  the  patient  to  an 
overly  severe  and  possibly  dangerous  test.  Certain 
physical  conditions  ( particularly  cardio-vascular  ab- 
normalities) have  been  considered  as  contra-indi- 
cating treatment  with  disulfiram.  A number  of 
alcoholics  have  therefore  been  excluded  from  the 
possible  advantages  of  disulfiram  treatment.  i\f. 
Crahan  (Eos  Angeles)  has  nevertheless  given  disul- 
firam to  a group  of  such  patients  but  without 
inducing  any  alcohol  reaction  test  in  them.  Instead 
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they  were  permitted  to  watch  others  undergoing  the 
reaction.  Ehis  method  was  apparently  effective  in  all 
these  patients. 

On  the  whole,  the  trend  has  been  toward  lower 
dosages  both  of  disulfiram  and  of  the  amount  of 
alcohol  given  for  the  reaction,  and  toward  keeping 
the  severity  of  the  reaction  at  a minimum.  J.  D. 
Markham  and  E.  C.  Hoff  (Richmond,  Va.)  produce 
a reaction  just  sufficient  for  the  patient  to  recognize 
what  is  happening.  The  final  development  in  this 
trend  is  illustrated  by  the  method  of  J.  I).  Armstrong 
(Ontario).  He  gives  the  patients  disulfiram  along 
with  information  and  strong  warning  as  to  what 
happens  when  alcohol  is  drunk  by  those  taking  this 
medication,  but  does  not  subject  the  patients  to  even 
one  trial  reaction.  He  states,  “VVe  are  of  the  opinion 
that  this  test  is  unnecessary  now^  that  there  is  clear 
information  available  which  can  be  passed  on  to  the 
patient.” 

I he  American  iMedical  Association,  while  advising 
extreme  caution  in  inducing  the  reaction,  does  not 
advocate  omission  of  the  test.  It  recommends  low' 
maintenance  dosages  of  the  drug  so  that  only  flush- 
ing of  the  face  wall  occur  in  a reaction  after  the 
drinking  of  about  half  an  ounce  of  w'hisky.  The 
Alcoholism  Subcommitteee  of  the  World  Health 
Organization  likewise  advises  that  an  alcohol  test 
should  be  made,  but  not  repeated.  It  points  to  some 
indication  that  continued  repetition  of  the  reaction 
may  bring  about  cardiac  damage. 

Reprinted  from  The  Connecticut  Review  on  Alcoholism 
by  permission  of  the  executive  director  of  The  Connecticut 
Coiumission  on  Alcoholism. 
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LECTURES  ON  OCCUPATIONAL  MEDICINE 

The  Faculty  of  Medicine,  Columbia  University,  announces 
a series  of  lectures  on  Occupational  A'ledicine  to  be  given 
from  nine  to  ten  o’clock  on  Saturday  mornings  beginning 
on  September  i8,  1954.  The  lectures  will  be  given  in  Amphi- 
theater 1,  College  of  Physicians  and  Surgeons,  6to  West  168th 
Street,  New  York  32,  N.  Y.  The  lecturers  will  be  members 
of  the  staff  of  the  Division  of  Occupational  Medicine  of  the 
School  of  Public  Health. 

Interested  members  of  the  medical  and  allied  professions 
are  invited  to  attend.  There  will  be  no  formal  registration 
and  no  tuition  fee.  The  schedule  is  as  follows: 

September  18 — History,  scope,  objectives  and  practice  of 
occupational  medicine. 

September  25 — Industrial  toxicology — general  principles. 

October  2 — To.xic  Metals  I. 

October  9 — To.xic  Metals  II. 

October  16 — Toxic  Solvents  1. 

October  23 — Toxic  Solvents  II. 

October  30 — Toxic  Dusts. 

November  6 — To.xic  Gases. 

November  13 — Ventilation,  lighting,  noise. 

November  20 — Elementary  nuclear  physics;  radiation 
hazards. 

November  27 — Written  examination  (optional  for  visi- 
tors). 

The  order  in  which  the  topics  are  presented  may  be 
slightly  modified  depending  on  the  availability  of  lecturers. 


ANNUAL  MEETING  VERMONT  STATE 
MEDICAL  SOCIETY  OCTOBER  3-4-5,  1954 

The  141st  annual  meeting  of  the  Vermont  State  Aledical 
Society  will  be  held,  for  the  fifth  consecutive  year,  in  con- 
junction with  the  New  Hampshire  Medical  Society  at  the 
Adt.  Washington  Hotel,  Bretton  Woods,  N.  H.,  on  October 
3,  4,  and  5,  1954. 

General  Session  speakers:  Lewis  Dexter,  md,,  Boston; 
Charles  G.  Child,  III,  m.o.,  Boston;  Thomas  Hale  Ham,  m.d., 
Cleveland;  Pearce  Bailey,  m.d.,  AVashington;  George  F. 
Wilkin,  M.D.,  Boston. 

Sectional  speakers:  Internal  Aledicine — Professor  Herbert 
A.  Carroll,  University  of  New  Hampshire;  Lewis  Dexter, 
M D , Boston.  Surgery — C.  Stuart  Welch,  m.d.,  Albany. 

Specialty  meetings  will  be  held  on  Tuesday,  October  5, 
in  anesthesiology,  dermatology,  LENT,  general  practice, 
OB-GYN,  orthopedics,  pediatrics,  radiology,  pathology, 
psychiatry,  and  urology.  Most  of  these  programs  are  de- 
signed in  the  particular  specialty  for  the  individual  in  the 
general  practice  of  medicine. 


POSTGRADUATE  COURSES  IN  DISEASES  OF 
THE  CHEST 

The  Council  on  Postgraduate  .YIedical  Education  of  the 
American  College  of  Chest  Physicians,  in  cooperation  with 
the  respective  State  chapters  of  the  College  as  well  as  the 
staffs  and  faculties  of  the  local  hospitals  and  medical  schools, 
will  sponsor  the  Ninth  Annual  Postgraduate  Course  on 
Diseases  of  the  Chest  at  the  Hotel  Knickerbocker,  Chicago, 
Illinois,  October  18-22,  1954,  and  the  Seventh  Annual  Post- 
graduate Course  on  Diseases  of  the  Chest  to  be  held  at  the 
Hotel  New  Yorker,  New  York  City,  November  8-12,  1954. 

These  annual  postgraduate  courses  endeavor  to  bring 
physicians  up  to  date  on  recent  advancements  in  the  diagnosis 
and  treatment  of  heart  and  lung  diseases.  Tuition  for  each 
course  is  $75. 

Further  information  may  be  secured  by  writing  to  the 
Executive  Director,  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  ii,  Illinois. 


PRELIMINARY  PROGRAM 
THIRD  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST 
Barcelona,  Spain,  October  4-8,  1954 

Sponsored  by  Council  on  International  Affairs,  American 
College  of  Chest  Physicians,  under  the  patronage  of  the 
Spanish  Government. 

Leading  specialists  in  cardiac  and  pulmonary  diseases 
throughout  the  world  will  participate  in  scientific  discussions 
dealing  with  recent  advances  made  in  the  diagnosis  and  treat- 
ment of  heart  and  lung  diseases.  Delegations  of  chest  special- 
ists from  all  countries  will  be  present  in  Barcelona  for  this 
important  Congress  and  all  physicians  interested  in  diseases 
of  the  chest  are  cordially  invited  to  attend.  The  official 
languages  for  the  Congress  are  Spanish,  French,  German 
and  English.  For  further  information  please  communicate 
with  the  Secretary  General,  Professor  Anthony  Caralps, 
Corcega  393,  Barcelona,  Spain. 


RHODE  ISLAND  MEDICAL  SOCIETY  PRIZE 

The  Trustees  of  what  is  considered  America’s  oldest 
medical  essay  competition,  the  Caleb  Fiske  Prize  of  the 
Rhode  Island  iMedical  Society,  announce  as  the  subject  for 
this  year’s  dissertation  “iModern  Developments  in  Anes- 
thesia.” The  dissertation  must  be  typewritten,  double  spaced, 
and  should  not  e.xceed  10,000  words.  A cash  prize  of  $230  is 
offered. 

For  complete  information  regarding  the  regulations  write 
to  the  Secretary,  Caleb  Fiske  Fund,  Rhode  Island  Medical 
Society,  106  Francis  Street,  Providence  3,  Rhode  Island. 


AUGUST,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 


719 


CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
5^  each  additional 
2^4  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tory. We  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  Meriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meriden,  Conn. 


FOR  SALE:  Brand  new,  beautiful  treatment  room  furniture, 
chip  and  age  resistant — life  time  durability — latest  features — 
24  inch  width  examining  table — seven  colors,  at  a discount  of 
25%  off  the  list  price.  New  precision  made  .stainless  instru- 
ments at  a savings  up  to  50% — All  chrome  Gooseneck  lamps 
$15.00 — Set  of  5 chrome  covered  labeled  sundry  jars  $8.50 — 
New  physicians  and  baby  scales  at  20%  savings — F.C.C. 
license  short  wave  machines — Rebuilt  Castle  sterilizers,  all 
sizes,  $30.00  up — Magni-focusing  lamps  $25.00 — Examining 
tables  $50.00 — Instrument  cabinets  $50.00 — New  McKesson 
Basal  Metabolism  complete  $175.00 — Continental  scale  $35.00 
— EENT  chairs  $15.00  up — Wall  examining  lamp  $30.00 — 
Tycos  and  Baumonometers,  bag  and  wall  type  $20.00 — Mon- 
ocular microscopes  $75.00  up — Dare  hemoglobinometers 
$25.00 — Welch-Alien  otiscope  $20.00 — Eye  test  cabinet  $25.00 
— Suction  and  pressures — Infra-red  lamps — Used  x-ray 
screens  and  cassettes  and  hundreds  of  small  items  at  tremend- 
ous savings.  Our  references  are  hundreds  of  completely 
satisfied  doctors.  We  have  no  overhead,  or  salesmen.  Our 
warehouse  is  opened  only  by  appointment  every  day — eve- 
nings and  Sundays.  Phone  Meriden  5-9675  or  write  Harry 
Sacker,  P.  O.  Box  642,  Meriden,  Connecticut. 


Rare  opportunity  for  young  general  practitioner.  One  of 
the  towns  west  of  Hartford  urgently  needs  young  resident 
hospital  physician  of  highest  standing.  Beautiful  residence 
may  be  purchased,  suitable  professional  occupancy  and  home. 
Ideal  village  location.  Will  endeavor  to  assist  financing  quali- 
fied physician  through  G.I.  loan.  John  C.  Braislin,  Realtor, 
Canton,  Collinsville  OWen  3-8314. 


Three  Gables  Convalescent  Home  at  Canton  Green.  Illness 
of  owner  makes  available  for  purchase,  going  convalescent 
home  of  excellent  reputation  in  ideal  location.  First  floor 
offers  facilities  for  9 bed-patients,  modern  oil  heat,  including 
most  equipment  necessary  to  operate.  Asking  $30,000.  Adake 
offer.  John  C.  Braislin,  Realtor,  Canton,  Collinsville  OWen 
3-8314. 


FOR  SALE:  Direct  writing,  portable  E K G,  Beck-Lee, 
nearly  new,  perfect  condition,  complete  with  all  accessories, 
cloth  cover  and  instruction  booklet.  This  is  an  excellent 
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I In  very  special  cases 
I A very 
I superior  Brandy 


i SPECIFY 


^E  WORLD  S PREFERRED  COGNAC  BRANDY  S 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 


_ 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  — 
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ORTHOPAEDIC  APPLIANCES 
BUILT  TO 

PHYSICIANS’  PRESCRIPTIONS 
ONLY 


SHIRLEY  BROS. 

26  ASHLEY  STREET,  HARTFORD 
Phone  6-3748 

Braces  - Belts  - Etc. 

EISTABLISHEID  1910 


machine  for  laboratory,  hospital  or  individual.  Sacrifice  at 
$275.  G.  E.  Moore,  M.D.,  Darien,  Connecticut,  5-0163. 


WANTED:  (NEW  ENGLAND)  Business  manager  or 

operating  steward  for  private  psychiatric  institution.  Excel- 
lent opportunity  for  young  man  or  woman  to  learn  business 
administration  of  high-class  psychiatric  unit  with  full  range 
of  therapies  and  located  in  most  attractive  setting.  Write 
F.  F.  c/o  Connecticut  State  Medical  Journal,  160  St.  Ronan 
Street,  New  Haven,  Connecticut. 


THE  AMERICAN  GERIATRICS  SOCIETY 

In  keeping  with  the  objectives  of  the  Society  to  make 
readily  available  to  the  medical  profession  knowledge  of  the 
latest  clinical  practices  having  to  do  with  this  broad  field 
The  American  Geriatrics  Society  will  give  a Graduate 
Symposium  on  Geriatric  Adedicine  at  the  Roosevelt  Hotel, 
New  York  City,  November  12  and  13,  1954. 

This  is  a service  provided  by  the  Society  for  its  Fellows 
and  all  members  of  the  medical  profession. 

Distinguished  specialists  from  our  leading  medical  schools 
and  teaching  hospitals  will  conduct  the  symposium. 

We  cordially  invite  all  intere.stcd  physicians  to  attend  this 
important  symposium. 

There  will  be  no  registration  fee. 
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SIXTH  AMERICAN  CONGRESS  FOR 
OBSTETRICS  AND  GYNECOLOGY 
IN  DECEMBER 

The  American  Committee  on  Maternal  Welfare  and  the 
American  Academy  of  Obstetrics  and  Gynecology  have 
joined  forces  to  co-sponsor  a unique  five  day  conference  for 
physicians,  nurses,  public  health  officials  and  hospital  admin- 
istrators. The  Sixth  American  Congress  on  Obstetrics  and 
Gynecology  will  convene  at  the  Palmer  House  in  Chicago, 
December  13  through  17. 

The  Congress  will  offer  a comprehensive  program  of  panel 
discussions,  round  tables,  symposia  and  formal  presentations. 


NEWS 

from  County  Associations 

Fairfield 

A Committee  on  Local  Arrangements  for  the 
annual  meeting  of  the  Connecticut  State  Medical 
Society  which  will  be  held  at  the  Stratford  High 
School  in  Stratford  on  April  26,  27,  and  28,  1955  was 
recently  appointed  by  the  Board  of  Trustees  of  the 
Fairfield  County  Medical  Association.  The  com- 
mittee consists  of  Edwin  R.  Connors,  secretary  of 
the  Fairfield  County  Medical  Association  as  chair- 
man, Nathan  H.  Friedman,  Sidney  L.  Penner, 
Nicholas  P.  R.  Spinelli,  Daniel  Barker,  Stuart  L. 
Joslin  and  Mr.  Arnold  P.  Olson,  executive  secretary 
of  the  Fairfield  County  Adedical  Association.  The 
annual  banquet  of  the  Society  will  be  held  at  the 
Stratfield  Hotel  in  Bridgeport  on  April  27,  1955. 

The  Annual  Scientific  Assembly  of  the  Connecti- 
cut Academy  of  General  Practice  will  take  place  on 
October  20  at  the  Stratfield  Hotel  in  Bridgpeort.  It 
will  consist  of  six  lectures  in  morning  and  afternoon 
sessions  and  dinner  at  night.  Members  and  their  wives 
will  be  guests  of  the  Academy  at  lunch  in  the  Strat- 
field and  a card  party  will  be  held  for  the  wives  in 
the  afternoon. 

D.  Olan  Adeeker  of  Riverside  was  elected  to  mem- 
bership in  the  American  Proctologic  Society  on  June 
9 at  the  annual  meeting  of  the  Society  held  in  Los 
Angeles.  Dr,  Meeker  was  elected  a member  of  the 
New  England  Proctologic  Association  at  a meeting 
of  the  Association  held  in  Waterbury  on  May  8. 

The  Fairfield  County  Adedical  Golf  Association 
held  a tournament  at  the  Adill  River  Country  Club  in 


Stratford  on  June  23  and  the  July  tournament  at  the 
New  Canaan  Country  Club  on  July  21. 

Kurt  A.  Oster  of  Bridgeport  has  contributed  two 
chapters  to  the  textbook,  “Antiseptics,  Disinfectants, 
Fungicides,  and  Chemical  and  Physical  Sterilization,” 
edited  by  Dr.  G.  F.  Reddish  and  published  by  Lee 
and  Febiger,  entitled,  “Fungistatic  and  Fungicidal 
Test  Adethods,”  and  “Fungistatic  and  Fungicidal 
Compounds.” 

The  Annual  Golf  Outing  of  the  Bridgeport  Medi- 
cal Association  was  held  at  the  Long  Shore  Country 
Club  in  Westport  on  the  afternoon  of  July  7.  The 
highlight  of  the  outing  was  the  tournament  between 
the  Bridgeport  Hospital  team  consisting  of  C.  Fred 
Yeager,  Paul  Harwood,  Edward  F.  Trautman,  Ed-  j 
ward  P.  McCreary  and  Colman  Lopatin  and  the  St.  i 
Vincent’s  Hospital  team  composed  of  Ralph  L. 
Parker,  John  Gulash,  Adichael  C.  Luciano,  Joseph 
Chiota  and  Leonard  Scalzi.  The  Bridgeport  Hospital 
team  were  the  victors.  C.  Fred  Yeager  won  low 
gross  honors  with  Paul  H.  Harwood  and  Ralph 
Parker  runners-up.  Roland  T.  Wehger  was  the  vic- 
tor in  the  handicap  division  with  Edwin  F,  Trautman 
runner-up.  The  president  of  the  Association,  John 
F.  Nolan,  with  his  new  bride  also  participated  in  the 
tournament. 

i 

Hartford 

The  Public  Relations  Committee  is  now  clearing 
a new  survey  which  will  undertake  to  determine  | 
medical  needs  in  the  community.  ! 

Sometime  in  the  early  part  of  July,  Hartford  j 
County  Medical  Association  physicians  received  a ^ 
Blue  Cross  questionnaire  asking  whether  they  would  i 
be  interested  in  their  new  higher  benefit  comprehen-  . 
sive  plan.  In  order  to  make  this  plan  operative  for  ; 
Hartford  County  Medical  Association’s  present  | 
group,  75  per  cent  of  the  entire  membership  will  ! 
have  to  subscribe  (about  600  members).  ■ 

Recently  Alfred  L.  Burgdorf,  director  of  the  ; 
Hartford  Health  Department,  spoke  to  the  Women’s 
Auxiliary  of  Flartford  Hospital  on  “Community  | 
Patterns  for  Health.” 

Curtiss  B.  Hickcox,  deputy  chairman  of  the  De-  | 
partment  of  Anesthesiology  at  Hartford  Hospital  j 
and  secretary-treasurer  of  the  American  Board  of  i 
Anesthesiology,  served  as  an  examiner  during  the  ' 
Board’s  semi-annual  meeting  in  New  Orleans.  ‘ 

The  Connecticut  Veterans’  Administration  Medi-  | 
cal  Society  consisting  of  the  Hartford  and  Bridge-  j 
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port  Regional  offices  recently  elected  Julius  Sachs, 
president,  Paul  M.  Sher^^’ood,  vice-president  and 
Joseph  Brandriss,  treasurer. 

Andrew  J.  Canzonetti  of  New  Britain  has  returned 
to  practice  after  serving  18  months  in  Korea.  Dr. 
Canzonetti  was  Assistant  Chief  of  Surgery  on  the 
hospital  ship.  Haven,  and  Chief  of  Surgery  at  the 
New  London  Submarine  Base. 

Three  chest  specialists,  Francis  D.  T.  Bowen, 
William  A.  Goodrich  and  James  J.  Hennessey,  have 
begun  reading  some  6,000  chest  x-rays  taken  by  the 
Greater  Hartford  Tuberculosis  and  Public  Health 
Society. 

Charles  W.  Golf  spoke  to  the  Hartford  Anthro- 
pological Society  last  month  on  “The  Cultural  and 
Historical  Determinants  of  Syphilis”  and  outlined  in 
detail  the  history  and  treatments  of  this  disease  up  to 
the  present. 

In  a three  week  trip  this  last  month  William  B. 
Scoville,  Hartford  neurosurgeon,  attended  the 
American  Academy  of  Neurology  meetings  in 
Washington,  the  American  Psychiatric  Association 
in  St.  Louis,  the  Harvey  Cushing  Society  in  Santa 
Fe,  and  a lobotomy  symposium  in  Cincinnati. 

The  medical  staff  of  New  Britain  Memorial  Hos- 
pital has  reelected  Dwight  J.  Bernstein,  president. 
Dr.  Bernstein  is  a graduate  of  the  University  of  Ver- 
mont, College  of  iVledicine.  He  is  a member  of  the 
pediatric  staff  at  New  Britain  General. 

First  plans  for  housing  the  Hartford  County  Medi- 
cal Association  in  the  proposed  new  building  at 
Scarborough  Street  were  submitted  to  the  Associa- 
tion’s housing  committee  for  consideration  this 
month  by  the  Hartford  iVIedical  Society.  Architect’s 
plans  for  the  executive  offices  call  for  1,500  square 
feet  on  the  second  floor  over  the  superintendent’s 
quarters  just  in  back  of  the  auditorium.  The  execu- 
tive offices  will  include  an  executive  secretary’s 
office,  a secretary’s  office,  an  outer  office  for  per- 
sonnel, files  and  equipment,  a store  room  and  a large 
room  for  a switchboard  telephone.  Benjamin  Salvin, 
chairman  of  the  County’s  Housing  Committee,  said 
that  the  architect’s  plans  meet  with  the  committee’s 
approval.  He  said  that  final  approval  of  location  and 
cost  would  be  up  to  the  Board  of  Directors.  Other 
members  of  this  Housing  Committee  are:  Amos  E. 
Friend  of  Manchester,  Thomas  AI.  Feeney,  Burdette 
J.  Buck,  and  Ralph  T.  Ogden  of  Hartford,  Adartin 
I.  Hall  of  Bristol  and  Harold  M.  Clarke  of  New 
Britain. 

New  appointments  to  the  Committee  on  Industrial 
Health  were  announced  last  month  by  Amos  E. 


Do  You  Face  This 
PROBLEM  ? 

Like  other  busy  people,  doctors  may  find  there 
“just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet:  “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1192 

Member  Federal  Deposit  Insurance  Corporation 


Hartford  National  Bank  and  Trust  Co.mpany 
Main  and  Pearl  Streets 
Hartford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 
“Your  Financial  Secretary” 

Name  

Street  & No 


City  or  Town 
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CONNECTICUT 

AMBULANCE 

ASSOCIATION 

Emergency  Hospital  _ _ _ _ Bridgeport 

Nelson  Ambulance  Service  - - Bridgeport 
Dunn  Ambulance  Service  - - - - Bristol 

iMaynard  Ambulance  Service  East  Hartford 
Aetna  Ambulance  Service  - - - Hartford 
Maple  Hill  Ambulance  Service  - Hartford 
Kamen’s  Ambulance  Service  - - Meriden 
Chamberlain  Ambulance  Service  - Milford 
New  Britain  Ambulance  Service  New  Britain 
Flanagan  Ambulance  Service,  Inc.  New  Haven 
Union-Lyceum  Ambulance  Service 

New  London 

Fairfield  Oxy.  & Amb.  Service  - Stamford 
Academy  Ambulance  Service  - - Stratford 

Campion  Ambulance  Service  - W ater bury 
Fitzgerald’s  Ambulance  Service  W ater  bury 

Waterbury  Hospital  - - - - Water  bury 

‘'^Qualified  Drivers  and  Attendants’’’’ 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Friend,  president.  They  are:  Roland  Z.  Carignan, 
chairman;  Robert  R.  Keeney,  Jr.,  Bernard  S.  Dig- 
nam,  Francis  J.  Ryan,  Harvey  H.  Sirota,  Alfred  B. 
Sundquist,  Vincent  J.  Turco,  William  H.  Horton, 
Thomas  F.  LaPorte  and  William  Livingstone. 

Added  to  the  Committee  on  Public  Relations  are: 
Burdette  J.  Buck,  chairman;  Harold  J.  Lehmus  and 
Dwight  J.  Bernstein. 

Appointed  to  the  Committee  on  Medical  Ethics 
and  Deportment  are:  D.  Dillon  Reidy,  chairman; 
Dewey  Katz  and  Charles  W.  Goff.  Other  members 
are:  Howard  J.  Lockwood,  Martin  I.  Hall,  Wilson  F. 
Smith,  Amos  E.  Friend,  Thomas  M.  Feeney  and 
Philip  M.  Cornwell. 

Delegates  to  other  county  associations  are:  Henry 
Kraszewski  to  Fairfield;  Harold  B.  Woodward  to 
Litchfield;  Charles  Tucker  to  Middlesex;  Timothy 
Curran  to  New  Haven;  Gerard  Miller  to  New  Lon- 
don; Walter  M.  Schardt  to  Tolland;  and  Robert  R. 
Keeney,  Jr.,  to  Windham  County. 

Middlesex 

A former  intern  at  Middlesex  Memorial  Hospital 
is  coming  back  to  Middletown  to  go  into  private 
practice.  After  finishing  his  tour  of  duty  here,  An- 
drew Turano  spent  the  past  two  years  as  a resident 
in  pediatrics  at  University  Hospital  in  New  York. 
He  is  going  to  limit  his  practice  to  pediatrics. 

Another  newcomer  to  town  is  William  Sweeney. 
He  is  going  to  join  G.  M.  Craig,  C.  B.  Crampton 
and  A.  W.  Thomson  in  the  practice  of  obstetrics 
and  gynecology. 

Marie  Lindsay,  who  has  been  in  charge  of  one  of 
the  female  services  at  the  Connecticut  State  Hospital, 
retired  at  the  end  of  June. 

Following  the  resignation  of  Hazen  Calhoun,  the 
following  men  were  appointed  as  medical  examiners: 
Norman  Rindge  for  the  town  of  Killingworth  and 
A.  B.  Rafkind  for  the  town  of  Haddam. 

Francis  Korn,  who  has  been  practicing  general 
medicine  in  Durham  for  the  past  several  years,  has 
taken  a residency  in  roentgenology  at  New  Haven 
Hospital.  He  will  continue  to  see  patients  by  ap- 
pointment. 

New  London 

Walter  McKeand  Brown,  m.d.  announces  the 
opening  of  his  office  at  295  Long  Hill  Road,  Groton. 
Practice  limited  to  obstetrics  and  gynecology. 

Hugh  Lena  and  Paul  Gerity  recently  successfully 
completed  part  two  of  American  Board  in  Surgery. 
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The  monthly  dinner  lecture  meeting  of  the  Law- 
rence and  Memorial  Hospital  was  held  June  17.  The 
speaker,  Bertram  Selverston,  professor  of  neurosur- 
oery,  Tufts  College  Medical  School,  neurosurgeon 
in  chief.  New  England  Center  Hospital,  spoke  on 
“Epilepsy  in  the  Adult.” 

On  June  28  at  the  annual  dinner  meeting  of  the 
New  London  Heart  Chapter,  Richard  Starr,  m.i>.  was 
elected  president  and  Harold  Irwin,  m.d.,  vice- 
president.  Past  president  Hilliard  Spitz  was  praised  in 
the  accomplishment  of  the  chapter  in  the  past  year. 
The  organization  is  presently  sponsoring  a program 
to  obtain  penicillin  to  be  given  prophylactically  to 
children  suffering  from  rheumatic  fever. 

Charles  Pfizer  & Company  was  host  to  about  70 
members  of  the  New  London  County  Medical 
Association  June  2 3 at  the  Pfizer  clubhouse  following 
the  third  annual  golf  tournament  at  the  Shenecossett 
Country  Club.  During  a buffet  dinner  at  the  club- 
house, Walter  L.  Elwood,  Jr.,  superintendent  of  the 
Groton  plant,  presented  awards  to  13  Association 
members  for  various  accomplishments  in  the  tourna- 
ment. Recipients  were  Fred  J.  Fagan,  Louis  P.  De- 
Angelis,  Joseph  C.  Woodward,  John  F.  Brosnan, 
Louis  P.  Saxe,  and  Fred  W.  Goodrich.  Also  S.  Paul 
Tombari  of  Waterford;  Mario  J.  Albamonti,  Robert 
D.  Hayes,  David  G.  Rousseau  and  Casmir  E.  Bielecki 
of  Norwich;  John  A.  Celestino  and  Paul  R.  Kelly 
of  Westerly.  The  committee  in  charge  included 
John  Boland  of  Manchester,  district  sales  manager, 
and  Edward  McCann  and  Robert  Geisler,  sales 
representatives. 

It  has  been  announced  by  Sister  M.  Emmanuel, 
administratrix  of  the  new  Marian  Hospital,  that  this 
institution  at  1 54  Broad  Street,  New  London  will  be 
opened  in  the  very  near  future.  It  will  be  under  the 
direction  of  the  Daughters  of  Mary  of  the  Immacu- 
late Conception  and  is  for  the  care  of  people  of  all 
faiths  and  creeds.  All  doctors  interested  in  joining 
the  staff  are  requested  to  file  applications. 


NEW  BOOKS  IN  REVIEW 

THE  MEANING  OF  SOCIAL  MEDICINE.  By  lago 
Galdston,  m.d.,  Secretary  Medical  Information  Bureau, 
The  New  York  Academy  of  Medicine.  Cmubridge,  Mass.: 
Harvard  University  Press.  1954.  137  pp.  $2.75. 

Reviewed  by  Stanley  B.  Weld 

This  is  a very  thought-provoking  volume  written  by  one 
of  medicine’s  most  dynamic  characters.  To  appreciate  it  fully 


For  truly  healthful  sleeping  comfort,  Sealy  has 
created  an  entirely  new  mattress,  designed  in  co- 
operation with  leading  Orthopedic  surgeons.  The 
patented  Posturepedic  coil,  "heart”  of  Sealy’s 
superior  support,  aid  true  spine-on-a-line  sleeping 
posture.  See  the  completely  different  Sealy  Posture- 
pedic today. 

Doctors  are  invited  to  inquire  about  the  professional 
discount  which  is  offered  on  the  purchase  of  a Sealy 
Posturepedic  for  the  doctor’s  personal  use  only. 

SEALY  MATTRESS  COMPANY 

■^9  Benedict  St.,  Waterbury  89,  Conn. 
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Grand  Vieiv  Manor 
Convalescent  Hospital 

2736  Dixwell  Ave.,  Hamden,  Conn. 
Phone  CHestnut  8-7397 


THE  BENEFICIAL  extra 
M fFIRMNESS^^  IT!  i 


THE  OUTSTANDING 
VALUE  OF  ITI  y 


THOUSANDS  OF  USERS  ACCLAIM  I 


$5995 


jo/(/  bond 

Sacro-Support 

mmmu  with  any 

DRTHOPEDICHYPE  MATTRESS 
IH  AMERICA  SEIUHG  FDR 
AS  MDCH  AS  128  MORE ! 

Made  by  a company  with  a half-century  repu- 
tation for  custom  quality,  the  Gold  Bond  Sacro- 
Support  mattress  can  be  recommended  for  its 
firm,  body-supporting  comfort,  as  well  as  its 
economical  price! 


A pleasant  spot  to  recuperate 

Hospital  cases  - Postoperative  - Chronic 
Convalescent  and  Retired  Guests 

Special  Diets  - Orthopedic  Equipment 
Physical  Therapy  - Occupational 
Therapy  - Television  Room 

Home  cooked  meals 
Your  inspection  is  cordially  invited 


Director 

Harry  J.  Magnotti 


BOX  SPRING  TO  MATCH  $59.95 


one  should  read  it  at  a single  sitting.  It  will  be  two  hours 
well  spent.  Only  five  years  ago  the  same  author  collected  a 
series  of  lectures  delivered  at  the  Institute  on  Social  Medi- 
cine in  connection  with  the  Centennial  Celebration  of  the 
New  York  Academy  of  Medicine  and  published  them  under 
the  title,  “Social  .Medicine,  Its  Derivations  and  Objectives.” 

In  the  present  volume  the  author  has  condensed  and  con- 
tinued much  of  the  discussion  of  these  several  authors,  add- 
ing his  personal  convictions  after  a visit  to  England  and  one 
to  the  Continent.  Just  what  is  social  medicine  and  how  it 
differs  from  socialized  medicine  is  the  theme  of  the  book. 
Emphasis  is  placed  on  the  concept  of  attention  to  the 
medical  needs  of  the  individual  in  his  social  environment, 
not  only  when  ill  with  some  disease  but  before  illness  has 
struck.  Herein  lies  the  difference  between  social  medicine 
and  curative  medicine  and  even  preventive  medicine  as  the 
latter  term  is  generally  understood  today. 

An  entire  chapter  is  used  to  point  out  how  modern  medi- 
cine has  failed.  Social  medicine  is  concerned,  not  only  with 
one’s  disease,  but  with  what  had  happened  and  was  happen- 
ing with  and  to  the  man  so  that  he  became  manifestly  ill 
and  what  must  be  done  to  really  effect  a cure. 

There  is  a chapter  on  the  Epidemic  Constitution  with 
pertinent  examples  taken  from  the  influenza  pandemic  of 
1918-1919.  Attention  is  called  to  the  increasing  expectancy 
of  life,  lowered  mortality  rates,  and  accompanying  increase 
in  the  problem  of  the  chronically  ill. 

Finally,  the  author  proposes  an  entire  revision  of  the 
medical  school  curriculum,  placing  the  emphasis  on  life  and 
its  fulfillment  rather  than  on  death  and  disease.  “Medical 
education,”  to  quote  Dr.  Galdston,  “envisaged  in  the  gestalt 
of  social  medicine  would  include  all  the  knowledge  now 
taught:  anatomy,  histology,  physiology,  bacteriology,  diag- 
nosis, therapy,  etc.  Their  orientation,  however,  would  be 
radically  altered.  It  would  not  be  permissable  or  possible  to 
perpetrate  such  illogical  affirmations  as,  for  example,  that 
‘tuberculosis  is  caused  by  the  tubercle  bacillus’.”  . . . 

“Medical  education  as  conceived  in  the  gestalt  of  social 
medicine  will  therefore  include  certain  knowledges  now  but 
little  cultivated  in  the  premedical  or  undergraduate  years. 
Among  such  would  be:  dynamic,  as  distinct  from  descriptive, 
biology  and  its  history;  the  history  of  medicine  with  em- 
phasis on  the  fundamental  ideas  which  inspired  and  moti- 
vated its  different  epochs;  the  sociology  of  communal  life; 
the  elements  of  anthropology;  the  elements  of  individual  and 
group  psychology.  This  curriculum  would  also  include 
enough  of  philosophy  to  enable  the  student  to  understand 
and  to  deal  with  the  problems  of  value  judgments.  For  the 
physician  needs  must  be  not  only  a healer  but  also  a coun- 
selor, and  this  function  will  be  preeminent  in  social  medi- 
cine.” 

Our  medical  school  curricula  are  in  dire  need  of  over- 
hauling. 1 wonder  how  these  changes  suggested  by  the  author 
will  appeal  to  the  deans.  Food  for  thought — and  maybe  for 
action! 

The  volume  closes  with  an  addendum  on  Social  Medicine 
in  England,  a comparison  with  socialized  medicine  in  the 
same  country,  and  some  comments  from  a summary  report 
from  conferences  on  social  medicine  held  in  England. 


S F,  P T t:  M 15  E R , NINETEEN  HUNDRED  AND  F I F T Y - F O U R 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK..# 


Cigarette 

Choose?” 


. . . REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 


DOUBLE  THE  FILTERING  ACTION! 


1 


NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

9 This  new-type  filter,  of  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  filter  research.  Each  filter  con- 
tains 20,000  tiny  filter  elements  that  give  efficient  filter- 
ing action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

9 The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


JVew  King-Size 

Filter  npyumm 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 
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I from  clinical  observations  made  in  about  | 

I I 

I I 

I I 

I I 

I two  hundred  reports,  it  is  estimated  that  I 

I I 

I I 

I I 

j I LOT  YC  IN  represents  an  antibiotic  of  | 

I (Erythromycin,  Lilly)  1 

I I 

I I 

I choice  in  more  than  80  percent  of  all  | 

I I 

I I 

I I 

I I 

I infections  treated  by  physicians I 

I I 

I I 

I I 

iLbfYU^^ 

the  original  Erythromycin 


ELI  LILLY  AND  COMPANY, 


INDIANAPOLIS  6, 


INDIANA,  U.  S.  A. 
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TWENTY-NINTH  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 

Grace-New  Haven  Community  Hospital  and  the  Medical  School 

Cedar  Street,  New  Haven 

September  15,  16,  1954 

GENERAL  INFORMATION 

Registration  Eee 

The  registration  for  members  of  the  Connecticut  State  Medical  Society  is  $3.  The  fee  for  persons 
who  are  not  members  of  the  Society  is  $4.  Payment  of  the  registration  fee  provides  for  admission  to  all 
sessions  of  the  Congress. 

Hospital  residents,  interns,  and  medical  students  will  be  admitted  to  all  sessions  without  charge,  if  a 
statement  of  their  position,  signed  by  an  official  of  the  hospital  or  medical  school,  is  presented  at  the 
registration  desk. 

Meeting  Pi.ace 

x\ll  of  the  sessions  will  be  held  in  Brady  Auditorium,  Farnum  and  Fitkin  Amphitheaters,  at  the  School  of 
Medicine  and  New  Haven  Hospital.  Three  sessions  will  be  held  simultaneously  giving  a broad  selection 
of  topics. 

Telephone 

Telephone  messages  will  be  received  at  New  Haven  TO  2-1161. 

Luncheon 

Cafeteria  luncheon  will  be  served  at  the  Memorial  Unit  on  the  t\\  o days  of  the  Congress. 

Parking 

There  are  public  parking  areas  near  the  hospital  and  metered  curb  parking.  Automobile  stickers  ^\■ill  be 
provided  for  all  registrants. 

The  Connecticut  Chapter  of  the  American  Academy  of  Pediatrics  will  hold  a social  hour  and  dinner, 
beginning  at  6; 00  p.  m.,  at  the  New  Haven  Medical  Association,  364  Whitney  Avenue,  New  Haven,  on 
Wednesday,  September  15.  Annual  business  meeting  to  follow. 

Members  of  the  Hezekiah  Beardsley  Pediatric  Club  are  cordially  invited  to  be  present  at  the  social  hour 
and  dinner.  Reservations  for  dinner  must  be  made  in  advance  by  mailing  check  for  $4  to  dinner  chair- 
man: Paul  McAlenney,  m.d.,  250  Edwards  Street,  New  Haven. 
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PROGRAM 

TWENTY-NINTH  CONNECTICUT  CLINICAL  CONGRESS 

WEDNESDAY,  SEPTEMBER  15,  1954 

MORNING  SESSIONS 

9:30  Registration 

BRADY  AUDITORIUM 
Bliss  B.  Clark,  New  Britain,  presiding 

io;oo  The  Surgical  Management  of  Varicose  Wins,  Varicose  Ulcer,  and  the  Postphlebitic  Leg 
Charles  V.  Menendez,  Brookline;  Clinical  Assistant  in  Surgery,  Massachusetts  General 
Hospital 

10:45  Gastrointestinal  Complications  of  Antibiotic  Therapy 

Chester  W.  Fairlie,  Hartford;  Assistant  Clinical  Professor  of  Medicine,  Yale  University 
School  of  Medicine;  Clmical  Assistant  in  Medicine,  Hartford  Hospital 

11:30  Problems  Associated  With  the  Diagnosis  and  Treatment  of  Hermaphroditism  in 
Children 

Nicholas  M.  Stahl,  Boston;  Instructor  in  Surgery,  Harvard  Medical  School;  Associate 
Surgeon,  Childreii’s  Hospital,  Boston 

FARNUM  AMPHITHEATER 
Hugh  K.  Miller,  Stamford,  presiding 

10:00  Cervical  Pathology  in  Sterility  Problems 

Lee  Buxton,  New  Haven;  Professor  and  Chairman  of  Department  of  Obstetrics  and  Gyne- 
cology, Yale  University  School  of  Medicme 

10:45  The  Use  of  Pituitary  Extract  in  the  Conduct  of  Labor 

D.  Anthony  D’Esopo,  New  York;  Professor  of  Clinical  Obstetrics  and  Gynecology,  Col- 
umbia College  of  Physicians  and  Surgeons;  Attending  Obstetrician  and  Gynecologist,  Col- 
umbia Presbyterian  Medical  Center 

11:30  Endocrine  Aspects  of  Infertility 

Somers  Hayes  Sturgis,  Boston;  Associate  Clinical  Professor  of  Gynecology , Harvard 
Medical  School;  Surgeon  (Gynecology ) , Peter  Bent  Brigham  Hospital 

FITKIN  AMPHITHEATER 
Benjamin  V.  White,  Hartford,  presiding 

10:00  Principles  of  Antibiotic  Therapy— Choice  of  Treatment 

Paul  B.  Beeson,  New  Haven;  Professor  of  Medicine,  Yale  University  Medical  School;  Physi- 
cian-in-Chief,  University  Service,  Grace-New  Haven  Community  Hospital 

10:45  Some  Principles  of  Antibiotic  Therapy— The  Clinical  Response 

Ivan  L.  Bennett,  Jr.,  Baltimore;  Associate  Professor  of  Medicine,  Johns  Hopkins  Medical 
School;  Physician,  Johns  Hopkins  Hospital 

11:30  Drug  Resistance  and  Its  Clinical  Implications 

Harry  Eagle,  Bethesda;  Public  Health  Service,  National  Institutes  of  Health 

12:30  Luncheon  — Memorial  Unit 
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WEDNESDAY,  SEPTEMBER  15,  1954 
AFTERNOON  SESSIONS 
BRADY  AUDITORIUM 
Gustaf  E.  Lindskog,  New  Haven,  presiding 

2:00  Cardiac  Arrest,  INCLUDING  AN  Appraisal  OF  the  Mechanical  Devices  for  Treatment 

Julian  Johnson,  Philadelphia;  Professor  of  Surgery,  School  of  Medicine  and  Graduate 
School  of  Medicine,  University  of  Pennsylvania;  Associate  Surgeon,  Hospital  of  the 
University  of  Pennsylvania 

2:45  Surgery  of  the  Ureter,  Planned  and  Accidental 

VVillet  E.  Whitmore,  Jr.,  New  York;  Associate  Professor  Clinical  Surgery  (Urology ), 
Cornell  University  Medical  College;  Attending  Surgeon  (Urology),  Memorial  Center,  New 
York 

3:30  The  Surgical  Treatment  of  Mitral  Stenosis 

William  W.  L.  Glenn,  New  Haven;  Asociate  Professor  of  Surgery,  Yale  University  School 
of  Medicine;  Attending  Surgeon,  Grace-New  Haven  Community  Hospital 

FARNUM  AMPHITHEATER 
Oliver  L.  Stringfield,  Stamford,  presiding 

2:00  Erythroblastosis  and  Jaundice  in  Infancy 

David  Yi-Yung  Hsia,  Boston;  Instructor  in  Pediatrics,  Harvard  Medical  School;  Assistant 
Physician,  Childrenl’s  Medical  Center,  Boston 

2:45  Behavior  Problems  in  Adolescence 

Felix  P.  Heald,  Boston;  Instructor  in  Pediatrics,  Harvard  Medical  School;  Assistant  Physi- 
cian in  Adolescent  Unit,  Children’’s  Medical  Center,  Boston 

3:30  Recent  Advances  in  the  Management  of  Certain  Infectious  Diseases 

William  E.  Bradford,  Rochester;  Professor  of  Pediatrics,  University  of  Rochester  School 
of  Medicme;  Pediatrician-m-Chief,  Strong  Memorial  Hospital 

FITKIN  AMPHITHEATER 
Gideon  K.  deEorest,  New  Haven,  presiding 

2:00  The  Differential  Diagnosis  of  Joint  Pains 

Marian  W.  Ropes,  Winchester;  Associate  Physician,  Massachusetts  General  Hospital;  Assist- 
ant Clinical  Professor  of  Medicine,  Harvard  Medical  School 

2:45  Observations  Regarding  Nonhormone  Therapy  for  Arthritis 

Richard  H.  Freyberg,  New  York;  Associate  Professor  of  Clinical  Medicine,  Cornell  Uni- 
versity Medical  College;  Director  of  the  Department  of  Internal  Medicine,  Hospital  for 
Special  Surgery,  New  York 

3:  30  The  Management  of  Rheumatoid  Arthritis 

Charles  Ragan,  New  York;  Associate  Professor  of  Medicine,  Columbia  University,  College 
of  Physicians  and  Surgeons;  Associate  Attending  Physician,  Presbyterian  Hospital,  New 
York 
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THURSDAY,  SEPTEMBER  16,  1954 

MORNING  SESSIONS 

9:30  Registration 

BRADY  AUDITORIUM 

John  C.  White,  New  Britain,  presiding 

io:oo  The  Surgical  Treatment  of  Intractable  Angina 

Samuel  Alcott  Thompson,  New  York;  Associate  Professor  of  Surgery,  New  York  Medical 
College;  Attending  Surgeon,  Flower  and  Fifth  Avenue  Hospital 

10:45  Acute  Pericarditis 

Morton  G.  Brown,  Boston;  Associate  Clinical  Professor  of  Medicine,  Tufts  College  Medi- 
cal School 

11:30  Operations  for  Coronary  Artery  Disease 

Claude  S.  Beck,  Cleveland;  Professor,  Cardiovascular  Surgery,  Western  Reserve  Univer- 
sity; Associate  Surgeon,  University  Hospitals,  in  charge  of  cardiovascular  surgery 

FARNUM  AMPHITHEATER 

Samuel  D.  Kushlan,  New  Haven,  presiding 

10:00  The  Choice  of  Surgery  for  Duodenal  Ulcer 

John  R.  Brooks,  Boston;  Associate  in  Surgery ^ Peter  Bent  Brigham  Hospital;  Instructor  in 
Surgery,  Harvard  Medical  School 

10:45  Acute  Upper  Gastrointestinal  Hemorrhage— Early  Use  of  Diagnostic  Technics 

Norman  M.  Scott,  Jr.,  Major  MC—USA,  Walter  Reed  Army  Hospital,  W ashington,  D.  C, 
(Prepared  in  collaboration  with  Eddy  D.  Palmer,  Lt.  Col.,  MC—USA) 

11:30  Pancreatitis 

Marshall  K.  Bartlett,  Boston;  Clinical  Associate  in  Surgery,  Harvard  Medical  School; 
Visiting  Surgeon,  Massachusetts  General  Hospital 

FITKIN  AMPHITHEATER 
Edward  J.  Ottenheimer,  Willimantic,  presiding 

10:00  Thyroiditis 

George  Crile,  Jr.,  Cleveland;  Surgeon,  Cleveland  Clinic  Hospital 
10:45  Indications  for  Thyroid  Surgery 

Oliver  Cope,  Boston;  Associate  Professor  of  Surgery,  Harvard  Medical  School;  Visiting 
Surgeon,  Massachusetts  General  Hospital 

11:30  Radioiodine  Treatment  of  Thyroid  Disease 

Sidney  C.  Werner,  New  York;  Associate  Professor  of  Clinical  Medicine,  Columbia  Univer- 
sity College  of  Physicia?2S  and  Surgeons;  Associate  Attending  Physician,  Presbyterian  Hos- 
pital, New  York 


12:30  Luncheon  — Memorial  Unit 
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THURSDAY,  SEPTEMBER  16,  1954 

AFl  ERNOON  SESSIONS 
BRADY  AUDITORIUM 
Clifford  D.  Moore,  Stamford,  presiding 

2:00  Diagnosis  and  Treatment  of  Opiate  and  Barbiturate  Addictions 

Abraham  Wikler,  Lexington;  Assistant  Professor  of  Psychiatry ^ University  of  Cincinnati 
College  of  Medicine;  Chief,  N europsy chiatric  Section,  NIMH  Addiction  Research  Center, 
Lexington,  Kentucky 

2:45  The  Use  of  Disuefiram  (Antabuse)  in  the  Coaiprehensive  Therapy  of  a Group  of  1,200 
Alcoholics 

Ebbe  Curtis  Hoff',  ph.d.,  m.d.,  Richmond;  Professor  of  Neurological  Science,  Medical  Col- 
lege of  Virginia;  Medical  Director,  Division  of  Alcohol  Studies  and  Rehabilitation,  State 
Department  of  Health,  Conntionwealth  of  Virginia 

3:30  The  Medical  Aspects  of  Alcoholism 

Maurice  Victor,  Boston;  histructor  in  Neurology , Harvard  A4edical  School;  Assistant 
Neurologist,  Massachusetts  General  Hospital 

EARNUM  AMPHITHEATER 

Luther  M.  Strayer,  Jr.,  Bridgeport,  presiding 

2:00  The  Local  Treatment  of  Severe  Burns 

Gervase  J.  Connor,  Neve  Haven;  Attending  Surgeon,  St.  Raphael's  Hospital;  Attending 
Surgeon,  Grace-New  Haven  Community  Hospital 

2:45  Salvaging  the  Injured  Hand 

William  H.  Erackelton,  Milwaukee;  Assistant  Professor  of  Surgery,  Marquette  University 
Medical  School;  Senior  Staff,  Division  of  Plastic  Surgery ^ Columbia  Hospital,  Milwaukee 

3:30  The  Management  of  Traumatic  Swelling,  Old  and  New  Methods 

Thomas  W.  Stevenson,  New  York;  Professor  of  Clinical  Surgery,  Cohmibia  University, 
College  of  Physicians  and  Siirgeons;  Attending  Surgeon,  Presbyterian  Hospital 

A Dinner  Will  Be  Held  at  the  Graduates  Club,  New  Haven,  at  6:00  p.  m.  for  Persons  Interested 
IN  THE  Surgery  of  Trauma.  Reservations  Should  Be  Made  With  Luther  M.  Strayer,  Jr.,  144  Golden 
Hill  Street,  Bridgeport:  or  William  S.  Perham,  309  Edwards  Street,  New  Haven,  by  September  7 

EITKIN  AMPHITHEATER 

Ettore  E.  Carniglia,  Hartford,  presiding 

2:00  Cerebral  Vascular  Accident— The  Differential  Diagnosis 

H.  Houston  Merritt,  New  York;  Professor  of  Neurology,  Columbia  University,  College  of 
Physicians  and  Surgeons;  Director  of  Service  of  Neurology,  Neurological  Institute,  Presby- 
teria?i  Hospital,  New  York 

2:45  The  Syndromes  of  Progressive  Occlusion  of  Carotid  and  Basilar  Ari'eries 

Joseph  M.  Eoley,  Boston;  Assistant  Professor  of  Neurology,  Harvard  Medical  School; 
Assistant  Visiting  Neurologist,  Boston  City  Hospital 

3:30  Differential  Diagnosis  of  Syncope 

Adrian  M.  Ostfeld,  New  York;  Research  Fellow  in  Medicine,  Cornell  Medical  College; 
Provisional  Assistant  Physician,  New  York  Hospital 
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NO  ANATOMIC  CAUSE  OF  DEATH 


The  forensic  (“medicolegal”)  pathologist  surveys 
and  studies  an  autopsy  population  which  is 
different  from  that  processed  by  his  clinical  col- 
league. The  clinical  pathologist  carries  out  his  post- 
mortem work  on  patients  who  have  died  of  natural 
disease  while  under  medical  observation  and  treat- 
ment for  greater  or  lesser  periods  of  time.  When  a 
body  arrives  at  a hospital  autopsy  table  it  is  usually 
accompanied  by  a clinical  chart  with  detailed  anam- 
nestic, bedside  and  laboratory  data  for  the  guidance 
and  information  of  the  prosector.  In  almost  every 
case  the  hospital  pathologist  can  demonstrate  gross 
and  microscopic  lethal  and  nonlethal  organic  changes 
which  illuminate  the  patient’s  clinical  course. 

The  forensic  pathologist  strives  also  to  demon- 
strate the  anatomic  equivalent  of  the  clinical  syn- 
drome, but  he  functions  in  a different  anatomic 
environment.  A large  proportion  of  the  cases  which 
find  their  way  to  the  medicolegal  autopsy  table  have 
died  suddenly  and  unexpectedly  while  in  a state  of 
apparent  good  health. 

Sudden  death  is  always  a startling  event,  producing 
a severe  impact  on  those  who  survive.  The  reactions 
of  humanity  to  sudden  death  vary  widely.  There  are 
those  such  as  doctor  and  author  Axel  Munthe  who 
in  answer  to  the  question,  “What  do  you  regard  as 
life’s  greatest  boon?”  replied,  “Sudden  death  with  no 
doctors  anywhere  around.”  The  majority  of  man- 
kind, however,  probably  goes  along  with  the  senti- 
ment expressed  in  the  Litany  of  the  Saints  and  asks 
to  be  spared  “from  a sudden  and  unprovided  death.” 
Added  to  the  grief  that  inevitably  follows  such  a 
loss  is  speculation  as  to  what  has  actually  happened. 
It  is  the  responsibility  of  the  forensic  pathologist  to 
establish  the  cause  of  death  in  these  cases. 

The  cases  studied  by  the  forensic  pathologist  fall 
into  four  categories  with  respect  to  the  degree  of 
certainty  with  which  the  cause  of  death  can  be 
established  by  the  autopsy  or  by  a combination  of 
postmortem  findings  and  anamnestic  data.^ 
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SUMMARY 

Three  groups  of  cases  have  been  presented  in  which 
no  real  or  apparent  organic  cause  of  death  is  seen  at 
autospy : 

1.  Fatal  poisonings  without  anatomic  changes.  These 
are  solved  in  the  forensic  chemistry  laboratory. 

2.  Instantaneous  physiologic  deaths.  These  are  diag- 
nosed by  exclusion.  They  illustrate  the  problem  of 
disordered  function  without  disordered  structure.  A 
history  of  a precipitating  event  is  essential  to  estab- 
lish the  entity. 

3.  Sudden  deaths  in  infancy.  These  may  present  no 
apparent  organic  cause  of  death.  Microscopic  examina- 
tion often  reveals  serious  disease  in  the  respiratory 
tract,  heart,  or  brain  and  thus  furnishes  a reasonable 
explanation  for  the  unexpected  exitus. 


I.  In  the  first  category  the  postmortem  findings  are 
such  as  to  establish  beyond  doubt  the  identity  of  the 
injury  or  disease  which  caused  death.  It  is  readily 
apparent  that  the  lesion  or  lesions  present  are  incom- 
patible with  life  and  are  of  antemortem  occurrence. 
The  gross  autopsy  thus  promptly  clarifies  the  un- 
anticipated demise.  In  this  category  belong  such 
self-evident  situations  as  massive  pulmonary  throm- 
boembolism or  air  embolism,  massive  intracranial 
hemorrhage,  acute  thrombotic  occlusion  of  a major 
coronary  artery  which  had  been  previously  patent, 
ruptured  luetic,  arteriosclerotic  and  dissecting  aneu- 
rysms and  the  like.  Gross  trauma  such  as  disruption 
of  the  heart,  aorta  or  brain  stem  falls  into  the  same 
category  as  does  obvious  fatal  poisoning  by  carbon 
monoxide  with  a hemoglobin  saturation  of  75  per 
cent. 

II.  In  the  second  category  postmortem  examina- 
State  Medical  Society,  Hartford,  April  28, 


NO  ANATOMIC  CAUSE  OF  DEATH  — ADELSON 


733 


don  discloses  the  cause  of  death  with  a high  degree 
of  probability.  The  changes  discovered  are  not 
necessarily  incompatible  with  life,  but  the  investiga- 
tion discloses  no  other  explanation  for  death  and  the 
location  and  nature  of  the  pathological  changes  are 
adequate  to  account  for  death.  To  this  category 
belono-  such  lesions  as  recent  and  severe  cranial  cere- 
bral  trauma  not  involving  the  brain  stem  and  not 
associated  with  massive  intracranial  bleeding, 
broncho-  or  lobar  pneumonia  sufficiently  extensive 
to  be  readily  recognized  on  gross  examination,  ad- 
vanced heart  disease,  or  a wound  which  probably 
resulted  in  severe  blood  loss. 

III.  In  the  third  category  the  cause  of  death  is 
established  primarily  by  anamnestic  facts  which  are 
confirmed  or  supported  to  a variable  degree  by  the 
postmortem  findings.  Thus,  if  it  is  known  that  the 
body  was  recovered  from  water  and  if  the  post- 
mortem examination  discloses  positive  evidence  that 
the  water  has  been  inhaled  and  no  other  evidence  or 
explanation,  it  could  be  reasonably  assumed  that 
death  resulted  from  drowning.  If  death  is  known  to 
have  been  preceded  by  a 48  hour  period  of  coma  and 
if  postmortem  examination  discloses  a blood  bar- 
biturate level  of  2 mgm./ioo  cc.  and  no  other  signifi- 
cant findings,  it  would  be  reasonable  to  conclude 
that  death  was  due  to  barbiturate  intoxication.  From 
the  standpoint  of  the  pathologist  the  evidence  upon 
which  the  cause  of  death  is  established  in  this  cate- 
gory is  less  satisfactory  than  in  the  two  preceding 
groups  inasmuch  as  the  critical  facts  upon  which  the 
diagnosis  is  based  are  not  of  his  own  acquisition. 

IV.  In  the  fourth  category  neither  the  anamnestic 
data  nor  the  postmortem  investigation,  individually 
or  in  combination,  provide  sufficient  evidence  to  do 
more  than  speculate  as  to  the  cause  of  death.  Because 
of  the  general  lay  impression  that  the  cause  of  death 
is  always  disclosed  by  an  autopsy,  the  forensic 
pathologist  may  be  pressed  to  make  a positive  state- 
ment despite  the  absence  of  adequate  evidence.  Thus, 
the  discovery  of  a minute  atheromatous  plaque  in  a 
coronary  artery  is  likely  to  result  in  death  being 
attributed  to  arteriosclerotic  heart  disease  in  the  case 
of  an  otherwise  unexplained  death  in  an  apparently 
healthy  adult.  It  would  be  preferable  to  take  advan- 
tage of  the  classification  “Diseases  Due  to  Unknown 
Causes  Without  Organic  Change”  as  listed  in  the 
Standard  Nomenclature  of  Diseases  and  Operations 
for  recording  the  cause  of  such  deaths. 

Autopsies  which  do  not  reveal  a plain  cause  for 
death  or  in  which  there  are  trivial,  equivocal  or  even 


no  positive  findings  are  a source  of  perplexity  to  the 
pathologist  who  earnestly  seeks  to  establish  a real 
reason  for  death.  Adild  degrees  of  natural  disease  may 
be  present  as  the  only  finding.  Meticulous  elimina- 
tion of  other  possibilities  is  essential  before  death 
can  be  ascribed  to  such  natural  disease.  Changes 
which  are  the  result  of  the  dying  process  must  be 
fully  screened  and  evaluated  lest  they  be  assigned  a 
causative  role.  Behind  every  unexpected  death  lurk 
innumerable  possibilities  which  may  escape  detection 
unless  a painstaking  and  thorough  search  is  made. 
The  task  may  be  of  Gordian  complexity,  but  it  is 
not  to  be  solved  by  intuition  or  a few  strokes  of  the 
knife. ^ 

It  is  to  those  sudden  and  unexpected  or  obscure 
and  unwitnessed  deaths  in  which  there  is  no  gross 
or  microscopic  evidence  of  disease  or  trauma  that  I 
wish  to  devote  our  attention.  This  puzzling  (and 
occasionally  to  the  pathologist,  embarrassing)  group 
of  cases  deserves  discussion  if  only  because  they  are 
a constantly  recurring  problem. 

Functioning  as  a morbid  anatomist,  the  pathologist 
has  relied  upon  the  autopsy  as  the  time  honored 
method  to  determine  the  cause  of  death.  He  searches 
for  anatomic  changes,  natural  or  traumatic,  whose 
presence  is  incompatible  with  survival.  These  lesions 
he  terms  the  “anatomic  cause  of  death.”  Where  no 
such  lesions  are  present,  he  must  turn  elsewhere  for 
his  answer. 

Consider  the  following  rather  common  situation 
in  forensic  practice.  An  unattended  dead  body  is 
found.  At  the  time  of  autopsy  no  witnesses  or  data 
are  available.  The  circumstances  preceding  death 
are  not  known.  Complete  autopsy  yields  anatomic 
findings  which  are  important  only  in  their  negativity 
or  nonspecificity.  What  possibilities  present  them- 
selves as  potential  solutions  to  the  pathologist  con- 
fronted by  such  a dilemma? 

DEATH  BY  POISON 

Where  significant  organic  changes  are  scant  or 
nonexistent,  death  by  poison  ranks  high  on  the  index 
of  suspicion  of  the  forensic  pathologist.  Five  per 
cent  of  all  deaths  which  come  to  the  attention  of 
official  medicolegal  investigating  agencies  result 
from  exogenous  toxic  substances.  Homicidal  poison- 
ing \\'hich  bulks  so  large  in  the  lav  mind  is  actually 
responsible  for  less  than  i per  cent  of  fatal  poison- 
ings. Suicide  and  accident  each  account  for  approxi- 
mately half  of  the  fatalities  due  to  poison.  Statistics 
from  the  Cuyahoga  County  Coroner’s  Office,  which 
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serves  Cleveland  and  the  neighboring  area,  indicate 
that  one-fourth  of  all  suicides,  one-third  of  all  acci- 
dents (excluding  vehicular  mishaps)  and  less  than  i 
per  cent  of  all  homicides  are  due  to  poisons.^  In  a 
population  of  1.5  million  there  are  75  fatal  poisonings 
annually.  The  same  ratio  probably  holds  true  in  the 
metropolitan  areas  of  Connecticut.  Deaths  due  to 
poison  are  not  rare. 

There  are  common  poisons  which  produce  striking 
and  even  characteristic  anatomic  changes  readily 
recognized  at  autopsy.  Such  are  the  cherry-red  color 
of  acute  carbon  monoxide  asphyxia  and  the  gastro- 
intestinal damage  produced  by  heavy  metal  and 
corrosive  poisons.  Occasionally  where  visual  ana- 
tomic changes  tell  little  or  nothing,  olfactory  ex- 
ploration may  be  valuable.  The  odor  of  bitter 
almonds  in  death  from  a cyanide,  the  aromatic  odor 
of  oil  of  wintergreen  in  methyl  salicylate  intoxica- 
tion or  the  reek  of  kerosene  in  insecticide  sprays 
which  contain  DDT  can  alert  the  pathologist  to 
the  true  state  of  affairs. 

CASE 

A twenty-five  year  old  woman  was  found  in  her  apart- 
ment in  a state  of  moderate  postmortem  decomposition 
after  not  having  been  seen  for  several  days.  When  the 
body  was  opened  at  autopsy,  the  characteristic  odor  of 
bitter  almonds  was  perceptible  despite  the  stench  of  putre- 
faction. Chemical  tests  of  the  blood  and  stomach  content 
were  strongly  positive  for  cyanide. 

CASE 

A five  year  old  boy  was  brought  to  the  hospital  with  a 
brief  history  of  abdominal  pain  and  vomiting.  Following 
admission  he  ran  a high  fever,  was  incontinent  of  feces 
and  displayed  convulsions,  nystagmus  and  irrational  be- 
havior. He  died  twelve  hours  after  admission  without  a 
satisfactory  diagnosis  having  been  established.  At  autopsy 
no  abnormal  findings  were  noted  until  the  stomach  was 
opened  and  its  contents  were  smelled.  An  odor  of  methyl 
salicylate  was  readily  apparent.  Chemical  tests  of  the  blood 
and  stomach  content  corroborated  this  impression.  Further 
investigation  by  the  police  yielded  a bottle  of  “Muscle  Aide” 
at  the  scene  where  the  child  had  been  playing  at  the  time 
he  became  ill.  “Muscle  Aide”  contains,  according  to  the 
label,  methyl  salicylate,  oleoresin  capsicum  and  isopropyl 
alcohol. 

Alerted  by  the  information  acquired  by  his  eyes 
or  nose,  the  pathologist  can  confirm  his  suspicions 
by  submitting  appropriate  materials  to  the  toxicolo- 
gist for  corroborative  analysis.  In  these  situations 
there  is  little  difficulty  in  reaching  a sound  conclu- 
sion. 

However,  there  are  many  poisons,  rapidly  fatal  in 
small  quantities,  which  impart  no  characteristic  odor 


to  the  body  and  which  produce  and  leave  minimal 
or  no  specific  bodily  changes.  There  may  be  no 
morphologic  change  whatsoever  that  can  be  attrib- 
uted to  the  direct  chemical  action  of  the  fatal  agent. 
Into  this  category  fall  the  alkaloids  and  the  newer 
organic  phosphorous  compounds  with  their  ability 
to  interfere  with  vital  enzyme  reactions,  especially 
cholinesterase  function.  The  pathologist  must  keep 
constantly  in  mind  the  possibility  of  this  type  of 
poisoning  in  all  obscure  deaths  where  there  are  no 
significant  gross  or  microscopic  visceral  changes. 
The  barbiturates  which  are  responsible  for  a large 
fraction  of  poison  fatalities'^  produce  no  specific 
changes.-^ 

In  all  such  instances  blood,  urine,  gastric  content 
and  organs  are  preserved  in  chemically  clean  indi- 
vidual containers  for  toxicologic  study.  As  much 
blood  as  can  be  conveniently  obtained  and  entire 
organs  are  saved  after  first  removing  whatever  por- 
tions are  needed  for  histologic  examination.  This 
permits  the  running  of  duplicate  analyses  and  pro- 
vides insurance  against  accidental  loss  or  error  during 
analysis.  With  potent  poisons  which  kill  in  small 
amounts,  sufficient  tissue  must  be  made  available  to 
the  toxicologist  so  that  he  can  work  without  undue 
hardship.  Surplus  material  can  be  later  discarded 
when  the  case  is  closed,  but  many  a toxicologic  prob- 
lem has  remained  unsolved  and  many  a case  has  been 
signed  out  without  a definitive  diagnosis  because  of 
the  paucity  of  material  saved  for  analysis. 

The  victim  of  a poison  can  sustain  lethal  damage 
and  still  survive  a sufficient  interval  to  metabolize  or 
excrete  the  responsible  agent.  Here  investigation  of 
the  circumstances  preceding  death  is  essential.  Such, 
for  example,  is  the  situation  in  chlorinated  hydro- 
carbon poisoning  where  death  from  liver  necrosis 
and  kidney  damage  may  take  place  a week  or  ten 
days  after  exposure.  Chemical  analysis  reveals  ab- 
sence of  the  offending  agent  at  autopsy  even  though 
severe  organic  damage  is  readily  apparent. 

The  modern  toxicologist,  utilizing  such  techniques 
as  paper  chromatography,  infrared  and  ultraviolet 
spectrophotometry,  x-ray  diffraction  and  spectro- 
graphic  analysis  as  well  as  the  classic  wet  analytic 
techniques  and  bio-assay  will  frequently  furnish  the 
answer  to  a puzzling  case  where  gross  and  micro- 
scopic organic  changes  and  bacteriologic  studies  are 
uninformative.  Where  anatomic  findings  are  non- 
diagnostic, toxicologic  analysis  must  be  carried  out. 
Failure  to  do  so  may  well  be  a crucial  omission. 
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DEATH  BY  NEURAL  MECHANISMS 

Coming  \\  ithin  the  purview  of  the  forensic  pathol- 
ogist is  a group  of  sudden  and  unexpected  deaths 
M'here  gross  and  microscopic  anatomic  findings, 
microbiologic  and  chemical  studies  are  completely 
negative.  These  constitute  the  so-called  “instantane- 
ous physiologic  deaths.”*'’  Such  unexpected  deaths  in 
which  autopsy  does  not  reveal  an  organic  lesion 
make  up  a small  but  important  fraction  of  sudden 
deaths  in  healthy  persons.  The  explanation  for  this 
category  of  sudden  death  requires  that  the  patholo- 
gist function  not  only  as  a morbid  anatomist  but  also 
as  a morbid  physiologist. 

Death  which  occurs  immediately  after  minor 
trauma  in  a healthy  child,  a robust  young  adult  or 
a sound  middle-aged  adult  presents  an  acute  problem 
to  clinician  and  pathologist.  There  is  an  abrupt 
dramatic  transition  from  the  glowing  activity  of 
life  to  the  lasting  stillness  of  death  wTich  requires 
explanation.^*  At  autopsy  only  the  basic  changes  of 
circulatory  failure  are  demonstrable  . . . diffuse 
visceral,  mucosal  and  serosal  congestion  and  capillary 
hemorrhages.  These  findings  are  nonspecific  and  are 
present  in  varying  degree  in  almost  all  forms  of 
death.  Cessation  of  vital  function  stems  from  cerebral 
anoxia  with  no  discernible  trigger  lesion. 

Serious  malfunction  of  the  circulatory  system 
can  arise  from  mechanical  stimuli  which  are  not 
necessarily  associated  with  wound  production.  Such 
functional  abnormalities  are  neurogenic.'^  The 
pathologist  and  toxicologist  cannot,  by  the  methods 
available  today,  disclose  the  extent  or  nature  of  the 
rseponsible  changes  even  though  the  changes  are 
lethal.® 

The  syndrome  has  been  termed  primary  shock  or 
syncope  with  instantaneous  exitus.  It  is  characterized 
by  suddenly  developing  circulatory  failure  on  the 
basis  of  either  reflex  vagocardiac  inhibition  with 
slowing  or  stoppage  of  the  heart,  reflex  systemic 
vasodilation  with  profound  fall  in  blood  pressure,  or 
a combination  of  these  two  mechanisms.  Instantane- 
ous death  is  almost  always  cardiac  in  origin. 

INHIBITION 

It  has  been  amply  demonstrated  that  excitation  of 
the  vagus  along  its  course  or  stimulation  of  the 
peripheral  end  after  section  gives  rise  to  bradycardia 
or  permanent  cardiac  stoppage  in  diastole.  This  in- 
hibitory action  is  not  limited  to  excitation  of  the 
vagi  directly  but  can  be  accomplished  also  via  a 


reflex  arc.**  Deaths  from  inhibition  are  defined  as 
those  sudden  deaths  which  occur  within  seconds  or 
not  longer  than  two  minutes  after  minor  trauma  or 
peripheral  stimulation  of  a relatively  simple  and 
ordinarily  innocuous  nature.  Investigation  of  the  cir- 
cumstances surrounding  death  discloses  that  periph- 
eral irritation  or  stimulation  has  probably  initiated  a 
fatal  inhibitory  reflex. 

CASE 

An  eight  year  old  boy  was  struck  on  the  chest  by  a 
baseball  which  had  been  batted  from  the  hand  of  an  eleven 
year  old  boy  standing  about  eighteen  feet  away.  Immedi- 
ately after  being  struck,  he  collapsed.  Oxygen  was  admin- 
istered by  inhalator,  but  he  did  not  respond  and  was  pro- 
nounced dead  fifteen  minutes  after  the  incident.  Gross  and 
microscopic  autopsy  studies  were  negative  for  evidence  of 
disease,  injury  or  congenital  anomaly. 

A variety  of  events  has  been  incriminated  as  pos- 
sible causative  agents  in  death  from  inhibition,  viz., 
a blow  to  the  larynx,^'*  a punch  in  the  epigastrium,  a 
kick  in  the  scrotum,  canalization  of  the  cervix,^* 
puncture  of  the  pleura,^"  and  pressure  on  the  carotid 
sinus. Impingement  of  cold  water  on  the  nasal  and 
postnasal  mucosa  after  sudden  immersion  in  cold 
water  has  been  described  as  a trigger  mechanism  for 
setting  off  the  cardio-inhibitory  reflex. 

ANATOMIC  PATHWAYS  AND  PHYSIOLOGIC  MECHANISMS 
IN  DEATH  EROM  INHIBITION 

The  mammalian  heart  is  under  the  nervous  control 
of  the  autonomic  system  with  sympathetic  and  para- 
sympathetic divisions  acting  as  antagonists,  aug- 
menting and  inhibiting  cardiac  function.  Although 
cardiac  rate  is  determined  by  the  pacemaker  in  the 
sino-auricular  node,  natural  tempo  is  controlled  by 
the  balance  of  inhibiting  and  accelerating  impulses 
which  reach  the  heart  via  the  autonomic  pathways. 

Strong  stimulation  of  both  vagi  leads  to  diminished 
cardiac  contractions  and  ultimately  to  complete 
heart  block  with  idioventricular  rhythm  and  a slow 
feeble  beat.  Weak  cardiac  contractions  result  in  in- 
adequate coronary  flow  and  myocardial  anoxia. 
Asystole  or  ventricular  fibrillation  supervenes  with 
fatal  cerebral  anoxia.  The  rate  of  circulatory  change 
plays  a fundamental  role  in  the  production  of  fatal 
and  nonfatal  syncope. 

The  autonomic  system  is  constructed  on  the  plan 
of  a reflex  arc.  Any  afferent  fibre,  somatic  or  visceral, 
may  carry  to  the  central  nervous  system  impulses 
capable  of  mediating  a response  by  smooth  muscle, 
gland  or  heart.  Psychic  stimuli  have  the  same  poten- 
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tialities.  With  its  generalized  visceral  distribution 
and  multiple  connections  with  the  central  ner\mus 
system,  the  autonomic  system  is  an  ideal  preformed 
pathway  for  the  transmission  of  inhibitory  impulses, 
fatal  and  nonfatal,  to  the  heart. 

While  some  hold  that  cardiac  syncope  is  always 
the  result  of  asystole,"^  others  are  of  the  opinion  that 
asystole  is  the  basis  of  temporary  cardiac  syncope, 
and  that  ventricular  fibrillation  is  the  irregularity 
underlying  fatal  syncope.^^ 

A combination  of  cardio-accelerator  impulses  plus 
a discharge  of  epinephrine  acting  synergistically  can 
throw  the  heart  into  ventricular  fibrillation.  All 
eifective  contractions  cease  and  death  ensues.  Here 
is  another  possible  mechanism  to  explain  death  from 
inhibition. 

iVIany  patients  who  have  died  during  the  taking  of 
an  electrocardiogram  have  demonstrated  ventriculai 
fibrillation  in  their  dying  records.  This  arrhythmia 
may  usually  be,  and  perhaps  always  is,  the  last  con- 
vulsive tremor  of  a dying  heart.  That  trivial  lesions 
can  inaugurate  the  fatal  rhythm  is  well  known. 

ETIOLOGIC  FACTORS  IN  DEATH  FROM  INHIBITION 

If  the  concept  of  cardiac  inhibition  is  valid,  why 
are  deaths  infrequent  which  can  legitimately  be 
ascribed  to  it?  The  events  accused  of  initiating 
cardiac  inhibition  are  certainly  not  rare.  Blows  to 
the  solar  plexus  are  received  in  profusion  by  the 
professional  pugilist,  impacts  to  the  scrotal  contents 
are  the  lot  of  every  active  male,  cervical  canals 
without  number  are  irritated  every  day  in  gyne- 
cologists’ offices,  and  the  professional  wrestler  has 
his  carotid  sinuses  stimulated  any  number  of  times 
by  his  opponent.  Yet  fatalities  following  any  of  the 
above  stimuli  are  rare.  Apparently  inhibition  normal- 
ly passes  off  sufficiently  rapidly  so  that  functional 
recovery  ensues  before  myocardial  and  cerebral 
ischemia  have  gone  to  the  point  of  irreparable  dam- 
age. T here  is  no  age  or  sex  predominance  in  death 
from  inhibition. 

We  cannot  predict  who  will  fall  prey  to  this  syn- 
drome. The  healthy  human  mechanism  with  its  ade- 
quate emergency  reserve  can  usuallv  re-establish 
equilibrium  by  the  interplay  of  homeostatic  mechan- 
isms. In  some  instances  when  the  vital  organs  accord- 
ing to  our  present  methods  of  examination  are  com- 
pletely normal,  return  to  efficient  function  is  diffi- 
cult, slow  or  may  not  occur  at  all.  In  the  fight  of  our 
present  knowdedge  we  must  beg  the  question  of  the 
etiology  of  death  from  inhibition. 


CLINICOPATHOLOGIC  CORRELATION 

Inasmuch  as  death  from  cardiac  inhibition  results 
from  trauma  so  minor  as  to  leave  minimal  or  no  , 
evidence  at  autopsy  (“microtrauma”),  all  possible 
information  concerning  the  circumstances  must  be 
obtained  if  a solution  to  the  case  is  to  be  reached. 
Obseiwations  of  witnesses  and  bystanders  may  offer 
the  only  clues  for  an  understanding  of  what  has 
transpired.  The  pathologist  must  leave  the  laboratory 
and  search  elsewhere  for  his  answer. 

Death  from  inhibition  must  be  diagnosed  only  by 
exclusion.  When  serious  natural  disease  and  trauma 
have  been  eliminated  by  a complete  autopsy  and 
when  toxicologic  analysis  is  reported  as  negative, 
then  and  only  then  may  the  diagnosis  be  seriously 
entertained.  ' 

SUDDEN  AND  UNEXPECTED  DEATH  IN  INFANCY 

Sudden  and  unexpected  death  at  any  age  is  a 
catastrophic  and  tragic  event.  In  infancy  it  is  espe- 
cially so.  In  forensic  practice  sudden  death  in  appar- 
ently well  infants  is  a common  event.  Each  year  in 
Cleveland  we  see  between  75  and  100  infants  who 
have  been  found  dead  in  their  cribs  with  either  no 
history  of  preceding  illness  or  with  a history  of  such  I 
mild  illness  that  there  was  no  reason  for  alarm.  Such  j 
cases  are  a source  of  bewilderment  and  self  accusa-  | 
tion  on  the  part  of  the  parents.  Confronted  by  an  j 
infant  who  only  a short  time  previously  appeared  1 
completely  well  and  is  now  found  cyanotic  and  dead  ■ 
face  down  in  his  crib,  the  layman  immediately  con-  | 
eludes  that  the  child  has  been  mechanically  asphyxi-  | 
ated  in  his  bedding.  The  coroner  or  medical  examiner  i 
looks  at  such  a child,  notes  no  evidence  of  injury,  j 
and  signs  the  death  certificate  as  accidental  mechani-  ; 
cal  suffocation.  This  is  a particularly  unfortunate  j 
diagnosis.  j 

An  adult  found  dead  in  bed  after  having  gone  to  I 
sleep  with  no  signs  of  illness  is  usually  felt  to  have  ! 
died  of  degenerative  vascular  disease  or  intracranial 
hemorrhage.  The  death  of  an  infant  under  similar  | 
circumstances  is  frequently  felt  to  be  accidental. 
Even  when  postmortem  examination  is  carried  out, 
the  true  state  of  affairs  may  not  be  brought  to  light. 
The  pathologist  notes  that  the  child  is  well  developed 
and  well  nourished  and  without  external  evidence 
of  acute  or  chronic  disease.  There  may  be  bloody 
foam  in  the  mouth  and  nostrils  and  staining  the 
cheeks.  Internally  he  finds  subepicardial  and  thymic 
petechiae,  congested,  edematous  and  hemorrhagic 
lungs,  bloody  froth  in  air  passages,  and  that  is  about 
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all.  If  no  microscopic  studies  are  carried  out,  no 
organic  disease  is  noted,  and  death  is  erroneously 
attributed  to  “smothering  in  bed  clothes.” 

We  have  recently  completed  the  field  work  in  a 
two  year  survey  of  sudden  and  unexpected  deaths 
in  infancy  in  Cuyahoga  County.  The  study  of  each 
case  has  included  a complete  gross  and  microscopic 
autopsy,  bacterial  and  viral  cultural  studies,  and  a 
home  visit  by  an  epidemiologist  who  has  thoroughly 
investigated  all  details  of  the  infant’s  remote  and 
recent  past.  By  a complete  autopsy  I imply  gross 
and  microscopic  examination  of  all  organs  including 
such  oft  neglected  areas  as  the  middle  ears  and  mas- 
toids,  the  larynx  and  vocal  cords,  the  hilar  areas  of 
the  lungs  and  several  areas  of  the  brain.  By  such  an 
approach  disease  whose  presence  was  completely 
unsuspected  is  frequently  disclosed.  While  our  statis- 
tics are  as  yet  incomplete,  there  are  a few  broad 
generalizations  which  we  can  safely  make  at  this 
time. 

Sudden  death  in  infancy  is  most  frequently  the 
result  of  an  infectious  process.  Necrotizing  laryn- 
gitis, hilar  bronchitis  and  tracheitis,  myocarditis  and 
encephalitis  are  seen  where  gross  appearances  are 
quite  normal.  The  importance  of  microscopic  study 
cannot  be  too  strongly  emphasized. 

The  immunogenic  defenses  of  the  infant  are  not 
nearly  as  well  developed  as  those  of  the  adult,  and 
the  child  is  vulnerable  to  infectious  agents,  bacterial 
and  viral.  The  bulk  of  our  cases  occur  in  the  age 
range  of  one  to  five  months  with  a peak  at  two  to 
three  months.  This  leads  to  the  conclusion  that  a 
child  is  most  apt  to  die  in  this  abrupt  fashion  after 
passive  immunity  has  worn  off  and  before  active 
immunity  has  been  developed. 

From  a clinical  point  of  view  the  infant  is  unable 
to  vocalize  complaints  about  pain,  dyspnea  or 
malaise.  Moreover,  the  bodily  reserves  in  the  infant 
are  much  more  limited  than  those  of  an  adult.  A fatal 
illness  may  develop  rapidly  without  attracting  the 
attention  of  even  the  most  watchful  parents.  We 
have  found  the  same  organic  changes  in  infants  who 
died  swiftly  under  observation  following  the  onset 
of  severe  symptoms  as  in  those  found  dead  in  their 
cribs.  We  have  had  infants  brought  to  the  coroner’s 
office  who  had  been  examined  by  a competent  pedia- 
trician and  found  to  be  perfectly  healthy  within 
twelve  to  twenty-four  hours  of  their  being  found 
dead. 

Experience  has  taught  us  that  many  infants  who 
are  brought  to  the  coroner’s  office  with  the  terse 


statement  by  the  police,  “This  child  found  dead  in 
crib.  No  history  of  illness,”  have  in  reality  not  been 
completely  well.  When  the  shock  of  the  infant’s 
death  first  strikes,  the  reliability  of  the  data  furnished 
by  the  emotionally  traumatized  parents  is  nil.  The 
distraught  father  and  mother  are  in  no  position  to 
furnish  a logical  or  coherent  description  of  what  has 
gone  on.  After  the  passage  of  a few  days,  sympa- 
thetic and  careful  interrogation  frequently  discloses 
that  the  child  had  presented  signs  of  a mild  illness  or 
respiratory  infection,  had  been  fussy  and  generally 
had  not  been  acting  completely  well  for  half  a day 
or  a day  prior  to  his  being  found  dead.  The  word 
“premonitory”  is  incorrect  to  characterize  the  signs 
of  mild  illness  that  are  described.  There  is  nothing 
that  warns  parent  or  physician  of  a possible  lethal 
outcome.  In  retrospect,  however,  minor  symptoms 
take  on  significance. 

For  the  moment  we  have  no  etiologic  agent  that 
we  can  incriminate  in  these  infant  deaths.  Bacterial 
studies  have  been  noteworthy  only  in  their  incon- 
sistency and  nonspecificity.  Viral  culture  studies  of 
the  brain,  spleen,  lungs,  lymph  nodes  and  tonsils 
carried  out  at  the  National  Institute  of  Health  by 
mouse  and  fertilized  egg  techniques  have  failed  to 
yield  anything  of  significance.  There  is  much  work 
to  be  done. 

Time  does  not  permit  a complete  description  or 
analysis  of  the  variety  of  lesions  found  in  this  group 
of  infants.  Unsuspected  acyanotic  varieties  of  con- 
genital heart  disease  are  seen  in  moderate  number. 
A4ost  common  is  endocardial  fibroelastosis  (idio- 
pathic cardiac  hypertrophy).  Unusual  and  uncom- 
mon diseases  are  seen  including  vascular  diseases  of 
degenerative  or  inflammatory  nature,  whose  pres- 
ence again  was  unsuspected.  Suffice  it  to  say  that  any 
infant  who  is  found  dead  under  the  circumstances 
described  is  deserving  of  a complete  autopsy. 

Smothering  in  bedclothes  is  an  outworn  obsolete 
thesis  that  should  not  even  be  mentioned  unless  there 
is  frank  physical  evidence  of  strangulation.  It  stig- 
matizes the  parents  as  being  responsible  for  the  death 
which  is  both  cruel  and  incorrect.  A healthy  child 
cannot  smother  in  ordinary  bedclothes.  From  the 
anatomic  point  of  view  it  has  recently  been  empha- 
sized that  there  are  no  pathognomonic  changes  char- 
acteristic of  mechanical  asphyxia  save  for  those 
directly  due  to  the  asphyxiating  object  or  mecha- 
nism.^'^ 

Status  thymicolymphaticus,  a phrase  that  exempli- 
fies medical  gobbledygook  at  its  best  ( polys\'llabic 
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and  with  Latin  endings),  has  been  and  is  still  occa- 
sionally invoked  as  an  explanation  for  sudden  death 
in  infants  and  adults.  It  is  a meaningless  expression. 

Aspiration  of  vomitus  occasionally  seen  in  these 
infants  and  postulated  as  the  cause  of  death  is  more 
likely  to  be  an  agonal  phenomenon  rather  than  a 
causative  mechanism. 

The  problem  of  sudden  and  unexpected  death  in 
infancy  is  a large  one  with  many  avenues  still  to  be 
explored.  The  source  of  the  infection,  its  means  of 
transmission,  the  mechanisms  of  death,  the  immuno- 
logic relationships  of  host  and  invasive  agent  and 
other  questions  remain  to  be  answered.  No  child 
found  dead  in  his  crib  should  be  signed  out  without 
thorough  postmortem  study.  Complete  autopsy  will 
frequently  disclose  severe  organic  disease  previously 
unsuspected  and  thus  clarify,  at  least  partially,  a 
mystifying  situation.  There  is  a residue  of  cases 
which  present  no  anatomic  cause  of  death,  infectious 
or  otherwise. 

ACKNOWLEDGMENT 

I'he  author  wishes  to  express  his  indebtedness  to  Dr. 
Alan  R.  Adoritz,  Director  of  the  Institute  of  Pathology, 
AVestern  Reserve  University  School  of  Adedicine,  for  his 
advice  and  suggestions  in  the  preparation  of  this  paper. 

REFERENCES 

1.  Adoritz,  A.  R.;  Personal  communication. 

2.  Simpson,  K.:  Adodern  Trends  in  Forensic  Adedicine. 


London:  Butterworth  & Co.  Ltd.,  St.  Louis:  C.  V.  Adosby, 
1953- 

3.  Adelson,  L.:  Pathologic  findings  in  patients  dead  of 
common  poisons.  Am.  J.  Clin.  Path.  22:509-519,  1952. 

4.  Sunshine,  I.,  and  Adelson,  L.:  Fatal  and  nonfatal  poi- 
sonings. J.  Crim.  Law  & Criminology,  44:116-123,  1953. 

5.  Weiss,  S.:  Instantaneous  “physiologic”  death.  New  Eng. 
J.  Aded.,  223:793,  1940. 

6.  Hamman,  L.:  Sudden  death.  Bull.  Johns  Hopkins  Hosp., 

55:387,  1934- 

7.  A'loritz,  A.  R.:  Pathology  of  Trauma.  Philadelphia:  Lea 
and  Febiger,  1942. 

8.  Adoritz,  A.  R.,  and  Zamchek,  N.:  Sudden  and  unex- 
pected deaths  of  young  soldiers.  Arch.  Path.,  42:459,  1946. 

9.  Kayssi,  A.  I.:  Death  from  inhibition  and  its  relation  to 
shock.  Brit.  Aded.  J.,  2:131,  1948. 

10.  Gonzales,  T.  A.,  A^ance,  Ad.,  and  Helpern,  Ad.:  Legal 
Adedicine  and  Toxicology.  New  York  and  London:  D.  Ap- 
p'eton-Century  Co.,  1940. 

11.  Deadman,  W.  J.:  Sudden  death.  Canad.  Aded.  Assoc.  J., 
56:273,  1947. 

12.  Capps,  J.  A.:  Air  embolism  versus  pleural  reflex  as 
the  cause  of  pleural  shock.  J.  Amer.  Aded.  Assoc.,  109:852, 

1937- 

13.  Glaister,  J.:  Adedical  Jurisprudence  and  Toxicology. 
Revised  Reprint  of  8th  Ed.  Baltimore:  AVilliams  and  Wil- 
kins Co.,  1947. 

14.  Nathanson,  Ad.  H.;  Pathology  and  pharmacology  of 
cardiac  syncope  and  sudden  death.  Arch.  Int.  Aded.,  58:685, 
1936. 

able  postmortem:  J.  Forensic  Aded.  1:65-67,  1953. 

15.  Editorial:  Is  asphyxia  a pathological  entity  recogniz- 


CANCER  OF  THE  LYMPH  NODES 


George  L.  Kauer,  Jr., 


The  Author.  Visitmg  Fhysician  and  Chief,  Hema- 
tology Clinic,  2nd  Medical  Division,  Bellevue  Hos- 
pital; Assistajjt  Attending  Bhysicia7i,  New  York 
Hospital;  Constilam  in  He7iiatology,  North  Country 
Co7n7ininity  Hospital;  Consulta7tt,  Tuxedo  Memorial 
Hospital 


SUMMARY 

When  any  unexplained  lymph  node  enlargement  is 
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encountered,  a biopsy  specimen  should  be  taken. 

A brief  clinical  classification  of  Hodgkin’s  disease 
and  lymphosarcoma  is  reviewed  which  is  of  aid  in 
choosing  the  type  of  treatment  to  be  employed. 

Therapy  of  Hodgkin’s  disease  and  lymphosarcoma 
is  discussed,  with  a brief  review  of  the  agents  found 
useful,  their  dosage,  degree  of  effectiveness,  limitations, 
and  principles  governing  their  use. 
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'^His  discussion  will  stress  the  two  aspects  which  I 
consider  the  most  important  from  the  practi- 
tioner’s point  of  view,  namely',  the  diagnosis  and 
treatment  of  these  disorders. 

DIAGNOSIS 

The  first  requisite  for  making  any  diagnosis  is  to 
have  a high  index  of  suspicion.  This  is  certainly  true 
for  the  two  most  common  cancers  of  the  lymph 
nodes,  namely,  Hodgkin’s  disease  and  lymphosar- 
coma. It  is  not  uncommon  to  see  a patient  who  has 
had  an  asymiptomatic  lump  in  the  neck  for  a number 
of  months  but  who  has  been  told  to  disregard  it  since 
it  has  given  rise  to  no  symptoms.  Because  of  our 
present  concept  of  the  pathogenesis  of  these  diseases 
it  is  precisely  at  this  stage,  where  only  one  node  may 
be  involved,  that  one  should  elucidate  the  problem. 
I should  like  to  stress  the  importance  of  obtaining  a 
biopsy  of  a lymph  node  which  is  enlarged  when  a 
reason  for  such  enlargement  is  not  apparent.  As  we 
all  know,  lymph  nodes  of  the  neck  may  enlarge 
because  of  infection  in  the  nasopharynx  or  in  the 
mouth.  Some  generalized  diseases  such  as  infectious 
mononucleosis,  German  measles,  and  some  of  the 
other  exanthemata  also  cause  lymph  nodes  to  increase 
in  size.  When  a thorough  investigation  fails  to  reveal 
an  adequate  cause  for  lymph  node  enlargement, 
however,  a biopsy  definitely  is  indicated  if  such 
enlargement  persists  for  more  than  several  weeks. 

The  services  of  a well  trained  pathologist  are 
essential  at  this  stage  of  the  investigation.  One  can 
say  without  fear  of  contradiction  that  the  evaluation 
of  a lymph  node  biopsy  is  one  of  the  most  difficult 
in  the  field  of  pathology.  Although  the  diagnosis  is 
not  difficult  when  the  pathologic  picture  is  classical, 
the  variations  which  can  exist  are  numerous  and 
often  the  diagnosis  is  most  difficult  indeed. 

If  a patient  presents  himself  with  lymphadeno- 
pathy  in  several  regions  of  the  body  a cervical  or 
axillary  node  should  be  chosen  for  biopsy.  It  is  very 
common  to  see  the  inguinal  nodes  distorted  in  their 
microscopic  appearance,  presumably  due  to  repeated 
• infections  in  the  areas  which  they  drain.  It  should 
be  stressed  that  before  any  treatment  is  begun  a 
biopsy  must  be  obtained,  for  this  method  represents 
the  only  means  for  certain  diagnosis  when  a thorough 
examination  and  routine  laboratory  work-up  have 
failed  to  give  evidence  that  the  lymph  node  enlarge- 
ment is  secondary  to  some  underlying  disease. 

In  discussion  of  the  treatment  of  Hodgkin’s  disease 
and  lymphosarcoma  I should  like  to  refer  to  the 


classification  suggested  initially  by  Graver^  and 
elaborated  by  Diamond"  for  it  has  clinical  usefulness 
in  choosing  the  treatment  if  it  is  applied  at  the  time 
the  patient  is  first  seen  and  diagnosed. 

Class  I— Disease  limited  clinically  to  a single  locus 
(unifocal  unicentric  origin);  no  constitutional 
symptoms  or  signs  (i.e.,  fever,  night  sweats,  pruritis, 
weight  loss,  anemia  or  fatigue). 

Class  II— Disease  limited  regionally  (regional 
anatomic  distribution,  i.e.,  all  apparent  disease  above 
the  diaphragm,  or  all  apparent  disease  below  the 
diaphragm)  with  or  without  constitutional  symp- 
toms and  signs. 

Class  III— Generalized  (universal)  disease  with 
constitutional  symptoms  and  signs. 

I think  that  the  principles  of  therapy  may  be  best 
discussed  by  referring  to  this  classification.  When  a 
patient  is  first  seen  whose  disease  is  limited  to  a single 
area  and  who  has  no  constitutional  symptoms  or 
signs,  in  other  words  belongs  to  Class  I,  aggressive 
treatment  with  x-irradiation  is  indicated.  At  this 
stage  of  the  disease  it  is  at  least  theoretically  possible 
that  this  patient  may  be  cured.  It  is  for  this  precise 
reason  that  early  diagnosis  is  considered  to  be  so 
very  important.  In  certain  selected  cases  of  this  group 
surgical  removal  of  the  affected  nodes  en  bloc  fol- 
low'ed  by  x-ray  therapy  may  be  indicated.  The  usual 
x-ray  therapy  given  to  these  patients  utilizes  high 
voltage  (2  50  Kv)  to  a total  air  dose  of  approximately 
3000  r over  adequate  portals  in  divided  doses  given 
over  a two  to  three  w eek  period.  The  principle  of 
“cross  fire”  is  utilized  to  spare  the  skin  while  render- 
ing maximal  treatment  to  the  affected  nodes. 

Those  patients  wdao  wdten  first  seen  fall  into  Class 
II,  wdtere  the  disease  is  limited  regionally  but  who 
have  no  constitutional  symptoms  are  probably  best 
treated  by  x-ray  therapy.  In  these  patients  the  so- 
called  “obliterative”  doses  are  not  used  but  rather  a 
less  intensive  x-ray  course  is  given.  To  generalize, 
one  may  say  that  usually  2,000  to  2,500  r are  deliv- 
ered to  adequate  portals  usually  over  a period  of  two 
to  four  w'eeks. 

In  the  Class  II  patient  who  presents  himself  with 
constitutional  symptoms  it  may  be  helpful  to  give  a 
course  of  nitrogen  mustard  which  then  may  be  fol- 
lowed by  a course  of  x-ray  therapy.  It  must  be 
stressed  that  the  course  of  x-ray  therapy  should  not 
be  given  during  that  period  when  the  toxic  depressive 
eff  ects  of  the  nitrogen  mustard  are  present.  As  v ill 
be  discussed  later,  the  depressive  action  of  nitrogen 
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iiiustai'il  on  the  hone  niaiTow  may  lasr  for  three 
weeks.  If  \ ra\  tlierap\  is  achninisterecl  ihirino  that 
|)erio(.l  ol  lime  it  i>  [lossihle  to  produce  a peripheral 
leukopenia  of  ah\smal  proportions  and  to  depress 
the  hone  marrow  irre\ersahl\’  with  ensuing  demise. 

1 he  principle  to  he  rememhered  in  treating  the 
patient  in  ( ilass  III  is  that  the  thstress  cau-.ed  h\'  tiie 
treatment  should  ne\er  he  greater  tha.n  that  which 
occurs  from  the  disease  itself.  In  other  words,  one’s 
chief  concern  should  he  the  overall  comfoi't  ol  the 
patient.  In  these  [latients  nitrogen  mustard  either  in 
the  form  of  IINj  ( inethv  l-l)is-heta-chloroeth\'l 
amine)  or  I I' \1  (triethv  lene  melamine)  is  the  ther- 
apy of  choice  hecause  of  the  effect  of  these  drugs 
on  the  constitutional  s\  inptoms.  X-ray  thera[)\'  ma\' 
then  he  directed  to  tumor  masses  w hich  may  e.xert 
pressure  on  viral  organs.  Again  the  additive  toxic 
reaction  of  these  various  therapeutic  agents  must  he 
recooni/ed  in  order  to  avoid  the  complications  men- 
tionevl  a short  vv  hile  ago. 

I Kt  A i xt  I N I 

I will  now  discuss  the  principles  involved  in  the 
use  of  the  various  therapeutic  agents  w Inch  w e have 
just  mentioned.  X-ra\s  represent  the  preferred 
methoil  of  administerittg  irradiation  for  in  these 
diseases  rhe\  are  superior  to  either  radioactive  phos- 
phorus or  radium.  X-ra\'  therapy  may  he  directed 
either  locally  to  restricted  portals  outlined  oyer  the 
areas  of  inyolvement,  or  may  Ite  administered  as  total 
body  irradiation  in  occasional  circumstances.  X-ray 
therapv'  is  essential  when  the  following  sites  are 
aHected  by  I lodgkin’s  disease  or  lymphosarcoma:  i, 
the  nasopharynx  or  the  base  of  the  tongue  or  ton- 
sillar region  where  obstruction  of  the  airwax'  is  an 
imminent  danger;  2,  genitourinary  tract  obstruction 
w here  Iv  inph  node  pressure  blocks  the  excretory 
channels;  3,  spinal  cord  lesions  w here  pressure  b\' 
extension  of  the  disease  gives  rise  to  the  ominous 
signs  of  paraplegia.  In  spinal  cord  lesions  where 
there  is  danger  that  application  of  x-ra\'  therapy  ma\' 
induce  evlema  vv  ith  increase  in  symptoms  and  signs, 
a course  ol  intravenous  nitrogen  mustard  is  first  ad- 
ministered then  highl\’  localized  x-ray  thcrappy  at 
the  proper  level  may  be  administered  shortly  there- 
after. 

W'hen  x-ray  therapy  is  administered  locally  the 
most  common  toxic  efiects  are  skin  irritation  and 
occasionalK'  anorexia,  nausea  or  v'omiting.  As  has 
been  mentioneil  above,  the  principle  of  “cross  fire” 
is  utilized  whereby  an  underlying  tumor  mass  is 


irrailiated  through  different  areas  f>f  skin.  When  the 
therajn'  is  vlirected  over  bone  marrow  sires  a leuko- 
penia may  result  and  must  be  watched  for.  This 
result  is  much  more  common  vv  hen  total  body  irradi- 
ation is  cmploved.  It  must  be  remembered  that  the 
blootl  count  may  not  tall  for  ten  days  to  two  weeks 
after  initiation  of  the  x-ray  therapy. 

I he  beneficial  efiects  of  irradiation  include  the 
disappearance  of  the  K'liiph  node  enlai’gement,  relief 
of  pressure  symptoms,  and  disa[)pearance  of  fever 
and  pruritis  in  occasional  instances.  W here  anemia  is 
present  it  is  common  to  see  this  disappear  after 
a[)[)ropriate  x-ray  therapw  I here  is  no  (piestion  that 
x-ra\’  therapy  is  the  treatment  of  choice  w here  con- 
stitutional symptoms  do  not  exist. 

I he  action  of  nitrogen  mustard  (I  IN-)  simulates 
that  of  ii'radiatioir’  but  has  a greater  effect  on  con- 
stitutional symptoms.  It  has  a greater  effect  on 
ra[)idly  prolifei'ating  cells  and  thus  affects  abnormal 
tissue  more  than  normal  tissue.  In  manv  instances  its 
effect  is  most  dramatic,  f ever  may  resolve  abruptly 
and  pruritis  disappear.  1 he  beneficial  effect  of  a 
course  of  nitrogen  mustard  ma\-  last  anyw  here  from 
a few  weeks  to  several  months,  but  the  subseejuent 
response  generall\’  becomes  shorter  with  each  en- 
suing course. 

I he  dosage  of  I IN-  usiialU^  emplo\'ed  is  0.1  mg. 
per  kg.  of  body  weight  administered  intravenously 
vlail\'  for  four  da\'s.  1 he  drug  is  obtained  as  a dry 
pow  der  w hich  is  diluted  in  saline  to  a coiicentration 
of  1.0  mg.  in  I cc.  of  solution.  Because  of  its  highly 
irritating  properties  it  is  mandatory  that  the  material 
be  directlx'  introduced  into  a x'ein  x\  ithout  contam- 
ination of  the  overlxdng  tissues,  in  oiwler  to  achieve 
this  most  surely  an  infusion  of  saline  is  started,  then 
the  calculated  dose  of  nitrogen  mustard  is  adminis- 
tered directlx’  into  the  lumen  of  the  infu.iion  tubing. 
It  should  be  stressed  that  because  of  the  rapid  dis- 
integration of  this  drug  in  solution  the  time  betxveen 
the  solution  of  the  dried  poxv  der  and  its  administra- 
tion to  the  patient  should  not  be  greater  than  five 
minutes. 

1 he  immediate  toxic  effect  of  nitrogen  mustard  is 
the  appearance  of  nausea  and  vomiting  in  at  least  Ho 
per  cent  of  the  patients.  This  is  a distressing  but  not 
usually  dangerous  effect,  except  in  those  occasional 
patients  xv  h.ose  platelets  are  greatly  diminished  and 
in  XV  horn  fatal  bleeding  can  occur  upon  rupture  of 
a vessel  induced  bx"  violent  retching.  J he  most 
important  toxic  effect  of  nitrogen  mustard,  hoxyever. 
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is  the  production  of  leukopenia  and  thrombocyto- 
penia ^\’hich  may  appear  in  from  twm  to  twenty-one 
days.  In  an  attempt  to  avoid  serious  toxic  depression 
of  either  the  platelets  or  white  cells  it  is  common 
practice  to  do  a daily  blood  count  during  the  course 
of  therapy  and  to  withhold  subsequent  doses  if  much 
of  a change  in  either  white  cells  or  platelets  occurs. 
When  a complete  course  has  been  administered  the 
patient  should  be  followed  carefully  for  at  least  three 
y eeks  to  determine  the  depth  of  the  leucocyte  de- 
pression. This  is  especially  important  if  a subsequent 
course  of  x-ray  therapy  is  contemplated.  The  course 
of  nitrogen  mustard  should  not  be  repeated  until  it 
is  evident  that  the  bone  marrow  has  recovered  from 
the  initial  insult.  It  should  be  remarked  that  Hodg- 
kin’s disease  is  more  often  favorably  affected  by 
nitrogen  mustard  than  is  lymphosarcoma. 

Triethylene  melamine  (TEM)  is  a nitrogen  mus- 
tard-like compound  which  acts  on  tissue  in  a manner 
similar  to  HN2.  Its  advantage  is  that  it  may  be  given 
orally  and  that  it  does  not  cause  nausea  and  vomiting 
as  frequently  as  does  HNj.  The  dosage  is  usually  2.5 
mg.  04  tablet)  administered  daily  for  four  days. 
Because  of  its  very  unpredictable  depressant  effect 
on  the  bone  marrow'  it  is  common  to  space  the  doses 
with  two  or  three  days  intervening.  A constant 
check  on  the  hematologic  status  of  the  patient  is 
necessary  and  even  despite  these  precautions  a pro- 
found depressing  effect  may  result.  Leukopenia 
usually  occurs  between  the  seventh  and  fourteenth 
days  after  the  first  dose.  Not  more  than  10  mg. 
should  be  given  over  a period  of  one  week.  Another 
complication  of  triethylene  melamine  therapy  may 
occur  in  some  patients  with  lymphosarcoma  in  whom 
a rapid  destruction  of  cells  occurs.  Hyperuricemia 
may  develop’^  and  uric  acid  crystals  may  obstruct 
the  kidney  tubules  or  ureters  to  cause  uremia.  If 
this  occurs  alkalinization  of  the  urine  should  be  in- 
stituted and  the  patient  have  the  ureters  washed  out 
by  retrograde  catheterization  if  necessary.  Triethyl- 
ene melamine  is  very  definitely  more  difficult  to 
administer  than  is  HNo  because  of  its  unpredictabil- 
ity from  patient  to  patient.  For  this  reason  I believe 
its  use  by  anyone  except  those  acquainted  with  its 


vagaries  is  hazardous,  for  even  those  who  use  it  com- 
monly can  get  into  trouble. 

Cortisone  and  ACTH  may  be  useful  in  patients 
with  disseminated  Hodgkin’s  disease  who  may  show 
a temporary  decrease  in  the  size  of  the  lymph  nodes, 
liver  or  spleen.  A more  constant  result,  however,  is 
merely  the  generalized  beneficial  effect  that  may  be 
seen  upon  administration  of  these  agents  for  any 
disease.  However,  in  patients  with  an  associated 
acquired  hemolytic  anemia  ACTH  or  cortisone  may 
control  this  aspect  of  their  disease. 

Although  it  is  probable  that  the  prognosis  in  these 
diseases  depends  essentially  upon  the  inherent  nature 
of  the  process,  it  must  be  admitted  that  with  these 
newer  chemotherapeutic  agents  at  our  disposal  and 
with  our  now  greater  experience  in  the  application 
of  x-irradiation,  the  patient’s  life  may  be  made  more 
comfortable  if  not  actually  prolonged.  Because  of 
the  wide  variation  in  the  natural  course  of  the  disease 
it  is  impossible  to  state  that  any  therapeutic  regime 
can  be  said  actually  to  prolong  life,  however,  some 
very  impressive  results  have  been  reported  in  terms 
of  five  and  ten  year  survival  rates  when  x-ray  therapy 
is  applied  early  and  vigorously  in  the  course  of  the 
disease.®  The  nitrogen  mustard  compounds  definitely 
enable  one  to  help  a patient  who  formerly  was 
beyond  help  when  x-ray  therapy  alone  was  available. 
Continuing  efforts  are  being  expended  in  the  direc- 
tion of  investigation  of  new  compounds  which  may 
be  found  to  have  even  more  effective  toxic  action 
on  the  abnormal  cells  involved  in  these  diseases  but 
which  will  not  be  too  toxic  for  normal  tissue. 
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THE  DARWIN  THEORY 

Its  Present  Antibiotic  Implications 

Herman  F.  Strongin,  ph.c.,  m.d.,  m.p.h.,  Middletown 


WHO  would  have  dreamed  in  1859  that  the  Dar- 
win doctrine  would  have  its  repercussions  in 
the  kind  of  thinking  involved  in  the  explanation  of 
microbic  behavior  patterns  developed  as  a result  of 
antibiotic  therapy  today?  Yet  in  the  study  of  the 
evolution  of  resistant  microbic  strains  we  become 
involved  immediately  in  the  doctrine  of  evolution 
which  has  completely  changed  the  natural  philos- 
ophy of  our  times. 

The  deep  effect  has  lasted  from  about  100  years 
ago  to  the  present  day,  influencing  new  approaches 
to  almost  every  field  of  intellectual  endeavor  and 
remaining  the  center  of  the  biological  sciences  and 
also  responsible  for  progressive  thought  in  other 
sources. 

The  formed  products  of  the  history  of  life  fade 
into  the  background  when  the  study  of  organic 
evolution  is  approached.  In  their  place  we  become 
concerned  about  the  elementary  units,  the  genes, 
which  it  is  believed  are  responsible  for  the  miracu- 
lous organic  developments  ( large  or  small— visible  or 
invisible,  to  the  naked  eye)  in  this  universe. 

The  hereditary  basis  involved  in  material  evolution 
resides  in  the  germ  plasm.  The  genetic  material  is 
largely  contained  in  the  chromosomes  (whose  size 
is  at  the  molecular  level),  possessing  only  properties 
of  chemical  compounds. 

The  basic  fact  about  genes  is  that  each  one  of 
them  is  derived  from  another  gene  by  reproduction. 
The  latter  process,  however,  does  not  parallel  repro- 
duction in  the  same  sense  that  “a  complex  whole 
organism  delegates  the  power  to  a part  of  itself  to 
continue  the  existence  of  the  species.”^ 

A parallelism  in  this  latter  basic  process  of  repro- 
duction of  molecular  entities  exists  in  the  propaga- 
tion pattern  of  microbes.  No  striking  chemical 
difference  has  as  yet  been  detected  between  virus 
particles,  capable  of  reproduction  and  inert  particles, 
from  normal  tissues.  Nor  has  it  been  possible  to 
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SUMMARY 

The  basic  concepts  of  the  Darwin  theory  have  been 
reviewed  briefly  with  reference  to  contemporary  prob- 
lems inherent  in  antibiotic  therapy. 

The  therapeutic  difficulties  and  the  physician-patient 
relationship  thereto  have  been  pointed  up.  Reference 
has  been  made  to  the  importance  of  progress  now  being 
made  in  fundamental  microbiological  research,  which 
it  is  hoped  will  answer  the  many  questions  raised  by 
men  of  science  the  world  over,  struggling  with  the 
solution  of  control  of  resistance  in  the  evolution  of 
new  microbic  strains.  The  imponderables  are  seemingly 
more  apparent  than  real. 


associate  the  property  of  life  with  any  chemical  or 
group  of  chemicals. 

The  continuity  of  the  germ  plasm  depends  upon 
the  continuity  of  genes,  whose  genec  reproduction 
depends  upon  biochemical  processes  whereby  a gene 
molecule  gathers  molecular  parts  from  its  cellular 
environment,  and  by  natural  affinity  recreates  a 
nucleoprotein  complex,  which  is  a reproduction  of 
itself.  By  this  process  it  is  believed  that  continuity  of 
the  germ  plasm  is  established. 

Amongst  viruses  and  microbes  variation  does 
occur  in  continued  passage,  with  alterations  in  trait, 
which  differ  from  the  original  stock.  The  factors 
initiating  the  variation  are  unknown,  but  may  be 
related  to  environmental  adaptation,  which  depends 
on  induced  qualitative  change  in  the  original  stock.“ 

As  an  example  of  a variant  we  can  cite  the  17  D 
strain  of  yellow  fever  developed  by  passage  through 
tissue  cultures.  It  gives  rise  to  immunity  to  yellow 
fever  in  its  attenuated  form  and  is  devoid  of  all 
tendency  to  produce  yellow  fever  in  man. 
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The  problem  of  the  reaction  of  microbes,  rickett- 
siae,  and  viruses  to  chemotherapeutic  drugs  and  anti- 
biotics is  of  great  interest. 

It  M as  found  soon  after  the  introduction  of  anti- 
biotics for  therapeutic  purposes  that  they  did  not 
always  fulfill  cure  expectation,  because  some  bacteria 
had  apparently  acquired  resistance. 

While  a number  of  physicians  believe  that  ulti- 
mately all  bacteria  will  acquire  resistance  and  that 
antibiotics  as  a class  M ill  eventually  lose  their  use- 
fulness, there  are  others  in  the  M'orld  of  science  who 
are  more  optimistic  about  acquired  resistance, 
because  it  has  made  it  possible  to  study  evolution  in 
the  light  of  Darwin’s  doctrine. 

The  question  may  be  asked:  Hom^  do  bacteria 
acquire  resistance  to  antibiotics?  The  ansM'er  is 
through  hereditary  variation,  mutation  and  selection, 
as  an  adaptation  to  their  neM'^  found  environment, 
resulting  in  an  array  of  hereditarily  different  forms 
(ecotypes)  M-hose  number  depends  upon  the  rate  of 
mutation.  There  are  to  be  sure  degrees  of  adaptive- 
ness of  these  “mutants”  as  measured  by  reproductive 
survival  in  neM’  ecological  niches.  Neo-DaiAvinism, 
or  the  genetic  theory  of  the  means  of  evolution,  bases 
itself  upon  the  existence  of  random  mutations  (a 
theoretical  possibility),  which  seems  to  apply  where 
emergence  of  resistance  becomes  apparent. 

Evolution  requires  continuity  plus  change;  ever 
recurring  revolutionary  processes  which  we  recog- 
nize and  label  as  mutations,  which  represent  a sudden 
change  in  the  framework  of  the  chromosomes  with- 
in the  nucleus  of  a cell. 

Evidence  indicates  that  changes  in  bacteria  from 
sensitivity  to  resistance  originate  as  mutations  upon 
MTich  antibiotics  act  only  as  selective  agents.  These 
eliminate  the  sensitive  bacteria,  allowing  the  resistant 
mutants  to  thrive  and  multiply  unopposed.  These 
changes  in  bacteria  also  occur  because  a certain  per 
cent  exist  in  a form  different  from  that  in  which 
observations  are  usually  made. 

Another  reason  may  be  that  in  vivo  a large  num- 
ber of  organisms,  as  for  example  in  tuberculosis, 
may  be  locked  within  phagocytic  cells,  instead  of 
being  free  in  body  fluids  M'here  the  bacteria  are 
readily  reached  by  antibiotics.  The  idea  of  the  exist- 
ence of  “drug  inhibitors”  in  areas  Mdiere  cellular 
debris  walls  off  bacteria  by  creating  a physicochemi- 
cal environment  favorable  to  bacterial  defense  and 
survival  is  M-orthy  of  mention. 

The  phenomenon  of  dormancy  or  potential  viabil- 


ity in  what  may  be  regarded  as  “dead”  bacilli,  which 
though  apparently  dead,  possess  revival  attributes 
under  changed  environmental  conditions  favorable 
to  their  revitalization,  is  not  new  in  the  microbio- 
logical world.^ 

We  may  question  Mfiether  or  not  these  resistant 
mutants  indicate  a degree  of  adaptiveness,  as  meas- 
ured by  reproductive  survival  values,  that  provide 
new  genetic  combinations,  suitable  for  survival  under 
new  stresses  and  strains  imposed  upon  them  in  a new 
ecology  and  a new  mode  of  life. 

The  development  of  resistance  follows  a definite 
pattern,  with  resistance  attained  in  successive  steps, 
but  not  necessarily  equal,  xvith  the  mutated  gene 
aKvays  reproducing  its  kind  with  the  resultant  neM^ 
hereditary  type. 

Resistance  patterns  have  been  showm  to  differ  with 
different  antibiotics.  Genetic  bacterial  influences 
may  be  operating  in  these  behavior  patterns.  If  any 
one  of  the  genes  should  mutate,  the  bacterium  in 
Mfiich  such  mutation  occurs  and  the  resultant  strain 
developed  therefrom  is  an  array  of  hereditarily  dif- 
ferent forms  which  by  chance  Mfill  be  more  resistant 
to  respective  antibiotics  than  was  the  original  “first 
step  resistant  strain.”^ 

Whether  such  divergence  from  the  accepted  norm 
will  prove  eventually  to  be  disadvantageous  to  man 
by  the  development  of  a new  threat  to  his  sunfival 
remains  to  be  seen.  Newer  chemotherapeutic  agents 
and  antibiotics  may  keep  pace  with  the  development 
of  microbal  mutants,  Mfiich  now  appear  to  threaten 
man’s  existence. 

Or  on  the  other  hand,  the  host  man  may  by 
evolutionary  necessity  adapt  himself  and  gain  pro- 
tection through  an  elaboration  of  increased  immunal 
response  against  a new  Mmrld  of  infectious  organ- 
isms, for  his  successful  escape  from  annihilation. 

This  process  would  seem  to  put  at  rest  the  concern 
of  some  physicians  who  believe  that  ultimately  all 
bacteria  Mfll  acquire  resistance  and  that  antibiotics 
as  a class  will  cease  to  be  useful. 

What  then  are  the  therapeutic  implications? 

Opinions  held  at  present,  either  for  or  against  the 
value  of  antibiotics  as  standardized  routine  in  pre- 
ventive medicine,  may  require  modification  in  the 
light  of  further  evidence  developed  by  experience 
Mith  their  pharmacodynamics  in  man.  Passing  en- 
thusiasms will  M ax  and  M ane.  To  date,  the  advantages 
M’ould  seem  to  outMcigh  the  disadvantages  in  their 
use  in  the  sphere  of  preventive  and  curative  medicine. 
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Certain  technical  problems  must  be  dealt  with. 
Precise  determination  of  the  type  of  infection  should 
whenever  possible  be  the  guide  in  the  choice  of 
proper  antibiotic  therapy.  Indiscriminate  reliance 
upon  an  antibiotic  rather  than  upon  the  antibiotic 
of  choice  coupled  with  premature,  hasty  and  uncon- 
hrmed  diagnoses  can  mar  the  real  diagnosis  and 
actually  retard  recovery  by  distorting  clinical  mani- 
festations of  disease. 

Those  who  are  called  in  consultation  for  confirma- 
tion of  a communicable  disease  diagnosis  run  into  the 
difficulties  imposed  upon  them  by  conditions  men- 
tioned, yet  from  no  fault  of  the  physician  in  attend- 
ance. Many  times  he  is  torn  between  limitations  of 
technical  or  monetary  aid  in  arriving  at  a careful 
diagnosis  and  the  pressure  exerted  by  parents,  who 
insist  upon  the  use  of  the  “wonder  drugs”  regardless 
of  tile  doctor’s  admonitions  that  the  fundamental 
caus<!  of  disease  should  first  be  determined  and  that 
care  must  be  exercised  in  avoiding  known  adverse 
effects. 

On  the  other  hand,  the  overwhelming  number  of 
antibiotics  now  made  available  to  the  physician  com- 
pound his  problem  of  proper  selection.  He  can  resort 
to  the  broad  spectrum  antibiotics  that  affect  gram- 
positive and  gram-negative  bacteria,  as  well  as  the 
rickettsial  and  some  of  the  larger  viruses.  The  clinical 
behavior  pattern  of  the  more  frequently  used  anti- 
biotics has  been  reviewed  and  the  advantages  and 
disadvantages  of  their  use  singly  or  in  combination 
pointed  up.°  The  best  results  are  still  obtained  in  the 
majority  of  cases  with  the  most  active  single  anti- 
biotics, with  demonstrated  biological  efficacy,  for 
the  properly  chosen  case,  as  based  upon  prior  evalua- 
tions. 

Meanwhile,  we  must  depend  upon  a crystallization 
of  opinions  based  upon  studies  by  members  of  the 
medical  profession  and  the  ancillary  biological  and 
chemical  sciences,  to  indicate  the  optimum  types  of 
therapy  for  the  control  of  infectious  and  communi- 
cable diseases,  upon  which  much  attention  has  been 
focused  in  the  field  of  preventive  medicine. 

Nothing  should  prevent  men  delving  in  the  spheres 
of  pure  science  from  continuing  their  tireless  search 


for  better  and  more  potent  therapeutic  agents. 

The  elementary  events  running  through  evolution- 
ary substrata  may  yet  open  vistas  into  the  methods 
of  the  world’s  existence  and  future  being,  which 
cannot  but  make  salutary  impressions  upon  all  facul- 
ties of  the  human  mind.  So  let  us  take  heart  and  hope 
that  man  will  continue  to  exist  ( unless  overwhelmed 
by  violent  conquests  of  the  atomic  age)  and  will  dis- 
cover ways  and  means  to  counter  those  elements  in 
his  ecology  forever  threatening  his  existence.  Lack 
of  objectivity  of  bigoted  fundamentalists  or  science 
by  communistic  decree  should  not  be  permitted  to 
stand  in  the  way  of  scientific  progress.  “It  is  because 
science  is  sure  of  nothing  that  it  is  always  advan- 
cing.” (Duclaux). 

The  center  of  biological  thought  formulated  some 
loo  years  ago  by  Charles  Darwin  in  1859  remains  a 
pivotal  idea,  shedding  light  on  all  the  different  phases 
of  the  work  of  microbiologists,  who  measure  the 
meaning  of  their  work  by  the  yardstick  of  his  brilli- 
ant generalizations.  No  theory  has  ever  made  the 
same  impact  upon  the  minds  of  men  in  all  walks  of 
life  and  upon  almost  every  field  of  intellectual 
endeavor,  particularly  in  the  field  of  biological 
science  and  research. 

More  observations,  more  experiments,  more  meas- 
uring, checking,  analyzing,  evaluating  and  confirm- 
ing must  continue.  “Science  in  obeying  the  law  of 
humanity,  will  always  labor  to  enlarge  the  frontiers 
of  life.”  (Pasteur). 
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BORIC  ACID  POISONING 

Report  of  a Case  and  Survey  of  Connecticut  Hospitals 
Dennis  N.  Marks,  m.d.,  New  Haven 


"D  ORic  acid  poisoning  by  the  oral  route  is  a familiar 
hazard^’-  The  New  London  tragedy  is  well  re- 
membered by  Connecticut  practitioners.^’^  On  the 
other  hand,  transcutaneous  poisoning  is  not  often 
encountered  or  not  often  recognized  (Table  No.  i). 
The  danger  of  the  topical  application  of  boric  acid 
has  been  the  subject  of  a number  of  recent  articles*^'^^ 
and  prompted  this  report  of  a case  with  a favorable 
outcome  on  symptomatic  therapy. 

CASE  REPORT 

R.  M.,  a four  week  old  white  male,  was  admitted  to  the 
Hospital  of  St.  Raphael  on  October  29,  1953.  The  present 
illness  had  begun  at  two  weeks  of  age  with  lengthening 
periods  of  crying,  especially  toward  evening.  Soon  after 
a redness  of  the  buttocks  was  noticed.  The  feeding  of 
orange  juice  was  discontinued.  Corn  starch  and  mineral  oil 
were  applied  to  the  diaper  area  instead  of  the  previously  used 
borated  baby  powder.  When  the  infant  was  three  weeks 
old  the  family  physician  was  contacted  and  he  advised 
dusting  the  diapers  with  boric  acid  powder.  The  irritability 
continued  and  the  erythema  spread  to  the  abdomen  and 
thighs.  On  the  fourth  day  of  boric  acid  application  the 
face  became  erythematous.  At  this  time  the  boric  acid  was 
stopped  and  Desitin  Ointment  was  started.  Benadryl  was 
prescribed  and  pablum  was  added  to  the  diet.  On  the  fol- 
lowing day  the  temperature  rose  to  101°  F.  and  the  face 
became  fiery  red.  Desquamation  and  nonprojectile  vomiting 
of  almost  all  feedings  occurred  during  the  next  24  hours. 
The  stools  became  loose,  green,  and  contained  mucus  but 
never  blood.  The  pablum,  vitamins  and  formula  were 
stopped  and  the  baby  was  offered  a hypertonic  salt  and 
sugar  solution.  The  vomiting,  diarrhea,  extreme  irritability, 
and  sleeplessness  progressed.  On  the  day  of  admission  the 
vomitus  was  found  to  contain  streaks  of  bright  red  blood. 

The  past  history  revealed  that  the  infant  weighed  seven 
pounds  four  ounces  at  birth.  The  immediate  postnatal  course 
was  uneventful.  A circumcision  performed  on  the  fifth  day 
of  life  healed  without  difficulty.  The  feedings  consisted 
of  diluted  evaporated  milk  with  added  Karo.  A multivitamin 
preparation  and  orange  juice  were  started  on  the  eighth 
day. 

The  family  history  is  of  interest  in  that  the  mother 


SUMMARY 

The  case  of  a four  week  old  boy  with  transcutaneous 
boric  acid  poisoning  is  reported.  This  and  five  pre- 
viously unreported  cases  uncovered  by  a Connecticut 
hospital  survey  are  added  to  114  cases  from  the  litera- 
ture. It  is  apparent  that  boric  acid  is  a dangerous  and 
therapeutically  inefficacious  drug. 


develops  a weeping  eczema  of  the  ears  on  contact  with 
metal  jewelry. 

PHYSICAL  EXAMINATION 

Physical  examination  revealed  a desperately  ill  but  well 
nourished  white  male  infant  apparently  out  of  contact  with 
the  environment.  The  temperature  was  99.2°  F.,  pulse  rate 
180,  respiratory  rate  63.  The  weight  was  ten  pounds  two 
ounces.  The  body  measurements  were  within  normal  limits. 
There  was  a generalized  desquamation  which  was  most 
noticeable  over  the  head,  midabdomen,  buttocks,  groin  and 
thighs.  Underlying  the  scales  the  skin  was  of  fair  turgor, 
shiny,  very  erythematous  and  fissured.  There  was  no 
lymphadenopathy.  The  head  was  symmetric,  the  neck  sup- 
ple, the  anterior  fontanelle  two  by  two  centimeters  and 
flat.  The  eyes  were  fixed  in  an  upward  gaze;  the  pupils 
were  four  millimeters  in  diameter  and  reacted  to  light. 
The  sclerae  and  conjunctivae  were  clear  and  funduscopic 
examination  was  normal.  There  was  no  nystagmus.  The 
nose  and  throat  were  not  remarkable.  The  chest  was  nor- 
mal except  for  rapid  shallow  respirations.  The  lungs  were 
clear  to  percussion  and  auscultation.  The  heart  rate  was 
rapid  but  the  sounds  were  of  good  quality  and  there  were 
no  murmurs.  The  heart  was  not  enlarged.  The  abdomen 
was  tightly  distended  and  tympanitic  except  from  the  um- 
bilicus to  the  pubis  in  the  midline.  Here  a firm  mass  was 
found  which  disappeared  after  the  infant  \vas  stimulated 
to  void.  Neither  the  liver  nor  spleen  were  palpable.  The 
bowel  sounds  were  virtually  absent.  The  genitalia  were 
normal.  The  hands  were  clenched  and  the  extremities, 
which  were  tightly  flexed,  twitched  intermittently.  Their 
waxen  mottled  appearance  and  jioor  venous  return  .sug- 
gested shock.  The  deep  tendon  reflexes  were  active  and  the 
Moro  sign  exaggerated,  The  Chvostek  and  Frousseau  signs 
were  absent. 
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Table  1 

Survey  of  33  hospitals  covering  3-15  years 

Cases  where  the  amount  of  boric  acid  was  obviously  inadequate  to  cause  poisoning  have  not  been  included 


Connecticut  Hospital  Survey 


HOSPITAL 

NUMBER 

AGE  INGESTION  PERCUTANEOUS 

OUTCOME 
RECOVERED  FATAL 

COMMENTS 

Hartford 

I week  I 

4 tablespoons  Boric  Acid  used  in  place  of  Dex- 
trimaltose  in  the  preparation  of  formula.  Given 
2 ounces  most  of  which  was  vomited.  Gastric 
lavage  performed.  Recovered  uneventfully. 
Estimated  ingestion:  4 Gm. 

Lawrence 

and  MemoriaP 

Newborns  20 

15  5 

Boric  Acid  used  in  place  of  dextrose  in  prepara- 
tion of  feedings.  Estimated  ingestion:  10-13  Gm. 

New  Britain 

General 

4 months  i 

I 

Infant  fed  45  cc.  saturated  solution  Boric  Acid 
instead  of  sugar  water.  Was  caused  to  vomit 
and  gastric  lavage  performed.  Findings  were  a 
papular  eruption  on  the  chest,  fever,  increased 
capillary  fragility  and  mild  anemia.  Recovered 
promptly  on  Vit.  K.  Estimated  ingestion:  2 'A 
Gm. 

Norwalk 

2 Vz  years  i 

I 

Ate  14  lb.  Boric  Acid  Powder.  Admitted  in 

coma  and  shock.  Petechiae  were  present  on 
upper  chest  and  reflexes  were  sluggish.  Pupils 
contracted.  Gastric  lavage  performed  and  Boric 
Acid  found  in  stomach  contents  and  4 daily 
urines.  Recovered  quickly  with  liberal  fluids 
without  developing  further  symptoms. 

1 14  years  i i Unstated  amount  of  Boric  Acid  ingested.  Infant 

developed  albuminuria  and  an  erythematous 
rash  which  desquamated.  Recovered  with  lib- 
eral fluids. 

St.  Francis  5 years  i i Burns  treated  with  Boric  Acid  Ointment.  Child 

expired  and  at  postmortem,  cause  of  death  was 
found  to  be  Boric  Acid  Poisoning. 

St.  Raphael  4 weeks  i i Case  reported  here. 

Totals  24  2 20  6 


The  admission  diagnosis  was  transcutaneous  boric  acid 
intoxication. 

LABORATORY  EXAMINATIONS 

Laboratory  examinations  on  admission  revealed  a hemo- 
globin of  10  Gm.  per  100  cc.  with  a red  cell  count  of 
2,870,000,  and  a white  cell  count  of  7,350  with  a slight 
left  shift.  The  nonprotein  nitrogen  was  normal.  The  serum 
chloride  concentration  was  94.2  mEq  per  liter;  the  carbon 
dioxide  content  was  25.1  mEq  per  liter.  Urinalysis  was 
negative.  The  nasopharyngeal  culture  revealed  the  usual 
flora  and  beta-hemolytic  streptococci  (throat  only).  The 
blood  culture  grew  out  hemolytic  staphylococcus  aureus 
but  this  was  felt  to  be  a contaminant.  A repeat  complete 
blood  count  three  days  later  showed  no  essential  change. 
Urine  collected  on  November  3,  eight  days  after  the  last 
known  exposure  of  boric  acid,  was  subjected  to  specto- 


graphic  analysis  by  the  toxicology  laboratory  of  the  Con- 
necticut State  Department  of  Health,  and  was  found  to 
contain  boric  acid. 

HOSPIT.4L  COURSE 

On  admission  the  infant  was  placed  in  oxygen.  The  skin 
was  cleansed  with  sterile  saline.  Sodium  luminal  15  mg. 
was  administered  every  eight  hours.  Aqueous  procaine 
penicillin  300,000  units  daily  was  given.  Calcium  gluconate 
10  cc.  of  a 10  per  cent  solution  given  intravenously  did  not 
seem  to  influence  the  rigidity  or  seizures.  Parenteral  fluid 
therapy  was  calculated  to  combat  shock,  replace  deficits, 
and  provide  liberal  maintenance  fluids  to  obtain  a good 
urinary  output.  This  is  outlined  in  Table  2.  The  infant’s 
condition  remained  critical  through  the  first  day  with  con- 
tinuous seizures,  extreme  spasticity,  and  intermittent  urin- 
ary retention. 
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Table  No.  2 
Parental  Fluid  Therapy 


time 

ELECTROLYTE  (MEQ./KG.) 

FLUID 

cc./kg 

(hours) 

SITE 

na 

K 

CL  HCO^  LACTATE 

COMMENT 

MTole  blood — 50  cc. 

I 1 

0-2 

I.V. 

— 

— 



Combat  shock  and  anemia 

Interstitial  salt 
solution — 100  cc. 

2 2 

0.2 

s.c. 

3-4 

O.I 

2.7  0.7  — 

Expand  blood  volume, 
deficit  repair 

K Lactate — 100  cc. 
5 per  cent  glucose 

87 

2-18 

I.V. 

2.6 

0.8 

2.1  — 1. 1 

Repair  and  maintenance 

in  water — 300  cc. 

Isotonic  NaCl — 140  cc. 
3 per  cent  glucose 
in  water — 560  cc. 

'5- 

18-36 

I.V. 

4.6 

— 

4.6  — — 

Potassium  free 
liberal  maintenance 
substituted  for  above 
because  of  urinary  retention 

Totals 

271 

36 

10.6 

0.9 

94  0.6  1. 1 

Tliirtv-six  hours  after  admission  the  infant  was  improved. 
Fie  was  in  contact,  followed  moving  objects,  and  had  no 
further  seizures.  The  extremities  were  relaxed.  The  abdom- 
inal and  bladder  distention  had  disappeared  and  peristalsis 
was  normal.  The  skin  was  less  severely  erythematous.  An 
oral  electrolyte  mixture  was  retained  and  followed  by  a 
dilute  Nutramigen  formula  which  was  gradually  increased 
over  the  next  forty-eight  hours  when  an  evaporated  milk 
formula  was  substituted.  No  diarrhea  was  encountered  dur- 
ing the  hospital  stay.  The  entire  course  was  afebrile.  Peni- 
cillin was  discontinued  on  the  fourth  day.  The  pheno- 
barbital  was  gradually  decreased  being  discontinued  on  dis- 
charge. Discharge  examination  after  six  days  of  hospitaliza- 
tion was  negative  except  for  scaling  of  the  scalp. 

The  scaling  of  the  scalp  persisted  and  cleared  only  after 
the  infant  was  placed  on  Mull-Soy.  It  reappeared  on  two 
occasions  when  he  was  fed  orange  juice.  He  was  placed  on 
whole  milk  at  three  and  one-half  months  of  age  and  has 
been  well  since.  Follow-up  examination  at  six  and  one-half 
months  was  within  normal  limits. 

COMMENT 

The  syndrome  of  boric  acid  poisoning  consists  of 
gastrointestinal,  skin  and  central  nervous  system  signs 
and  symptoms.  Most  of  these  are  demonstrated  in  the 
patient  reported.  Vomiting  and  diarrhea  are  com- 
mon; the  vomitus  and  stools  frequently  containing 
blood.  The  skin  lesions  consist  of  a maculopapular 
eruption  progressing  to  an  intense  erythema  usually 
involving  the  mucous  membranes  and  sometimes 
most  noticeable  on  the  palms,  soles  and  in  the  diaper 
area.  This  is  followed  in  a day  or  two  by  widespread 
desquamation.  Stupor,  delirium,  convulsions  and 
coma  may  be  encountered.  In  severe  cases  shock 
develops.  Fever  or  a subnormal  temperature  may  he 
present.  All  of  the  above  manifestations  are  seen 


with  equal  severity  regardless  of  the  route  of  intoxi- 
cation. 

Laboratory  examinations  have  not  proved  of  help 
in  making  the  diagnosis  except  for  the  detection  of 
boric  acid  in  body  fluids.  This  can  be  done  easily 
with  turmeric  test  paper  or  as  in  the  case  reported 
using  the  spectrographic  method. 

Undoubtedly  some  cases  of  boric  acid  poisoning 
go  unrecognized.  The  picture  can  be  confused  with 
gastroenteritis,  sepsis,  meningitis,  and  the  exfoliative 
dermatoses,  Ritter’s  and  Leiner’s  diseases.  This  is 
stressed  by  the  fact  that  the  last  case  of  Leiner’s 
disease  diagnosed  at  the  Hospital  of  St.  Raphael,  on 
review,  revealed  that  large  amounts  of  a borated 
baby  powder  and  saturated  boric  acid  solution  had 
been  used  topically.  In  retrospect,  this  patient  who 
recovered  on  an  anallergic  regimen  and  symptomatic 
therapy  could  have  represented  boric  acid  poisoning. 

It  is  again  emphasized  that  there  is  no  specific 
treatment  for  boric  acid  poisoning.  Liberal  fluids 
and  blood  are  given  to  combat  shock  and  hasten 
excretion  of  the  boric  acid.  Antibiotics,  sedatives 
when  convulsions  are  present  and  other  supportive 
measures  are  indicated.  Calcium  gluconate  has  not 
been  found  effective  in  controlling  the  convulsions 
and  there  is  no  laboratory  evidence  to  expect  that  it 
would  do  so."’” 

The  mortality  in  120  cases,  including  those  re- 
viewed by  Goldbloom  and  Goldhloom,’*  several 
others  from  the  literature,"'”’'"’  the  new  cases  un- 
covered by  the  Connecticut  hospital  survev  and  the 
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case  reported  above,  is  52.5  per  cent. 

There  is  no  doubt  that  boric  acid  is  poisonous  and 
that  poisoning  can  occur  by  the  oral,  parenteral  and 
percutaneous  routes.  As  little  as  1-2  Gni.  may  be 
fatal  in  a newborn  infant.-  Boric  acid  is  probably 
not  able  to  traverse  the  normal  skin.'’’^-  However, 
even  5 per  cent  boric  acid  as  is  present  in  some  baby 
powders,  when  applied  to  widely  denuded  skin  is 
dangerous.*’’^*’  In  spite  of  a Food  and  Drug  Adminis- 
tration report  (January  30,  1954)  that  it  had  found 
5 per  cent  boric  acid  in  baby  powders  to  be  safe, 
some  manufacturers  have  wisely  removed  boric  acid 
from  their  product. 

In  view  of  its  poisonous  properties  and  generally 
accepted  lack  of  bacteriocidal  and  bacteriostatic 
activity,^'^’^'^  the  use  of  boric  acid  should  be  aban- 
doned in  favor  safer,  more  effective  agents. 

The  author  is  grateful  to  Dr.  Alan  A.  Rozen  whose  case 
is  reported  here;  to  Dr.  Daniel  C.  Darrow  whose  consul- 
tation guided  the  management  of  the  patient;  to  Drs.  Willis 
Thayer  and  Thomas  iVIurphy  whose  cases  are  included  in 
the  Connecticut  hospital  survey;  to  Mrs.  Margaret  Reeves, 
R.R.L.,  Miss  iMarjorie  Smith  and  the  Record  Librarians 
throughout  Connecticut  for  their  valuable  assistance  in  the 
gathering  of  data  and  the  preparation  of  this  paper. 
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STREPTOKINASE-STREPTODORNASE 
Its  Use  in  the  Management  of  Gangrene  and  Osteomyelitis  of  the  Toes  and  Feet 
William  H.  Curley,  Jr,,  m.d.,  and  Joseph  W.  Belkin,  m.d.,  Bridgeport 


Dr.  Belkin.  Chief  Resident  in  S'urgery,  St.  Vincent’s 
Hospital,  Bridgeport 


INTRODUCTION 

The  management  of  gangrene  and  osteomyelitis  of 
the  lower  extremity  has  been  a very  difficult,  trying, 
and  frequently  disappointing  experience.  These  un- 
happy patients  often  require  high  amputation  after 
the  failure  of  long  and  expensive  attempts  at  more 
conservative  therapy.  Our  study  using  Streptokinase- 
Streptodornase  is  based  on  the  methods  outlined  in 
a recent  report  by  McCarty  and  Tillett.^  Since  the 
results  have  given  cause  for  so  much  greater  opti- 
mism in  facing  these  problems,  we  feel  the  method 
should  bear  re-emphasis. 

STREPTOKINASE-STREPTODORNASE 

Streptokinase  and  Streptodornase  are  enzymes 
produced  by  the  hemolytic  streptococci.  They  are 
supplied  in  purified  form  by  The  Lederle  Labora- 
tories as  Varidase.  Streptokinase  functions  by 
changing  plasminogen,  present  in  human  serum,  to 
the  active  enzyme  plasmin.  The  plasmin  is  then 
capable  of  catalyzing  fibrinolysis.  Streptodornase, 
the  other  component  of  Varidase,  causes  liquefaction 
of  purulent  material.  This  is  accomplished  by  the 
breakdown  of  desoxyribonucleoprotein  which  is 
responsible  for  the  viscosity  of  pus.  The  studies  of 
Sherry  have  shown  that  streptodornase  is  actually 
a group  of  enzymes  causing  the  breakup  of  these 
complicated  molecules  in  separate  steps.  This  action 
is  direct  and  does  not  require  the  presence  of  a factor 
in  serum. 

METHOD 

The  patients  were  brought  to  operation  as  soon  as 
possible.  All  necrotic  tissue,  including  devitalized 
bone,  was  thoroughly  excised,  while  all  viable  tissue 
was  conserved.  Small  bore  polyethylene  tubes  with 
multiple  openings  were  placed  through  the  affected 
areas  and  brought  out  of  the  wound  at  its  extremities 
or  through  uninvolved  tissue.  The  wounds  were 


Dr.  Curley.  Chief,  Surgical  Staff,  St.  Vincent’s 
Hospital,  Bridgeport 


SUMMARY 

The  presence  of  osteomyelitis  in  the  feet  has  often 
meant  the  failure  of  even  intensive,  conservative 
therapy. 

In  our  hands,  surgical  and  enzymatic  debridement 
has  given  good  results  and  has  shortened  the  length  of 
hospitalization. 

The  method  is  explained  and  illustrated. 

Three  cases  are  presented. 


loosely  approximated  with  interrupted  silk  sutures. 
500  mg.  of  Aureomycin  were  added  to  the  solution 
of  Streptokinase-Streptodornase,  as  suggested  by 
McCarty  and  Tillett.  The  total  volume  varied  up  to 
50  cc.  depending  on  the  area  to  be  treated.  This 
freshly  prepared  solution  was  instilled  in  the  tubes 
at  regular  intervals.  The  tubes  were  then  clamped 
and  later  opened  for  drainage  and  aspiration  of  the 
liquefied  products  of  enzyme  activity.  The  tubes 
were  removed  after  four  to  five  days.  A large  sur- 
gical glove  was  then  used  as  a rubber  dam  over  areas 
requiring  further  therapy.  The  solution  was  injected 
and  aspirated  from  this  closed  space  twice  daily.  The 
dam  was  removed  early  each  morning  to  expose  the 
foot  and  provide  a period  of  gravity  drainage. 
Meticulous  surgical  debridement  was  carried  on 
before  each  new  dressing. 

CASE  REPORTS 

These  patients  presented  advanced,  severe  infec- 
tions of  the  feet  with  osteomyelitic  changes.  They 
were  all  diabetics.  General  supportive  measures, 
antibiotics  and  control  of  diabetes  A\ere  instituted 
immediately. 

CASE  I 

C.  K.,  a 70  year  old  wldrc  female,  had  been  a know  n 
diabetic  for  10  years.  In  November  of  1952  slie  was  seen 
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with  infection  of  the  first  and  second  toes  of  the  right  foot 
and  an  adjacent  draining  plantar  ulcer.  The  condition  im- 
proved after  incision  and  drainage  but  never  completely 
liealed.  In  January  there  was  x-ray  evidence  of  osteomye- 
litis in  the  digits  and  the  third  metatarsal.  On  January  12 
excision  of  the  necrotic  areas  was  performed  and  the  strep- 
tokinase-streptodornase  therapy  instituted.  By  February  13 
the  osteomyelitic  metatarsal  had  recalcified  and  the  foot  pre- 
sented a healthy  granulating  surface  where  pinch  grafts 
readily  took.  To  this  date  the  foot  has  remained  well  with 
the  patient  fully  ambulatory. 


FiGUltE  I 

Case  2 — X-rays  pre-  and  postoperative 


Figure  2 

Case  2 — Infected  foot  preoperativc 


CASE  2 

S.  S.,  a 44  year  old  white  male,  Itad  been  a severe  diabetic 
for  10  years.  In  November  1952  he  had  an  open  infected 
lesion  of  the  right  foot  and  an  abrasion  of  the  left  foot 
caused  by  tight  shoes.  With  antibiotics,  soaks  and  debride- 
ment, these  lesions  were  controlled.  However,  there  was 
x-ray  evidence  of  an  early  osteomyelitis  of  the  right  third 
metarso-phalangeal  joint.  The  patient  was  readmitted  in 
February,  1953  because  of  a fulminating  infection  of  his 
left  foot  with  extensive  osteomyelitis.  (Figures  i and  2.)  The 
surgical  procedure  and  preparation  for  enzymatic  therapy 
is  shown  in  Figures  3 and  4.  Figure  5 shows  the  status  three 
days  later.  The  foot  was  well  healed  by  March  9 when  the 


Figure  3 

Case  2 — Surgical  debridement  completed 


Figure  4 

Case  2 — Polyethylene  tubes  placed 


Figure  5 

Case  2 — Three  days  postoperative 


patient  was  discharged.  During  this  admission  the  right 
foot  had  shown  a slight  progression  of  the  osteomyelitis 
and  never  completely  healed.  Up  to  this  time  the  treated 
foot  had  remained  well;  although  the  right  foot  has  sub- 
sequently flared  up  and  the  patient  is  now  readmitted  for 
the  enzyme  therapy  of  that  lesion. 
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CASE  3 

P.  R.,  a 53  yciu'  old  white  male,  has  been  a severe  diabetic 
for  more  than  20  years.  He  is  a very  difficult  and  unco- 
operative patient  who  does  not  control  his  diabetes  well. 
.\  previous  infection  of  the  left  foot  in  1950  which  was 
intensively  treated,  had,  nevertheless,  progressed  to  exten- 
sive osteomyelitis  of  the  tarsal  bones  requiring  below-the- 
knee  amputation.  Progressive  infection  of  the  right  foot 
then  occurred  with  loss  of  the  third  and  fourth  toes.  In 
.May  of  1953  he  presented  a severe  infection  with  osteo- 
myelitis so  that  high  amputation  was  again  feared  necessary. 
The  enzymatic  method,  however,  resulted  in  successful 
conservative  management  with  complete  healing  and  the 
patient  is  again  ambulatory  on  his  right  foot  and  a left 
prosthesis. 

DISCUSSION 

Reactions  observed  to  Streptokinase-Streptodor- 
nase  in  these  cases  consisted  of  a moderate  burning- 


sensation  locally  in  one  patient. 

Successful  therapy  with  this  method  requires  pro- 
longed contact  between  the  enzymes  and  involved 
tissues.  Each  case  presents  mechanical  problems  that 
must  be  solved  to  achieve  that  end.  The  products  of 
the  enzyme  action  and  unaffected  necrotic  material 
must  then  be  faithfully  and  completely  debrided. 

We  have  observed  the  rapid  growth  of  granulation 
tissue  even  over  exposed  bone.  The  question  of  a 
specific  stimulation  of  this  tissue  by  streptokinase- 
streptodornase  remains  for  further  study.^ 
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CONNECTICUT’S  INTEREST  IN  THE  PROBLEMS  OF  THE  AGING 

Edward  N.  Allen,  Hartford 


T HAVE  been  asked  to  speak  on  the  subject  of  Con- 
-*•  necticut’s  interest  in  the  problems  of  the  aging 
and  to  say  a word  or  two  about  what  has  already 
been  done  in  this  area  and  what  is  projected  for  the 
future.  This  is  a wide  subject,  and  I shall  touch  only 
on  the  high  spots  in  discussing  it.  The  problems  of 
the  aging  have  been  with  us  from  our  beginning. 
But  in  recent  years,  through  the  advances  in  medical 
knowledge  leading  to  the  prolongation  of  life,  the 
problem  has  come  much  more  forcibly  to  the  fore. 
Assisting  the  aged  is  an  ancient  privilege  and  obliga- 
tion which,  in  our  century  and  even  in  the  last 
decade,  has  taken  on  some  new,  interesting,  and 
challenging  aspects.  Let  me  confine  myself,  then,  to 
some  of  the  most  recent  developments  in  our  State. 

At  Governor  Lodge’s  request,  the  General  Assem- 
bly at  its  last  session  passed  an  act  creating  a Con- 
necticut Commission  to  Study  the  Potentials  of  the 
Aging.  The  Governor  appointed  to  this  Commission 
twelve  excellently  qualified  members.  Studies  of  the 
problems  of  the  aging  have  been  made  in  other  states. 


The  Author.  Lieutenant  Governor  of  Connecticut 


SUMMARY 

The  origin  of  the  Connecticut  Commission  to  Study 
the  Potentials  of  the  Aging  and  its  directive  from 
Governor  Lodge  are  stated.  Some  of  the  details  of  the 
three  surveys  made  in  Meriden  are  furnished.  The 
problem  of  the  increase  in  the  number  of  aged  persons 
in  Connecticut  is  discussed  with  a view  to  the  future. 


but  in  the  Governor’s  opinion  the  approach  else- 
where had  not  been  sufficiently  positive.  What  we 
need  in  Connecticut  are  constructive  proposals  for 
the  full  utilization  of  the  skills  and  experience  of 
older  persons. 

The  directive  which  Governor  Lodge  .sent  to  the 
Commission  called  for  a detailed  survev  of  the 
potentials  of  the  older  population  in  a particular 
Connecticut  communitv.  He  asked  the  group  to 
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address  itself  especially  to  what  can  be  done  on  the 
positive  side,  and  to  take  into  account  methods  for 
the  further  utilization  of  the  skills  and  experience 
of  older  persons  in  the  labor  force.  It  was  and  is  the 
Governor’s  belief  that  Connecticut  can  find  a posi- 
tive solution,  a solution  which  may,  in  turn,  provide 
a pattern  for  other  regions. 

Meriden  was  chosen  as  a representative  city  and 
the  University  of  Connecticut  was  authorized  to 
conduct  a survey.  This  research  is  already  well  under 
w ay;  in  fact,  the  field  work  has  been  completed;  the 
data  have  been  tabulated. 

“The  function  of  the  commission,”  the  Governor 
wrote,  “would  be  one  of  general  policy  making 
which  would  involve  the  planning  and  formulation 
of  the  research  and  in  the  drafting  of  the  recom- 
mendations. The  report  would  be  due  on  or  before 
July  I,  1954. 

“The  responsibility  of  our  aging  population  rests 
on  many  shoulders,”  he  said.  “The  Commission’s 
report  would  properly  contain  recommendations 
addressed  to  the  General  Assembly  and  useful  to  the 
administrative  departments  of  our  State  Govern- 
ment, to  the  leaders  of  industry  and  labor,  to  our 
communities,  and  to  any  other  group  in  the  State 
whose  participation  is  required  in  the  solution  of  the 
problem.” 

Actually,  three  surveys  were  made  in  Meriden  by 
the  Governor’s  Commission.  The  first  dealt  with 
persons  who  were  55  to  64  years  of  age,  the  group 
that  are  approaching  retirement  age.  An  account  of 
their  skills  and  job  experience  was  obtained.  They 
were  asked  if  they  wanted  to  retire  and  if  they 
expected  to  be  retired.  Some  of  their  retirement  plans 
were  obtained,  including  the  sources  of  income  they 
would  have.  In  cooperation  with  the  State  Depart- 
ment of  Health,  an  inventory  of  their  health  re- 
sources was  obtained  and  many  other  items  of  im- 
portance were  covered. 

The  second  survey  sampled  persons  65-74.  Their 
work  histories,  skills,  and  health  were  also  noted. 
Careful  attention  was  paid  to  their  employment 
since  the  age  of  65.  Those  who  were  not  working 
explained  the  circumstances  under  which  they  left 
work.  Those  who  kept  on  the  job  gave  their  reasons 
for  doing  so. 

The  third  survey  covered  the  policies  and  prac- 
tices of  employers  and  organized  labor  regarding  the 


employment,  retention  and  retirement  of  older 
workers. 

Obviously  research  is  not  fruitful  unless  it  is  fol- 
lowed by  action.  We  might  have  a complete  record 
of  the  hopes  and  aspirations  of  older  people  in  Meri- 
den but  it  would  be  useless  unless  something  could 
be  done  to  bring  these  dreams  closer  to  realization. 

I am  pleased  to  note  that  a Citizen’s  Committee  on 
Aging  has  been  established  in  Meriden.  It  is  planning 
to  review  the  findings  of  the  State  Commission  and 
to  take  such  steps  as  it  can  to  bring  about  a fuller 
utilization  of  the  skills  and  resources  of  older 
people. 

I do  not  need  to  stress  with  citizens  of  your  inter- 
est and  experience  the  size  of  this  growing  problem 
as  it  affects  Connecticut  and  our  nation.  Today 
nearly  one  of  every  five  persons  in  our  State  is  55 
years  of  age  or  more.  At  the  turn  of  the  century 
only  one  person  in  eight  was  55  and  over. 

Moreover,  whereas  in  the  predominantly  agri- 
cultural society  of  fifty  years  ago  more  than  60  per 
cent  of  our  older  men  could  get  employment,  in 
today’s  industrialized  economy  the  proportion  has 
fallen  to  approximately  3 3 per  cent. 

We  in  Connecticut  already  have  a higher  propor- 
tion of  persons  65  and  over  than  in  the  country  as  a 
whole.  And  the  proportion  has  been  increasing  fast. 
Between  1940  and  1950  person  65  and  over  grew  in 
number  at  a rate  which  was  more  than  twice  as 
much  as  the  rate  of  increase  of  the  general  popula- 
tion of  our  State.  At  the  present  rate  it  is  estimated 
that  by  i960  there  will  be  nearly  a quarter  of  a 
million  persons  65  and  over  in  our  State. 

I do  not  need  to  dwell  on  the  reasons  for  this 
growing  disparity,  principal  among  which  are  the 
marvelous  advances  made  in  medical  science.  Nor  do 
I need  to  point  out  that  the  problem  of  utilizing  the 
skills  and  experience  of  our  older  citizens  would  be 
immensely  complicated  if,  as  we  all  devoutly  desire, 
a durable  peace  is  achieved  in  our  time.  Such  a peace 
might,  within  a relatively  short  time,  release  back 
to  peacetime  pursuits  many  thousands  of  younger  i 
men  and  women,  thereby  reducing,  for  a time  at  ! 
least,  general  employment  opportunities.  | 

We  must  not  impose  enforced  idleness  upon  our  ' 
older  citizens.  To  do  so  would  not  only  be  to  subject 
large  numbers  to  a feeling  of  chronic  frustration  | 
but  it  would  be  a great  loss  of  human  resources.  As  j 
Governor  Lodge  has  said,  there  are  important  ex-  | 
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pectancics  in  life  besides  mere  existence.  Our  medical 
victories  which  have  done  so  much  to  raise  life 
expectancy  in  this  country  will  have  little  meaning  if 
our  people,  in  living  longer,  do  not  have  a chance 
for  reasonable  happiness  and  usefulness. 

It  is  a fine  thing  that  the  Connecticut  Health 
League  with  its  representation  from  more  than 
thirty-five  state-wide  agencies  and  organizations 
should  come  together  as  you  have  done  in  a confer- 


ence on  the  problems  of  the  aging.  Your  discussions 
yesterday  and  today  and  your  thinking  along  lines 
which  will  lead  to  constructive  action  should  give 
renewed  confidence  and  determination  to  all  who 
are  working  for  the  betterment  of  the  life  of  our 
older  population.  In  meetings  of  this  sort  you  do  a 
real  service  to  Connecticut,  and  particularly  to  our 
older  citizens,  who  through  your  interest  and  en- 
thusiasm have  new  cause  for  deep  satisfaction. 


DOES  YOUR  PATIENT  COME  FIRST? 

Norman  H.  Gardner,  East  Hampton 


■poR  some  time  there  has  been  more  and  more 
apparent  in  this  country,  nay  in  the  world,  a 
tendency  to  place  the  job  to  be  done  secondary  to 
the  pay  check.  Nothing  could  be  more  dangerous. 
This  country  was  made  great  by  those  who  were 
determined  to  do  a better  job,  and  who  worked  with 
all  their  hearts  to  accomplish  it.  You  must  remember 
these  men  had  much  to  lose  personally.  The  Declara- 
tion of  Independence  and  the  Constitution  were 
fashioned  with  loving  care  by  men  who  took  pride 
in  making  them  the  greatest  documents  of  their  time. 
They  built  a new  nation  which  became  strong  be- 
cause they  built  well.  Likewise,  the  carpenter,  the 
bricklayer,  the  blacksmith  took  great  pride  in  what 
he  did. 

The  medical  profession  has  a proud  heritage  which 
goes  back  to  ancient  times.  In  days  gone  by  the 
doctor  was  looked  up  to  with  profound  respect, 
almost  reverence.  He  was  a healer  without  much 
specific  medicine  and  with  few  tools.  But  he  put  his 
whole  heart  and  soul  into  his  patient.  When  he 
walked  into  the  sickroom.  Faith  and  Hope  were  at 
his  elbow— Charity  was  probably  looking  over  his 


shoulder,  too.  Devotion  has  always  been  one  of  the 
most  common  characteristics  attributed  to  the  medi- 
cal profession.  Devotion,  and  the  ability  to  do  great 
things  with  few  tools  if  need  be.  We  must  continue 
to  keep  this  ideal  fresh. 

I am  somewhat  distressed  by  the  tendency  of 
many  to  be  so  concerned  with  the  economics  of 
medical  practice.  I fear  that  such  concern  may  lead 
others  to  the  conclusion  that  medicine  is  not  so 
much  a profession  as  a trade.  I think  it  behooves  us 
all  to  do  our  utmost  to  maintain  the  standards  of 
our  profession  at  the  present  high  level,  keeping  it 
always  as  our  purpose  to  practice  better  and  better 
medicine,  knowing  that  increased  perfection  is 
bound  to  bring  its  reward. 

We  are  truly  a county  society  working  together. 
I hope  v'e  all  continue  to  have  faith  in  each  other. 
Faith  that  the  other  fellow  is  doing  his  best  just  as 
we  are.  Faith  that  the  other  fellow  is  loyal  to  the 
ethics  of  our  profession  the  same  as  we  are.  Such 
faith  must  serve  to  reassure  us  all  that,  no  matter 
how  dark  it  seems,  we  are  all  going  along  the  road 
together.  We  never  walk  alone. 


From  Retiring  Address  of  President,  Middlesex  Comity  Medical  Association  delivered  at  Middletown,  April  S\ 
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BACKING  INTO  SOCIALIZED  MEDICINE 

Howard  Buffett 


The  Author.  Former  Representative  to  the  U.  S. 
Congress  from  Second  Nebraska  District 


SOCIALIZED  medicine  ought  to  be  a dead  issue  in 
America.  In  a number  of  elections  its  advocates 
have  taken  repeated  shellackings,  to  the  point  wheie 
candidates  for  office  hardly  dare  mention  it.  This 
situation  is  testimony  to  the  political  effectiveness  of 
the  doctors  who  fought  socialized  medicine,  as  well 
as  to  the  fact  that  Americans  will  reject  any  social- 
istic proposal  that  is  properly  labelled;  that  is  why 
the  word  “socialism”  is  assiduously  avoided  by  its 
avowed  proponents,  like  the  New  Dealers  or  the 
Americans  for  Democratic  Action. 

Nevertheless,  we  are  edging  towards  socialized 
medicine,  whether  we  want  it  or  not.  We  are  being 
dragged  into  it  as  a result  of  our  attempt,  since  Pearl 
Harbor,  to  meddle  in  the  affairs  of  the  world.  We 
are  backing  into  it  by  way  of  militarism. 

Out  of  World  War  II  emerged  over  fifteen  million 
American  veterans,  each  with  a lifetime  claim  on  the 
government  for  free  medical  care— subject  to  some 
conditions.  Then  there  are  about  3,700,000  men  and 
women  now  in  uniform  who  have  a “plus”  claim  on 
society  for  medical  attention;  the  “plus”  is  the  inclu- 
sion of  their  dependents  and  families  in  the  subsidy. 
To  be  exact,  the  “plus”  is  not  entirely  free,  for  the 
dependents  are  required  to  pay  certain  modest 
charges  for  such  medical  services  as  they  receive. 

Altogether,  there  are  almost  20,000,000  Americans, 
mostly  on  the  underside  of  fifty,  who  enjoy  this 
special  attention. 

The  government  has  sought  to  lessen  this  con- 
tinuing strain  on  its  budget  by  attaching  some  tech- 
nical restrictions  to  the  use  of  the  privilege.  The 


regulations  call  for  dividing  all  medical  cases  into 
two  broad  classifications,  service  connected  and  non- 
service connected  disabilities.  A service  connected 
disability  can  be  positively  traced  to  service  duties 
and  entitles  the  veteran  to  free  and  unlimited  medical 
attention  for  the  rest  of  his  life.  Nonservice  con- 
nected disabilities  are  treated  free  in  Veterans’  Hos- 
pitals only  if  the  patient  signs  an  application  in 
which  he  declares  his  inability  to  pay.  His  signature 
is  final;  it  is  not  checked  or  questioned  in  any  way. 
The  idea  is  to  protect  the  ailing  veteran  from  embar- 
rassment. 

Naturally,  most  postservice  health  troubles  are 
postservice  developments;  we  all  acquire  more 
miseries  as  we  get  older.  Also,  like  most  of  us,  veter- 
ans have  their  financial  troubles.  It  is  not  strange, 
therefore,  that  a recent  survey  came  up  with  the 
statistics  that  64  per  cent  of  veteran  hospital  beds 
were  occupied  by  patients  suffering  from  nonservice 
ailments.  That  left  only  a third  of  the  available  beds 
for  service  connected  cases,  which  explains  why  so 
many  deserving  veterans  were  kept  on  the  waiting 
list.  Quite  a headache  for  the  Veterans  Administra- 
tion. 

The  financial  and  medical  difficulties  arising  from 
the  claims  of  veterans  already  on  the  rolls  are  as 
nothing  to  what  looms  ahead.  Under  the  Selective 
Service  law,  about  900,000  young  males  are  con-  i 
scripted  each  year,  and  conscription  automatically  | 
entitles  them  to  medical  care  for  the  rest  of  their 
lives— according  to  regulations.  Should  Selective  ' 
Service,  often  referred  to  as  sugar-coated  Universal  | 
Military  Training,  be  converted  into  full-fledged 
UMT,  in  a comparatively  few  years  at  least  half  the  j 
nation’s  population— not  counting  dependents— 
would  have  a claim  on  Uncle  Sam,  m.d.  Since  UMT  ; 
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would  be  a continuing  process  the  claim  on  said 
doctor's  services  would  gro\\-  and  gro^v^ 

Nor  does  the  problem  stop  there.  As  the  govern- 
ment siphons  off  the  medical  personnel  needed  for 
sick  veterans  or  soldiers  in  service,  the  talent  avail- 
able for  the  civilian  population  diminishes.  The  VA 
now  employs  7,000  doctors  regularly  and  an  equal 
number  on  call.  This  creates  an  artificial  shortage 
of  doctors  for  the  rest  of  the  population,  a shortage 
that  is  not  relieved  by  the  medical  schools  simply 
because  more  and  more  of  their  graduates  are  drawn 
into  the  services,  either  voluntarily  or  via  the  draft. 

This  false  scarcity  of  doctors  creates  the  very 
conditions  which  the  advocates  of  socialized  medi- 
cine decry.  Following  the  law  of  supply  and  demand, 
the  fees  of  the  fewer  available  doctors  rise.  And  as 
a matter  of  necessity,  their  offices  are  overcrowded 
and  their  examinations  are  often  forced  to  be  hasty 
and  perfunctory.  Thus  the  inflammatory  charges  of 
the  socialists  acquire  substance— if  one  overlooks  the 
cause  of  the  condition,  which  is  the  absorption  of  a 
large  part  of  our  medical  profession  by  the  military. 

Yet  the  facts  indicate  that  the  hullabaloo  about 
the  shortage  of  doctors  in  America  is  just  hullabaloo. 
In  1940,  before  the  war,  there  was  no  shortage.  In 
fact,  there  was  a shortage  of  patients,  for  many 
young  and  well  trained  doctors  were  finding  it  diffi- 
cult to  establish  practices.  What  then  happened  to 
create  the  present  apparent  shortage? 

In  1940  there  were  175,382  medical  doctors  in  the 
United  States.  By  1952  the  number  had  increased  to 
211,680,  a gain  of  36,298.  To  be  sure,  the  popula- 
tion of  the  country  had  increased  by  15  per  cent— 
but  the  doctor  population  had  increased  by  21  per 
cent. 

Where  are  all  these  doctors?  As  stated  above,  a 
good  portion  of  them  are  in  the  employ  of  the 
Veterans  Administration.  But,  many  more  are  in 
military  uniforms,  stationed  wherever  American 
troops  are  stationed.  The  Army  has  one  doctor  for 
every  275  men  and  women  in  the  service.  The  Navy 
personnel  seem  to  be  more  fragile;  they  need  a doc- 
tor for  every  195  men  in  uniform.  The  Air  Force, 
somewhat  less  demanding,  gets  along  with  a doctor 
for  every  315.  While  those  in  combat  areas  could 
understandably  be  in  need  of  such  liberal  medical 
service,  most  of  the  military  forces  are,  thank  God, 
not  so  occupied,  and  on  the  whole  they  constitute 
the  healthiest  segment  of  our  entire  population. 

As  for  the  rest  of  us,  we  must  get  along  with  one 


doctor  to  710  possible  patients.  Whether  that  is 
adequate  we  do  not  know.  But  we  do  know  that 
many  of  our  small  communities  cannot  secure  perma- 
nent doctors;  and  we  do  know  that  the  available 
civilian  doctors  are  carrying  a heavy  load.  None  of 
us,  not  even  the  overworked  doctors,  would  com- 
plain about  this  condition,  if  it  were  created  by  the 
need  of  medical  attention  on  the  battlefield,  or  even 
in  the  service  hospitals.  There  is  a suspicion,  how- 
ever, that  the  large  ratio  of  doctors  to  men  in  uni- 
form is  in  line  with  the  program  of  those  who  would 
collectivize  America. 

A government  that  conscripts  its  youth  is  under 
obligation  to  provide  them  with  adequate  medical 
care,  regardless  of  any  shortage  of  doctors  for  the 
civilian  population;  no  one  can  quarrel  with  that. 
And  it  is  easy  to  see  that  the  claim  of  veterans  to 
medical  help  under  varying  circumstances  also  has 
justification.  But,  when  we  think  of  the  likely  impact 
of  this  situation  on  the  future  of  private  medical 
practice,  the  problem  takes  on  an  aspect  quite  un- 
related to  the  duty  of  the  country  to  its  soldiers. 

Not  only  will  the  soldier  come  out  from  the 
service  with  a firm  conviction  that  he  is  entitled  to 
all  he  can  get  from  the  government,  but  the  doctors 
who  have  had  a taste  of  regimented  medicine,  with 
its  freedom  from  responsibility  to  the  patient,  will 
most  likely  favor  a continuance  of  the  sinecure  in 
civilian  life.  Not  having  had  any  experience  with 
private  practice,  he  will  not  understand  its  superior- 
ity and  will  not  therefore  be  inclined  to  fight  against 
socialized  medicine.  The  struggle  against  socializa- 
tion has  been  waged  by  American  doctors  who  had 
built  up  practices  in  the  hard,  competitive  way. 
Their  minds  had  not  been  socialized.  But  the  breed 
of  doctors  in  the  offing  will  have  had  a dift'erent 
training. 

The  doctor  who  enters  the  army  directly  from 
medical  school,  or  after  his  internship,  knows 
nothing  but  bureaucratic  medicine,  and  has  no  expe- 
rience by  which  to  measure  its  disadvantages.  Just 
as  the  young  graduate  who  goes  to  Washington 
immediately  after  he  receives  his  diploma  soon  makes 
a perfect  mental  adjustment  to  statism,  so  the  doctor 
in  uniform  learns  ho\v  to  get  along  by  pleasing  his 
superiors  (not  his  patients),  and  how'  much  easier 
it  is  to  make  reports  than  diagnoses.  Besides,  the 
regularity  of  the  pay,  though  inadequate,  is  an 
immediate  inducement  that  offsets  the  promise  of 
the  future  in  private  practice.  Why  hang  up  a shingle 
and  wait  for  patients?  The  government  has  lots  of 
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them.  And  why  fret  about  fees  and  collections?  The 
monthly  check  from  the  government  is  always  good. 

So  then,  socialized  medicine  can  slide  into  the 
American  way  of  life  without  any  new  legislation. 
This  would  be  all  right  to  those  who  are  hell  bent 
for  socialism.  To  those  of  us  who  have  always 
known  that  militarism  and  socialism  are  related,  the 
situation  is  dark;  unless  we  can  get  rid  of  militarism 
we  cannot  prevent  the  coming  socialism. 

Perhaps  the  solution  of  this  problem  lies  with  the 
doctors  who  know  of  the  dangers  to  medicine,  both 
as  a science  and  an  art,  in  socialization.  They  have 
thus  far  put  up  a good  fight,  and  maybe  they  can 
figure  out  a maneuver  to  prevent  the  destruction  of 
the  profession  by  the  flank  movement  from  militar- 
ism. Perhaps  the  young  doctors  can  be  taught  that 
reo'imented  medicine  is  bad  for  them  and  the  coun- 

D 

try. 

To  those  who  refuse  to  see  the  danger  in  the 
present  trend,  and  who  view  the  situation  as  a 
temporary  postwar  phenomenon,  I offer  a bit  of 
history.  The  Civil  War  ended  in  1865.  But  the  largest 
number  of  pension  recipients  was  not  reached  until 
1915,  50  years  later,  when  691,606  Civil  War  pen- 


sions were  being  paid.  The  peak  of  expenditure  for 
Civil  War  pensions  was  reached  in  1921.  From  this 
experience  it  is  fair  to  conclude  that  the  medical 
demands  arising  from  our  two  World  Wars  will 
grow  with  the  years,  and  will  continue  to  provide 
the  advocates  of  socialized  medicine  with  plausible 
argument. 

The  veterans  are  not  to  blame  for  this  situation. 
They  bear  little  or  no  responsibility  for  it.  When 
they  were  drawn  into  the  bloody  and  futile  overseas 
ventures,  they  were  entirely  too  young  and  inexpe- 
rienced to  pass  judgment  on  the  policies  that  dis- 
rupted their  lives,  or  to  understand  what  the  con- 
sequences of  these  ventures  would  be.  One  can 
express  disappointment,  however,  that  their  leader- 
ship has  not  supported  the  small  band  of  patriots  in 
and  out  of  Congress  who  have  resisted  the  drainage 
of  our  economy  to  the  point  where  future  payments 
to  widows,  orphans  and  wounded  will  be  of  ques- 
tionable value.  The  continuing  wastage  of  our 
wealth  since  World  War  II,  by  way  of  handouts, 
while  working  into  the  hands  of  our  socialist  mind- 
ed, must  in  the  end  weaken  the  nation’s  ability  to 
discharge  its  solemn  duty  to  the  veterans. 
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30th  Anniversary  Session  of  Clinical 
Congress 

One  of  the  requirements  for  maintaining  member- 
ship in  the  Academy  of  General  Practice  is  the  ful- 
fillment of  a specified  number  of  hours  of  postgradu- 
ate study.  The  specialist  has  long  since  found  this  a 
necessary  adjunct  to  a successful  practice.  Such  an 
opportunity  has  been  offered  annually  at  our  own 
medical  school  in  New  Haven  since  1924,  except 
for  the  war  year  of  1945.  The  chairman  of  the  com- 
mittee for  the  I St  Connecticut  Clinical  Congress, 
David  Chester  Brown,  and  the  first  secretary  of  that 
same  committee,  Milton  C.  Winternitz,  will  be 
remembered  as  men  of  accomplishment  and  of 
dynamic  personalities.  One  represented  the  State 
Medical  Society;  the  other,  the  Yale  University 
School  of  Medicine.  Together  they  were  symbols  of 
that  cooperative  endeavor  “to  bring  to  physicians  of 
the  State,  either  through  members  of  the  State 
Society  or  through  recognized  authorities  in  medi- 
cine from  other  States,  such  information  as  will  be 
beneficial  to  them  concerning  the  cause,  diagnosis, 
prevention  and  therapy  of  minor  and  major  illness” 
which  has  characterized  the  Clinical  Congress  over 
these  thirty  years. 

Perusal  of  the  program  for  the  29th  Clinical  Con- 
gress this  month  will  reveal  how  well  the  committee 
has  followed  out  the  original  purpose  of  the  Con- 
gress. Seven  of  the  speakers  are  our  own  members. 


ten  come  from  neighboring  Boston  and  ten  from 
New  York,  and  the  remaining  nine  hail  from  as  far 
south  as  Richmond  and  as  far  west  as  Milwaukee. 
The  subjects  covered  give  evidence  of  the  recent 
developments  in  the  practice  of  medicine  and  some 
of  the  problems  peculiar  to  this  decade.  For  example, 
the  gastrointestinal  complications  of  antibiotic  ther- 
apy have  assumed  a place  of  major  importance  and 
will  be  discussed.  Cervical  pathology  has  been  found 
to  account,  some  say,  for  forty  per  cent  of  sterile 
matings.  Cardiac  arrest  with  modern  methods  of 
treatment  for  this  critical  condition  should  interest 
every  physician.  Arthritis  is  assuming  an  ever  in- 
creasing importance  with  the  extended  life  expect- 
ancy of  man.  Cardiac  operations  offer  one  of  the 
most  amazing  fields  of  development.  Radioactive 
iodine  has  come  into  its  own.  The  treatment  of 
alcoholism  has  assumed  new  importance,  especially 
in  Connecticut.  Discussion  of  these  and  many  other 
phases  of  medical  and  surgical  practice  will  be  pre- 
sented by  experts. 

There  is  no  question  but  that  our  Clinical  Congress 
supplies  a need.  At  one  time  occupying  two  days, 
then  three,  and  now  condensed  into  two  again,  no 
physician  in  Connecticut  can  v eil  afford  to  miss  its 
sessions.  We  owe  a debt  of  gratitude  to  our  efficient 
committee,  to  those  who  will  preside  at  the  sessions, 
and  to  our  speakers.  Your  presence  at  the  Congress 
will  give  evidence  of  your  interest  in  the  welfare  of 
your  patients. 
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The  Role  of  the  Anesthesiologist 


With  the  development  of  the  specialty  of  anes- 
thesiology medical  practice  has  acquired  a valuable 
addition  to  its  team.  Formerly  one  thought  only  of 
the  anesthetist  when  ether  was  to  be  poured  in  the 
operating  room.  In  this  issue’s  section  on  Progress 
in  Clinic^il  Medicine  Dr.  Zeldis  discusses  the  many 
functions  of  the  trained  anesthesiologist  in  the 
modern  hospital.  Not  only  are  there  situations  in 
which  fine  decisions  can  be  made  as  to  the  selection 
of  the  most  suitable  type  of  anesthesia  for  that 
operation  and  that  patient,  but  there  are  many  oppor- 
tunities for  the  use  of  his  techniques  in  aiding  the 
internist.  Last,  but  not  least,  is  the  problem  of 
resuscitation  of  the  new  born,  passed  from  the  ob- 
stetrician to  the  nurse,  to  the  pediatrician,  back  to 
the  obstetrician,  and  now  to  the  anesthesiologist.  Not 
all  hospitals  can  boast  trained  anesthesiologists  in  the 
delivery  rooms.  Many  still  find  the  services  of  the 
nurse  anesthetist  not  only  a necessity  but  a valuable 
adjunct  to  the  administration  of  obstetrical  anes- 
thesia. But  even  the  faithful  nurse  anesthetist  and  the 
delivery  room  nurse,  yes,  and  the  obstetrician  too, 
have  found  that  the  techniques  of  the  anesthesiologist 
are  of  value  in  this  age  of  obstetrical  analgesia  on  the 
one  hand  and  “natural  childbirth”  on  the  other. 

We  all  have  much  to  learn.  The  modern  anes- 
thesiologist is  making  a valuable  contribution  to  the 
art  and  science  of  medicine.  Fortunate  indeed  are  the 
surgeons,  internists  and  obstetricians  who  have  avail- 
able his  services  for  their  patients. 

Misdirected  Effort 

The  Yale  Law  Journal  is  not  a publication  that  we 
read  regularly  but  the  iMay  1954  issue,  published  in 
July,  is  not  to  be  passed  over.  It  contains  an  eighty- 
four  page  report,  entitled  “The  American  Medical 
Association:  Power,  Purpose  and  Politics  in  Organ- 
ized Medicine.”  It  is  a monumental  piece  of  work 
but  in  spite  of  its  759  foot  notes  it  is  on  a rather 
shaky  foundation.  Perhaps  it  is  not  necessary  to 
comment  upon  it  but  the  fact  that  it  is  in  print  and 
will  undoubtedly  be  quoted  and  referred  to  seems 
provocation  for  notice  here.  Yale  University  News 
Bureau,  the  official  publicity  agency  for  the  Univer- 
sity, has  recently  sent  out  a news  release  on  the 
article  that  quotes  largely  from  statements  made  by 
George  Lull  of  the  American  Medical  Association. 
We  agree  completely  with  Dr.  Lull’s  statements  and 
could  add  to  them.  “It  took  the  students  two  years 


to  make  the  study,”  he  said,  “but  they  took  neither 
the  time  nor  the  trouble  to  interview  AMA  officers 
or  staff  people  at  the  Chicago  headquarters  to  get 
their  facts  correct.”  It  may  also  be  said  that  galleys 
of  the  article  were  submitted  to  the  State  Medical 
Society  but  it  was  already  in  type  and  comments 
and  corrections  could  not  be  effected.  Many  import- 
ant sections  contain  completely  false  and  erroneous 
information. 

The  article  says  that  “no  other  voluntary  associa- 
tion  commands  such  power  within  its  area  of  inter- 
ests as  does  the  AAf  A.  It  holds  a position  of  authority 
over  the  individual  doctor,  wfields  a determining 
voice  in  medical  education,  controls  the  conditions 
of  practice,  and  occupies  a unique  position  of  influ- 
ence in  shaping  government  health  policies.”  “Doc- 
tors wTo  defy  AMA  authority,”  the  authors  argue, 
“may  be  subjected  to  professional  ostracism,  wTich 
could  cut  them  off  from  patient  referrals  and  con- 
sultations, deny  them  advancement  in  hospitals,  or 
bar  them  from  professional  appointment.”  This 
observation  is  false  as  Dr.  Lull  states,  “the  American 
Medical  Association  has  almost  no  authority  over 
individual  physicians.  It  is  the  county  medical  society 
that  disciplines  members  wfio  are  guilty  of  unethical 
practices.” 

After  dozens  of  pages  of  distorted  opinion,  the 
law^  student  authors  make  several  gratuitous  recom- 
mendations to  curb  the  importance  of  the  AMA. 

First,  to  protect  the  individual  doctor  from  un- 
reasonable exercise  of  organized  medicine’s  author- 
ity, the  importance  of  society  membership  should 
be  de-emphasized  in  order  to  mitigate  the  severe 
consequences  of  its  disciplinary  powders.  As  one  step, 
the  writers  suggest  that  this  could  be  done  by  insur- 
ing availability  of  hospital  privileges  to  non  members. 

Commenting  on  this  statement.  Dr.  Lull  said,  “the 
AMA  has  no  control  wfaatsoever  over  hospital  staff 
appointments  wTich  are  all  made  by  the  local  hos- 
pital Board  of  Trustees.” 

The  second  recommendation  is  that  organized 
medicine  should  be  divested  of  its  control  over  the 
nation’s  supply  of  doctors.  This  step  could  be  accom- 
plished by  federal  aid  to  medical  schools  without 
impairing  AMA  pow'ers  to  set  educational  require- 
ments and  to  inspect  these  schools,  according  to  the 
authors. 

This  accusation  is  “false  and  malicious,”  said  Dr. 
Lull,  “the  AMA  has  no  control  over  the  nation’s 
supply  of  doctors.  The  Yale  Medical  School  Admis- 
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sions  Committee  and  all  similar  committees  through- 
out the  United  States  determine  the  number  to  be 
admitted.  The  AiVIA  has  nothing  to  do  with  control 
over  the  supply  of  doctors.” 

The  student  authors  also  recommend  that  “legis- 
latures should  divest  state  medical  societies  of  their 
control  over  the  formation  of  new  methods  of  pro- 
viding low  cost  prepaid  care.  At  present,  state 
statutes  requiring  approval  or  participation  by  the 
medical  society  or  a majority  of  the  doctors  have 
foreclosed  experimentation  in  solving  pressing 
medico-economic  problems.” 

Had  these  young  legal  minds  studied  the  Con- 
necticut Statutes  more  carefully  (Chapter  253),  they 
would  have  learned  that  in  this  State,  at  least,  there 
is  no  such  restriction.  “Any  number  of  persons  not 
less  than  seven,  all  of  whom  shall  be  residents  of  this 
State,  may  form  a corporation,  under  and  in  con- 
formity with  the  provisions  of  this  chapter,  for  the 
purpose  of  establishing,  maintaining  and  operating  a 
non-profit  medical  service  corporation.”  Representa- 
tives of  this  Society  wrote  and  urged  the  passage  of 
this  Act  in  1939- 

Finally  the  authors  say,  “the  AMA  should  provide 
a forum  for  dissenting  opinions  and  conflicting  view- 
points. New  ideas,  which  the  AAIA  has  accepted, 
have  been  forced  upon  it.”  One  wonders  how  far  the 
authors  went  in  exploring  the  activities  of  the  Coun- 
cil on  Adedical  Service  and  the  Council  on  Rural 
Health. 

Despite  the  obvious  labor  that  went  into  this  study, 
it  is  peculiarly  unrewarding.  We  would  be  among 
the  first  to  admit,  because  of  intimate  understanding 
and  historical  perspective,  that  the  AAdA  is  not  per- 
fect. Also,  for  the  same  reasons,  we  would  welcome 
unprejudiced  comment  and  well  informed  opinion 
from  objective  critics.  It  is  unfortunate  that  this  time 
consuming  survey  did  not  turn  out  to  be  that. 

Radiation  and  Herpes  Zoster 

There  is  little  doubt  that  herpes  zoster  is  due  to  a 
virus  closely  allied  to  that  of  chicken  pox,  though 
there  are  still  those  who  are  skeptical  concerning 
the  actual  isolation  of  the  etiological  agent.  There 
is  a growing  belief  in  some  quarters  that  the  disease 
occurs  as  a secondary  manifestation  just  as  herpes 
simplex  is  particularly  frequent  after  malaria,  pneu- 
mococcic  pneumonia  and  meningococcic  meningitis. 
Indeed,  herpes  zoster  has  been  described  occasionally 
after  malaria  and  also  after  tularemia  and  there  is 


some  evidence  that  the  virus  of  herpes  simplex  may 
occasionally  produce  the  clinical  picture  of  zoster. 

Recently  Schmidt  and  Thierfelder*  who  believe 
that  the  virus  of  herpes  zoster  produces  a lesion  only 
after  a ganglion  or  the  afferent  tract  of  the  spinal 
column  has  been  damaged  by  some  noxious  agent, 
have  pointed  out  that  irradiation  with  x-rays  may  be 
followed  by  zoster.  They  record  the  histories  of  nine 
patients  sufiering  from  various  diseases  in  whom 
radiation  therapy  was  followed  by  herpes  zoster  on 
the  side  and  in  the  region  of  the  irradiated  segments. 
They  note  that  the  latent  period  between  the  x-ray 
treatment  and  the  development  of  the  zoster  was 
much  shorter  than  that  observed  by  Ellis  and  Stoll  in 
patients  in  tvhom  the  disease  followed  trauma.  They 
also  observed  that  the  irradiation  in  the  case  of  non- 
malignant  lesions  involved  relatively  small  doses  and 
that  in  patients  with  carcinoma,  of  whom  there  were 
six,  no  toxic  action  of  the  cancer  was  involved,  there 
had  been  no  surgical  intervention,  and  there  was  no 
evidence  of  metastasis  to  the  spinal  column.  After 
their  report  was  prepared  they  observed  eight  addi- 
tional patients,  six  of  whom  had  carcinoma  of  the 
breast,  in  whom  x-ray  therapy  was  followed  by 
herpes  zoster. 

These  observations  bring  up  several  questions:  Can 
herpes  zoster  occur  as  an  occupational  disease  in 
miners  of  pitchblende?  Is  it  recorded  after  exposure 
to  radium?  Has  it  occurred  after  the  use  of  isotopes? 
The  question  is  worthy  of  further  study  as  zoster  is 
occasionally  followed  by  encephalitis  and,  especial- 
ly in  the  elderly,  by  intractable  neuralgia. 

G.B. 

* Abstract  Jour.  Amer.  Med  Assn.,  1954.  155:870. 

The  Beaumont  Memorial 

On  July  17,  1954,  on  an  island  situated  betw  een 
two  of  this  country’s  Great  Lakes,  there  occurred  an 
event  which  should  interest  every  ConnectU:ut 
physician.  From  funds  collected  from  the  doctors 
of  medicine  of  the  State  of  Michigan  there  was 
erected  a shrine  to  William  Beaumont,  m.d.,  whose 
dramatic  experiments  on  human  digestion  in  a “living 
laboratory”  earned  him  the  distinction  as  the  first 
American  physician  to  make  an  enduring  contribu- 
tion to  medical  progress.  Coming  as  a climax  to 
more  than  a decade  of  planning  and  building,  the 
Beaumont  Memorial  was  presented  as  a gift  to  the 
people  of  Alichigan  to  become  a permanent  land- 
mark in  Alackinac  Island  State  Park. 

The  Beaumont  Alemorial  is  a reconstruction  of 
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the  American  Fur  Co.  retail  store  where  Alexis  St. 
Martin,  18  year  old  French-Canadian  voyageur,  was 
accidentally  shot  on  June  6,  1822,  and  where  Dr. 
Beaumont  first  ministered  to  the  gravely  wounded 
youth.  St.  Martin  was  left  with  a permanent  opening 
into  his  stomach,  which  permitted  Dr.  Beaumont  to 
learn  for  the  first  time  in  medical  history  the  funda- 
mental secrets  of  the  digestive  process  by  direct 
observation  and  experimentation. 

Built  on  the  actual  foundation  of  the  old  building, 
the  shrine  is  being  fitted  out  as  a replica  of  the 
original  store,  with  one  section  reserved  as  a medi- 
cal museum  containing  surgical  instruments  and 
other  mementos  from  the  early  1 8oo’s. 

The  site  was  purchased  by  Parke,  Davis  & Co.  of 
Detroit.  Another  leading  pharmaceutical  house, 
Wyeth  Laboratories  of  Philadelphia,  has  presented 
its  famous  oil  painting  of  Dr.  Beaumont  and  St. 
iVIartin  by  Dean  Cornwell  to  hang  in  the  memorial. 
A'lichigan  doctors  of  medicine  alone  are  responsible 
for  the  rest,  grateful  as  they  are  for  various  offers 
from  other  business  firms. 

The  diary  that  Dr.  Beaumont  kept,  recording  his 
observations  under  the  heading  “K  6th,”  was  pre- 
sented by  surviving  members  of  his  family.  It  is  on 
display  in  a little  one  and  a half  story  stone  and 
frame  building. 

There  also  are  the  crude  instruments  with  which 
he  worked,  his  watch,  his  spectacles  case,  the  razor 
with  which  he  shaved  and  other  memorabilia  perti- 
nent to  the  life  of  the  Eighteen  Twenties  and 
Eighteen  Thirties. 

The  original  furniture  of  the  living  room  of  the 
American  Fur  Company’s  trading  post,  the  company 
from  which  came  the  John  Jacob  Astor  fortune,  has 
disappeared  but  it  has  been  faithfully  reconstructed 
from  descriptive  notes  left  by  the  doctor  and  others 
and  from  period  pieces  found. 

Tlie  business  ofiice  will  be  finished  soon.  The  large 
room  in  the  upper  story  contains  the  exhibits  of  Dr. 
Beaumont’s  life.  More  than  $50,000  has  been  spent 
on  the  project. 

In  accepting  the  memorial  to  Dr.  Beaumont, 
Michigan  has  honored  a man  who  typifies  in  several 
ways  the  traditionally  high  standards  of  the  medical 
profession  in  America.  Dr.  Beaumont,  in  various 
stages  of  his  life,  was  representative  of  the  devoted 
medical  practitioner,  the  tireless  research  worker,  the 
heroic  army  doctor,  and,  in  his  later  years,  the 
skillful  medical  teacher. 

Connecticut  may  point  with  pride  to  this  recog- 
nition of  one  of  her  own  sons,  born  in  the  rural 


community  of  Lebanon.  We  join  the  physicians  of 
iVIichigan  and  Dr.  Otto  Beck,  chairman  of  the 
Beaumont  Memorial  Committee,  when  he  stated 
“The  highest  praise  we  can  give  is  to  say  that  Dr. 
Beaumont’s  life  fulfilled  the  ideal  ^\'ith  which  he  set 
out,  and  which  he  so  well  expressed  in  this  sentence: 
‘Truth,  like  beauty,  is  when  unadorned,  adorned  the 
most,  and  in  prosecuting  these  experiments  and  in- 
quiries, I believe  I have  been  guided  by  its  light’.” 

$25,260  "Unrestricted” 

The  following  editorial  is  reprinted  from  the 
New  Haven  Register 

Any  with  an  interest  in  personal  or  community 
health— and  who  is  not?— must  look  with  vast  ap- 
proval on  the  $25,260  grant  just  made  by  the  Nation- 
al Fund  for  Medical  Education  to  the  Yale  Univer- 
sity School  of  Medicine.  There  are  no  restrictions 
on  the  use  of  these  funds.  This  approval  must  broad- 
en in  extent  with  realization  that  this  amount  is  but 
part  of  a much  larger  $2,176,904  series  of  grants 
made  to  each  of  the  nation’s  74  four  year  medical 
schools  and  its  six  two  year  basic  science  schools. 

The  cause  of  a free,  unregimented  pursuit  of 
medical  knowledge  and  the  search  for  new  avenues 
toward  better  national  health,  has  in  this  amount 
been  materially  advanced.  This  is  a splendid  thing 
that  is  being  done.  Its  splendor  gains  added  luster 
with  realization  that  it  is  being  done  in  the  traditional 
way  and  the  proper  way. 

A valued  road  block  is  thus  placed  in  the  path  of 
the  armies  of  socialized  medicine  and  the  would  be 
aggressors  who  would  impose  state-financed,  state- 
supervised  and  state-controlled  medicine  on  the  false 
grounds  that  our  existing  private  medical  schools  are 
not  doing  their  job  and  cannot  hope  to  do  their  job. 

Here,  in  these  funds  provided  through  the  Eunds 
Committee  of  American  Industry  and  the  American 
Medical  Education  Eoundation,  lies  that  hope. 

Note  should  be  taken  of  the  fact  that  the  current 
grants  bring  to  some  $6,971,045  the  funds  thus 
awarded  to  our  medical  schools.  This  is  not  to  say 
that  such  an  amount  will  solve  all  the  medical 
schools’  problems,  or  even  more  than  begin  to  head 
them  toward  solution.  Ever  mounting  costs  and 
rising  demands  for  services  continue  as  heavy  prob- 
lems and  weigh  heavily  in  the  financial  sense. 

Yet  ultimate  solution  can  be  classed  as  no  forlorn 
hope  so  long  as  interested,  generous  and  responsible 
industrial-medical  freewill  organizations  continue  to 
give  evidence  of  these  qualities  in  such  concrete 
terms. 
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X t is  probable  that  the  field  of  medical  knowledge  has  expanded  more  in  the  past 
forty  years  than  in  the  preceding  three  centuries,  and  the  rate  of  growth  has  been 
ever  faster.  It  is  possible  that  the  newer  sciences  of  electronics  and  nuclear  physics 
have  grown  with  equal  rapidity,  but  it  is  difficult  for  a mere  physician  to  believe  that 
practitioners  in  those  fields  have  to  cope  with  the  vast  accumulation  of  knowledge 
and  the  rapid  additions  to  it  that  the  modern  doctor  of  medicine  must  try  in  vain  to 
digest.  It  is  not  surprising  that  medicine  found  it  necessary  to  imitate  the  lowly  ameba 
by  dividing  and  redividing,  each  new  body  thus  created  subdividing  still  further.  So 
today  instead  of  a broad  division  into  internal  medicine  and  surgery  we  have  a large 
number  of  subspecialties  in  each,  many  of  them  officially  recognized  and  others 
awaiting  recognition. 

This  inevitable  development  was  discussed  with  great  humor  and  insight  last  year 
by  Dr.  Barry  Wood,  who  contrasted  the  professor  of  medicine  thirty  years  ago  with 
his  counterpart  of  today.  The  earlier  one,  as  Dr.  Wood  reminds  us,  was  regarded  as 
the  embodiment  of  all  knowledge  and  wisdom ; his  word  as  to  diagnosis  and  treatment 
was  final  and  unquestioned;  he  knew,  so  far  as  one  man  could,  the  whole  field  of 
medicine.  But  today  the  chief  of  the  department  of  medicine  in  a medical  school  is 
analogous  to  the  conductor  of  a large  and  complex  symphony  orchestra.  He  tries  to 
know  enough  about  each  special  instrument  or  group  to  maintain  responsibility,  co- 
operation, and  timing,  but  recognizes  that  each  artist  following  his  leadership  has 
greater  knowledge  of  his  own  field  than  the  conductor  can  hope  to  acquire.  Thus  it 
has  become  commonplace  knowledge  that  no  physician  today  can  hope  to  absorb  and 
utilize  all  tbe  important  knowledge  in  any  one  field  of  the  medical  sciences,  since  each 
special  field  expands  with  great  rapidity. 

The  point  need  not  be  labored  further.  It  is  mentioned  chiefly  to  emphasize  that 
the  need  of  postgraduate  education  is  greater  today  than  ever  before.  While  no 
physician  can  hope  to  keep  fully  abreast  of  all  advances,  it  is  possible  to  become 
familiar  with  the  most  important  ones  within  a reasonable  time  of  their  first  announce- 
ment. It  may  not  be  strictly  true,  as  some  have  stated,  that  the  simplest  way  to  do  this 
is  to  read  the  newspapers.  The  Saturday  Evening  Post,  and  The  Readers’  Digest,  but 
it  is  certainly  true  that  such  publications  have  done  much  to  stimulate  doctors  and 
to  inform  their  readers  about  medical  topics. 

There  are  better  methods  than  reliance  upon  newspapers  and  popular  magazines, 
however  ably  these  are  edited.  One  will  be  exemplified  within  a few  days  by  the  annual 
Connecticut  Clinical  Congress.  This  will  be  its  29th  session,  which  in  itself  is  evidence 
of  the  high  place  it  occupies  in  the  esteem  of  physicians  in  New  England  and  nearby 
states.  The  program  this  year  is  as  interesting  and  diversified  as  in  the  past,  most  of 
the  speakers  are  of  national  renown,  and  the  arrangements  have  been  made  in  the 
light  of  long  experience  and  the  recommendations  of  those  who  have  attended  many 
sessions.  It  will  provide  a fascinating  and  painless  way  of  learning  the  present  status 
of  controversial  subjects  and  the  most  important  developments  in  many  fields  of 
medicine  and  surgery. 

Our  State  was  one  of  the  pioneers  in  this  form  of  postgraduate  medical  education. 
We  believe  it  has  maintained  its  leadership.  But  the  Congress  will  not  continue  to 
flourish  unless  it  is  supported  by  the  attendance  of  those  for  whom  it  was  developed — 
the  practising  physicians  of  Connecticut,  New  England,  and  other  northeastern  states. 
A great  deal  of  careful  planning  and  devoted  effort  have  been  spent  upon  its  prepara- 
tion. There  are  few  physicians  who  will  not  find  profit  and  pleasure  in  many  parts  of 
the  program.  All  who  can  possibly  do  so  are  urged  to  set  aside  September  15  and  16 
in  order  to  participate  in  one  of  the  most  important  educational  activities  of  the  Society. 

H.  M.  Marvin,  M.D. 
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Council  Meeting 

The  monthly  meeting  of  the  Council  was  held  in 
the  Conference  Room  at  the  Windham  Community 
Memorial  Hospital,  Willimantic,  Connecticut  on 
August  5,  1954.  The  meeting  was  called  to  order 
by  the  chairman  at  3:30  p.  m.  There  were  present  in 
addition  to  the  chairman.  Dr.  Danaher,  Drs.  Alarvin, 
Stringfield,  Couch,  Barker,  Weld,  Murdock,  Gild- 
ersleeve,  Gibson,  Eeeney,  Fincke,  Gallivan,  Ursone, 
Tracy,  Russell,  Labensky,  Ottenheimer,  Clarke, 
Buckley,  Dwyer,  Archambatilt,  Gilman.  Guest,  Mr. 
James  Burch.  Absent:  Drs.  Flaherty,  Gens,  Walker. 

1.  Replacement  of  two  members  of  the  Committee 
on  Public  Health  in  place  of  Henry  Bunting,  de- 
ceased, and  Charles  A.  Murphy,  resigned,  was  con- 
sidered. 

2.  Resignation  of  Morris  P.  Pitock  as  chairman  of 
the  Committee  on  Student  Members  was  accepted 
with  regret.  (AMB  8/5/54— “B”.)  No  designation 
was  made  for  another  member  of  the  committee  to 
serve  as  chairman  and  the  secretary  was  instructed 
to  confer  with  William  E.  Bloomer,  New  Haven, 
concerning  the  objectives  of  the  committee  and  if  he 
would  be  willing  to  accept  its  chairmanship. 

3.  Cole  B.  Gibson  was  nominated  as  Director-at- 
Large  on  the  Board  of  Directors  of  the  Connecticut 
Tuberculosis  Association  for  an  additional  term  of 
two  years. 

4.  A request  was  presented  from  the  Connecticut 
Tuberculosis  Commission  that  the  Society  appoint 
a Aledical  Advisory  Committee  to  the  Commission. 
(AMB  8/5/54— “C”.)  This  proposal  was  approved 
unanimously  and  nomination  of  members  to  serve 
on  the  Advisory  Committee  was  proposed.  After 
discussion  it  was  concluded  that  additional  consid- 
eration be  given  to  the  make-up  of  this  committee. 
To  that  end  the  chairman  of  the  Council  was  author- 
ized to  appoint  a special  Subcommittee  to  confer 


with  Paul  Phelps,  medical  director  of  the  Commis- 
sion, in  regard  to  membership  on  the  committee. 
The  chairman  appointed  Dr.  Gildersleeve,  chairman, 
Walter  I.  Russell  and  Stanley  B.  Weld,  with  instruc- 
tions to  it  to  present  its  nominations  to  the  Council 
at  its  next  meeting. 

5.  It  was  voted  to  allot  $100  to  the  iMedical  Ad- 
visory Committee  to  the  State  Department  of  Wel- 
fare for  its  expenses  during  the  current  year. 

6.  President  Marvin  presented  a proposal  from  the 
Connecticut  Heart  Association  in  regard  to  arrange- 
ments for  patients  to  obtain  penicillin  for  rheumatic 
fever  prophylaxis  at  cost.  (AMB  8/5/54— “D”.)  The 
following  action  was  taken: 

1.  That  the  proposal  of  the  Connecticut  Heart 
Association  to  promote  actively  a program  for  the 
prevention  of  rheumatic  fever,  in  accordance  with 
the  procedures  recommended  by  the  American 
Council  on  Rheumatic  Fever  and  Congenital  Heart 
Diseases,  receive  the  endorsement  of  the  Connecticut 
State  Medical  Society. 

2.  That  the  Connecticut  State  Medical  Society 
appoint  a representative  to  meet  with  the  representa- 
tives of  the  Connecticut  Heart  Association  and  the 
Connecticut  Pharmaceutical  Association  in  the  de- 
velopment of  plans  to  implement  this  program. 

3.  That  Barnett  P.  Greenhouse,  New  Haven,  be 
designated  the  Society’s  representative  as  provided 
in  paragraph  2 . 

7.  The  following  action  by  the  Committee  on 
Public  Relations  at  its  meeting  on  March  18,  1954 
was  discussed:  “Dr.  Root  reported  that  the  circular- 
izing of  physicians  by  the  American  Medical  Asso- 
ciation urging  support  of  the  Bricker  Amendment 
had  aroused  some  resentment  because  of  the  involve- 
ments and  changes  attendant  upon  the  issue.  Other 
members  of  the  Committee  reported  similar  re- 
actions. Following  discussion,  it  was  voted  to  record 
disapproval  of  the  action  and  to  request  the  Society’s 
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secretary’s  office 

Council  to  consider  the  advisability  of  filing  a protest 
with  the  American  Medical  Association.”  (AiVIB 
^/5/54-“E”.) 

No  action  was  taken  on  this  recommendation  and 
the  secretary  v as  directed  to  inform  members  of  the 
Committee  on  Public  Relations  that  the  urgent  stand 
taken  by  the  American  iVIedical  Association  was  for 
the  protection  of  American  medicine  and  had  no 
political  implications,  hut  was  to  protect  medical 
service  in  this  country  from  the  imposition  of 
nationalization  made  mandatory  by  covenants  in 
conventions  and  treaties  without  Congressional 
approval. 

8.  A resolution  adopted  by  the  Committee  on 
Public  Relations  at  its  meeting  on  March  18,  1954 
that  the  Council  consider  the  possibility  of  sponsor- 
ing or  otherwise  endorsing  a course  in  Medical 
Economics  and  Public  Relations  and  Allied  Subjects 
for  medical  students  at  Yale  University  School  of 
Medicine  was  approved  and  the  secretary  was  in- 
structed to  confer  with  Dean  Lippard  of  the  Adedical 
School  as  to  how  this  proposal  could  best  be  imple- 
mented. (AAdB  8/5/54— “F”.) 

9.  A further  inquiry  had  been  received  from  the 
Committee  on  Public  Health  asking  the  Council 
to  redefine  and  clarify  the  areas  of  responsibility  in 
the  field  of  chronic  illness  that  belonged  to  the 
Committee  on  Public  Health  and  the  Committee  on 
Chronic  Illness.  (AAdB  8/5/54— “G”.) 

In  relation  to  this  subject,  the  secretary  presented 
a joint  request  from  Colonel  Raymond  Watt  of  the 
AYterans  Home  and  Hospital  Commission  and  Sid- 
ney Shindell,  medical  director  of  the  Commission 
on  the  Care  and  Treatment  of  the  Chronically  111, 
Aged  and  Infirm,  requesting  that  the  Society  desig- 
nate its  Committee  on  Chronic  Illness  as  the  Adedical 
Advisory  Committee  to  these  Joint  Commissions. 
The  Council  approved  this  request  and  the  Com- 
mittee on  Chronic  Illness  in  the  future  will  be  known 
as  the  Adedical  Advisory  Committee  to  the  Joint 
Commissions  (A^eterans  Home  and  Hospital  Com- 
mission-Commission on  the  Care  and  Treatment  of 
the  Chronically  111,  Aged  and  Infirm). 

In  view  of  this  change  in  status,  it  was  the  opinion 
of  the  Council  that  there  should  be  no  further  con- 
flict in  understanding  of  the  respective  responsibil- 
ities of  the  two  committees  involved. 

10.  Dr.  iMarvin  reported  that  a meml)er  of  the 
society  who  had  been  invited  to  become  the  Literary 
Editor  of  the  Journal  had  declined  and  at  present 


no  candidate  could  be  proposed,  but  that  considera- 
tion of  an  appointee  would  continue.  (Reference 
AAdB  2/11/54  “B”.) 

1 1.  Dr.  Tracy  reported  that  the  Subcommittee  on 
Revision  of  the  By-Laws  concerning  Alternate 
Councilors,  Speaker  and  Vice-Speaker  of  the  House 
of  Delegates,  had  not  yet  had  a meeting,  but  that  he 
had  been  collecting  information  on  the  subject  and 
it  was  expected  the  committee  would  meet  in  Sep- 
tember. (Reference  AAdB  2/1 1/54— “C”.) 

12.  Dr.  Gallivan  reported  that  the  Subcommittee 
to  Investigate  Retirement  Program  for  staff  mem- 
bers had  not  met  since  its  appointment,  but  that  plans 
in  operation  elsewhere  had  been  obtained  by  the 
secretary  and  made  available  to  the  committee  which 
expected  to  meet  in  the  near  future. 

13.  It  was  reported  that  Dr.  John  Ad.  Freiheit  had 
agreed  to  serve  as  liaison  officer  between  the  Society 
and  the  Woman’s  Auxiliary  in  the  arrangement  of 
the  Art  Exhibition. 

14.  Dr.  Adarvin  presented  the  Annual  Invitation 
for  the  Society  to  sponsor  the  New  England  Diabetic 
Institute  to  be  held  in  Boston  later  this  year  and 
approval  of  such  sponsorship  was  voted. 

15.  Three  student  members  were  elected; 

Lester  Ad.  Cramer,  Hartford 

Intern  at  Hartford  Hospital— June  1955 
Pre-Aded:  Columbia  College  of  Physicians  & 
Surgeons 

Parent:  Samuel  Cramer 
Edward  J.  Granowdtz,  Greenwich 
University  of  Basel— Faculty  of  Adedicine— 
Class  of  1957 

Pre-Aded:  Wilmington  College 

Parent:  Adorris  Granowitz 

Charles  Vassallo,  Jr.,  Fairfield 

Tufts  College  Adedical  School— Class  of  1957 

Pre-Aded:  Tufts  College 

Parent;  Charles  Vassallo,  Sr. 

16.  The  chairman  was  authorized  to  appoint  a 
Budget  Committee  to  consider  the  Budget  for  year 
1955  and  confer  with  the  executive  secretary  and 
Adrs.  Lindquist.  The  chairman  appointed  Dr.  Couch, 
Chairman,  C.  Louis  Fincke,  John  N.  Gallivan  and 
Edward  J.  Ottenheimer. 

17.  It  was  voted  that  the  next  meeting  of  the 
Council  would  he  held  on  Thursday,  September  16, 
commencing  with  dinner  following  the  adoui’nment 
of  the  Clinical  Congress  and  the  business  meeting 
following  in  the  evening. 
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The  meeting  adjourned  at  6:00  p.  m.,  following 
which  the  gentlemen  of  the  Council  were  the  guests 
of  Dr.  Edward  J.  Ottenheimer  for  a Clam  Bake  at 
his  residence  in  Windham  Center. 

Meetings  Held  During  August  1954 

Auoust  2— Conference  Committee  with  Pharma- 

D 

ceutical  Association 

August  4— Advisory  Committee  to  Welfare 
Department 

Auo'ust  Council  Meeting 
August  1 1— Executive  Committee,  Connecticut 
Medical  Service 


Special  Appointment  for  Dr.  Horton 


Dr.  William  H.  Horton,  executive  director  of 
Connecticut  Medical  Service,  the  nonprofit  surgical- 
medical  care  plan,  has  been  invited  to  represent 
National  Blue  Shield  in  joint  discussion  with  Blue 
Cross  on  the  problems  of  long  term  illness. 

Dr.  Horton  will  be  the  physician  member  on  the 
Committee,  which  soon  will  take  up  discussions  on 
how  voluntary  prepayment  plans  can  best  provide 
adequate  coverage  of  medical  expenses  incurred  by 
catastrophic  types  of  illness. 

In  response  to  growing  public  demand,  the  Blue 
Shield  surgical  plans  and  the  Blue  Cross  hospital 


plans  are  seeking  ways  and  means  for  making  avail- 
able to  the  general  public  coverage  of  extraordinarily 
long  disabilities,  in  much  the  same  manner  they  have 
been  meeting  the  demands  of  the  more  common 
short-term  illnesses. 

Dr.  Horton  recently  served  on  the  Committee  on 
Einancing  of  a special  National  Conference  on  the 
Care  of  the  Long  Term  Patient.  The  three  day  con- 
ference, conducted  at  Chicago,  was  sponsored  by 
the  National  Commission  on  Chronic  Illness,  an 
independent  national  agency  founded  jointly  by  the 
American  Hospital  Association,  the  American  Adedi- 
cal  Association,  the  American  Public  Health  Asso- 
ciation and  the  American  Public  Welfare  Associa- 
tion. 

Meanwhile,  on  July  27,  Dr.  Horton  was  one  of 
the  principal  speakers  at  the  Blue  Shield-Blue  Cross 
Executives  Training  Program,  at  the  University  of 
Michigan.  He  presented  the  case  for  Serivce  Benefits 
in  a debate  on  the  relative  merits  of  Service  Benefits 
and  Indemnity  Benefits. 

The  debate  outlined  the  basic  difference  between 
the  two  approaches  to  prepayment,  illustrating  their 
effect  on  plan  administrations,  plan  relationships 
with  the  medical  profession  and  the  general  social 
objectives  to  be  served. 

Connecticut  Blood  Program 

After  four  years  of  operation  of  a highly  success- 
ful blood  program  in  the  State  of  Connecticut,  it  is 
well  on  this  anniversary  to  cast  our  thoughts  back- 
ward and  consider  our  humble  beginning. 

On  December  14,  1941,  a letter  was  written  by  the 
late  Dr.  Donald  B.  Wells  of  Hartford  to  the  Hart- 
ford Chapter  asking  for  the  assistance  of  the  Chapter 
in  establishing  a bank  for  blood  and  plasma  for  the 
day-to-day  and  emergency  needs  of  the  residents  of 
Hartford  County.  This  proposal  sponsored  by 
Hartford  physicians  met  with  chapter  approval.  A 
special  subscription  of  $14,000  was  raised  by  various 
organizations  in  Hartford  and  donated  to  the  Hart- 
ford Chapter  for  the  establishment  of  such  a bank. 
The  original  donor  station  was  located  midst  the 
roses  at  the  Pond  House  in  Elizabeth  Park.  During 
the  months  of  August  to  October  1942,  5,700  pints 
were  collected  at  a cost  of  approximately  $18,000. 
Part  of  this  blood  was  converted  into  frozen  plasma 
and  is  still  sorted  in  a deep  freeze  warehouse  in 
Hartford.  This  plasma  was  inspected  by  representa- 
tives of  the  National  Institute  of  Health  within  the 
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ojpen  air ’Mr  ay 


in  2 miimi^s 


Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— effect  lasts  for  hours. 

No  interference  with  ciliary- 
activity  or  other  mucosal  function. 

Isotonic,  pH  compatible  with  nasal  fluids. 


No  epinephrine-like  excitation. 


Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 


Privine®  hydrochloride 

(naphazoline  hydrochloride  CIBa) 


in  hay  fever 


THE  ALUERGic  PATi  ENT ...  before  and  one-half  hour  after  receiving  pyribenzamin 


In  the  summer  and  fall  of  1953,  nine  prominent  allergists, 
representing  every  section  of  the  country  except 
the  West  Coast,  tested  Pyribenzamine  in  a total  of  832 
patients  with  ragweed  hay  fever.  The  work  of  these 
men  is  significant  because  of  its  scope  and  because  it  is 
the  most  recent  major  study  of  antihistamines. 

Certain  observations  are  pai'ticularly  ivorth  noting  . . . 


Pyribenzamine®  hydrochloride 

(tripelennamine  hydrochloride  ciba) 


Try  Pyribenzamine  — the  most  prescribed 
antihistamine  — in  hay  fever,  in  every  al- 
lergy susceptible  to  antihistamine  therapy. 

Pyribenzamine  25-mg\  tablets  (coated)  and 
50-mg.  tablets  (scored)  both  available  in 
bottles  of  100  and  1000. 


From  this  study  and  from  previous 
investigations  involving  thousands  of  allergic 
patients,  one  fact  is  clear : Pyribenzamine 
gives  the  allergic  patient  unsurpassed 
benefit  with  antihistamine  therapy. 


. . . of  the  832  patients  who  were 
given  Pyribenzamine^ 
oniy  84  did  not  obtain  some 
degree  of  symptomatic  relief. 


CIBA 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  in  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION  in  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  1%"  x IV4"; 
ulcer,  left  leg,  V2”  x V2''. 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 
10-ml.  multiple-dose  vials,  25  mg.  per  ml. 
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MIDDLETOWN,  CONNECTICUT. 
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Distribution  of  Blood 


RECAPITULATION 
JUNE  1954  FOR  YEAR  1953-54 


HOSPITALS 

DISTRI- 

BUTION 

FROM 

CENTER 

COL- 

LETED 

IN 

HOSPITAL 

TOTAL 

DISTRIBUTION 

DISTRI- 

BUTION 

FROM 

CENTER 

COL- 

LECTED 

IN 

HOSPITAL 

TOTAL 

DISTRIBUTI 

Bridgeport 

Bridgeport  Hospital 

330 

330 

4,020 

302 

4,322 

Park  City  Hospital 

32 

32 

280 

280 

St.  Vincent’s  Hospital 

416 

416 

4,767 

295 

5,062 

Bristol 

Bristol  Hospital 

I 2 I 

I 2 I 

1,320 

61 

1,381 

Danbury 

Danbury  Hospital 

124 

124 

1,568 

95 

1 ,663 

Derby 

Griffin  Hospital 

95 

95 

912 

912 

Greenwich 

Greenwich  Hospital 

128 

2 

130 

1,429 

57 

1,486 

Hartford 

Cedarcrest  Sanitarium 

0 

0 

20 

20 

Hartford  Hospital 

675 

204 

879 

5,906 

2,409 

8,3  < 5 

McCook  Hospital 

97 

97 

1,074 

<,074 

i\It.  Sinai  Llospital 

151 

27 

178 

1,184 

399 

<,583 

Rocky  Hill  Hospital 

50 

50 

470 

470 

St.  Francis  Hospital 

449 

40 

489 

4,373 

806 

5, <79 

Manchester 

Alanchester  Hosiptal 

100 

100 

1,169 

65 

<,234 

iMeriden 

iVIeriden  Hospital 

157 

40 

197 

<,945 

107 

2,052 

iMiddletown 

(Vliddlesex  Hospital 

100 

I I 

I I I 

1,670 

248 

1,918 

Milford 

iVIilford  Hospital 

55 

2 

57 

59' 

38 

629 

New  Britain 

New  Britain  Hospital 

263 

263 

3,256 

83 

3,339 

New  Haven 

Alcmorial  Hospital 

243 

243 

2,33  < 

2,33  I 

New  Haven  Hospital 

466 

125 

591 

4,449 

6,762 

St.  Raphael’s  Hospital 

270 

87 

357 

3,587 

1 ,260 

4,847 

Newington 

Children’s  Hospital 

6 

6 

<67 

<67 

Veterans’  Hospital 

103 

103 

<,439 

9 

<,448 

New  London 

Lawrence  and 

Alemorial  Hospital 

247 

9 

256 

2,262 

539 

2,801 

New  Milford 

New  Adilford  Hospital 

39 

39 

387 

387 

Norwalk 

Norwalk  Hospital 

185 

20 

205 

2,409 

356 

2,765 

Norwich 

Backus  Flospital 

181 

181 

<,476 

<59 

<,635 

Uncas-on-Thames 

37 

37 

453 

453 

Norwich  State  Hospital 

28 

28 

Putnam 

Day  Kimball  Hospital 

71 

I 

72 

634 

33 

667 

Rockville 

Rockville  City  Hospital 

29 

29 

288 

288 

Sharon 

Sharon  Hospital 

45 

45 

538 

538 

Southington 

Bradley  Ademorial  Hospital 

29 

29 

289 

289 

Stafford  Springs 

Johnson  Alemorial  Hospital 

33 

33 

380 

380 

Stamford 

Stamford  Hospital 

214 

214 

2,405 

226 

2,63 1 

St.  Joseph’s  Hospital 

82 

3 

85 

871 

33 

904 

Torrington 

Hungerford  Hospital 

143 

I I 

154 

GC 

66 

',524 

Waterbury 

St.  Alary’s  Hospital 

21  I 

21  I 

2,495 

261 

2,756 

Waterbury  Hospital 

231 

20 

251 

3,101 

626 

3,727 

West  Haven 

West  Haven  Veterans 

210 

210 

<,53  < 

<,53< 

Willimantic 

AA^indham  Community  Hospital 

77 

I 2 

89 

817 

<85 

1 ,002 

Winsted 

Litchfield  County  Hospital 

48 

2 

50 

603 

22 

625 

Connecticut  Hospitals  Total: 

<5,543 

616 

7, <59 

70,352 

<1,053 

81,405 

Out  of  State  Hospitals 

28 

<47 

Other  Centers 

33 

296 

Defense  Department — Whole  Blood 

0 

72 

Defense  Department — for  Plasma 

1,442 

1 9,906 

Total  Distribution: 

8,662 

101,826 

Converted  to  liquid  and  frozen  plasma  at  Center 

819 

7,352 

Unfit  and  Broken 

16 

Grand  Total 

9,497 

109,410 
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last  two  yell's,  was  found  to  be  in  excellent  condi- 
tion and  can  still  he  used  for  emergency  use. 

When  the  Red  Cross  was  designated  as  the  collect- 
ing agency  for  blood  for  the  armed  forces  during 
the  war,  collecting  centers  were  established  through- 
out the  Nation.  Our  original  collections  were  made 
throughout  this  State  and  up  the  Connecticut  River 
\allev  into  Massachusetts.  Mobile  unit  operations 
were  a parr  of  the  program  in  those  days,  but  the 
main  source  of  supply  was  a donor  station  of  14 
beds  in  3 stores  which  were  leased  opposite  the 
^'.iM.C.A.  approximately  at  the  site  of  the  new 
Statler  Hotel.  During  the  three  years  of  operation  of 
this  station,  100,000  pints  of  blood  were  collected 
annually,  the  largest  daily  collection  being  475  pints 
on  l)-l3ay.  With  the  cessation  of  hostilities  the  Red 
Cross  ceased  to  collect  blood  in  September  1945,  but 
the  original  conception  of  a blood  bank  for  civilian 
needs  in  Connecticut  did  not  die. 

The  State  Medical  Society  was  approached  and 
appointed  an  advisory  committee  to  work  with  the 
leading  citizens  of  the  State  with  the  idea  of  estab- 
lishing a nonprofit  organization  to  collect,  process, 
store  and  distribute  blood.  This  committee,  how- 
ever, was  not  successful  in  establishing  such  an 
enterprise.  About  this  time  the  Legislatures  of  New 
^'ork,  Michigan,  and  Alassachusetts  had  appropriated 
money  for  the  establishment  of  blood  banks  for  the 
citizens  of  their  States.  The  State  Department  of 
Health  in  Connecticut  was  approached,  reacted 
favorably,  and  introduced  a bill  before  the  General 
Assembly  in  1947  to  establish  a blood  bank.  The 
Legislature  was  unwilling  to  appropriate  the  neces- 
sary funds,  and  that  attempt  failed.  About  this  time 
the  National  Red  Cross  instituted  what  were  and  are 
still  called  permissive  programs  in  which  Red  Cross 
chapters  recruit  donors  for  neighboring  hospitals. 
One  permissive  program  was  established  in  this  State 
in  the  Norwalk-Stamford-Greenwich  area.  This  was 
helpful  locally,  although  the  small  size  of  the  bank 
prevented  the  ready  availability  of  rare  types  of 
blood.  In  the  meantime  the  American  Red  Cross  had 
appointed  a committee  of  physicians  to  survey  the 
need  for  a nationwide  blood  collection  program. 
Following  their  favorable  report,  the  first  regional 
blood  center  commenced  operating  in  Rochester, 
New  York  in  January  1948  with  the  approval  of  the 
American  Aledical  Association,  American  Hospital 
Association,  American  Public  Health  Association 
and  other  interested  agencies.  Following  this  action 
of  the  American  National  Red  Cross,  negotiations 
were  begun  in  Connecticut  between  the  State  Medi- 
cal Society,  the  Hospital  Association,  and  chapters  of 


the  Red  Cross  in  Connecticut,  in  particular  the  Hart- 
ford Chapter,  to  establish  a Statewide  banking  pro- 
gram. It  was  agreed  that  Hartford  should  serve  as 
the  Center  chapter.  It  was  further  agreed  that  two 
firm  principles  should  govern  policy.  The  first  of 
these  was  that  Red  Cross  w'ould  be  sole  recruiting 
agency  in  the  State  of  Connecticut  in  order  to  elim- 
inate all  other  competing  recruitment.  The  second 
principle  was  that  no  payment  would  be  made  for 
the  blood  itself.  Following  prolonged  and  detailed 
discussion  and  planning,  the  first  operation  of  the 
Connecticut  Regional  Blood  Program  took  place  in 
Danbury,  Connecticut  on  June  5,  1950. 

As  the  program  enters  its  fifth  year  of  operation, 
the  question  arises  as  to  its  future.  The  two  stipula- 
tions previously  referred  to  have  been  maintained. 

T he  blood  needs  of  Connecticut  hospitals  have  been 
provided  for  both  through  Mobile  Unit  operations 
and  local  Red  Cross  recruitment  in  times  of  general 
scarcity  particularly  of  all  types.  This  year  the  goal 
is  the  collection  of  85,000  pints  of  blood  for  hospital 
use  and  the  program  has  reverted  to  the  original  con- 
cept of  meeting  civilian  needs  which  were  started 
in  June  1950,  being  changed  almost  immediately 
in  August  of  the  same  year  due  to  the  Korean  inci- 
dent. At  that  time  it  became  a combined  civilian  and 
defense  operation.  The  future  of  the  State  program 
depends  entirely  upon  the  ability  of  the  Red  Cross 
chapters  to  induce  the  voluntary  principles  in  re- 
cruitment of  donors  and  to  provide  the  necessary 
funds  for  this  expensive  undertaking.  The  past  four 
years  of  success  is  a good  omen  for  the  future.  The 
program  should  not  be  allowed  to  lapse,  but  should 
go  forward  with  energy  and  vigor  to  maintain  and  1 
surpass  past  achievements  and  continue  the  greatest  j 
humanitary  project  ever  launched  in  this  State.  j 

President  of  Equitable  Society  Warns  of 
Social  Security  Moves 

The  average  American  thinks  of  the  Social  Secur- 
ity plan  as  a low-cost  program  with  little  idea  of 
what  it  is  going  to  cost  in  the  future  directly  and  j 
indirectly,  accordingly  it  is  important  at  this  time 
when  the  whole  program  is  under  revision  to  en-  j 
courage  wide  discussion  of  the  old-age  benefits  | 
under  the  system,  Ray  D.  Murphy,  president  of  j 
Equitable  Society,  said  before  the  National  Indus-  j 
trial  Conference  Board  annual  meeting  in  New  York.  ' 
The  cost  of  Social  Security  can  have  an  important  j 
effect  on  the  economy.  Lord  Beveridge,  father  of  j 
the  British  Social  Security  plan,  was  also  a speaker 
on  the  “Welfare  Concept.”  { 


CONNECTICUT  BLOOD  PROGRAM 


771 


FAR-RFACHING  EFFECT  OF  COST 

“The  tax  rate  at  present,”  said  Mr.  Murphy,  “has 
risen  to  4 per  cent  ...  2 per  cent  from  the  em- 
ployer and  2 per  cent  from  the  employee  . . . 

and  with  no  further  increase  in  benefit  level  can 
readily  rise  eventually  to  be  about  8 per  cent— or 
even  possibly  10  per  cent.  Necessarily,  the  top  figure 
is  uncertain  since  the  result  depends  on  many  uncer- 
tainties. These  uncertainties  embrace  employment 
conditions,  wage  levels,  changes  in  longevity, 
changes  in  the  proportion  of  the  population  at 
elderly  ages,  the  incentives  to  the  elderly  to  retire 
and  so  on.  As  taxes  go  up,  as  they  will  with  no  fur- 
ther increase  in  general  benefit  levels,  will  industry 
recoup  by  raising  prices,  will  workers  press  for  high- 
er wages  to  maintain  take-home  pay?  If  they  do,  can 
we  obtain  such  an  increase  in  individual  production 
as  to  maintain  existing  price  levels?  These  are  perti- 
nent questions  and  grave  questions.  The  fact  that 
they  exist  should  caution  us  to  adhere  closely  to 
Lord  Beveridge’s  injunction,  which  I quoted,  that 
benefits  should  be  confined  to  a subsistence  level, 
and  not  attempt  to  include  provision  which  can 
and  should  be  made  by  private  pension  plans,  indi- 
vidual savings  and  by  relief  measures  for  special 
cases  of  need  which  are  more  properly  administered 
locally  by  municipalities  and  States. 

MISCONCEPTION  ABOUT  OASI 

“A  dangerous  thing  about  Social  Security  in  the 
United  States,”  continued  Mr.  Murphy,  “is  that  the 
American  people  have  not  yet  come  to  fully  realize 
that  ‘iVIore  can  be  given,’  as  Lord  Beveridge  said, 
‘only  by  taking  more.’  The  nation  simply  does  not 
get  something  for  nothing  in  Social  Security. 

“Another  fundamental  misunderstanding  among 
many  of  our  people  has  been  that  Social  Security 
taxes  are  a form  of  savings  being  stored  up  for  the 
future  and  guaranteeing  their  future  benefits.  In 
1936,  when  the  plan  was  initiated.  President  Roose- 
velt said  in  a campaign  speech:  “ ‘Here  the  employer 
contributes  one  dollar  of  premium  for  every  dollar 
of  premium  contributed  by  the  worker,  but  both 
dollars  are  held  by  the  government  solely  for  the 
benefit  of  the  w'orker  in  his  old  age.  In  effect  we  have 
set  up  a savings  account  for  the  old  age  of  the 
worker.’ 

“Use  of  the  word  ‘insurance’  is  very  objectionable 
to  those  in  the  insurance  business.  The  words  ‘social 
insurance’  slip  easily  from  the  tongues  of  many 
people,  but  the  word  ‘insurance’  suggests  an  indi- 
vidual equity  relationship  which  simply  does  not 
exist  in  OASI.  Neither  is  OASI  based  on  commonly 


accepted  insurance  principles. 

“Aforeover  the  incorrect  impression  that  OASI 
taxes  are  insurance  premiums  or  savings  has  doubt- 
less misled  many  into  thinking  that  the  government 
has  sufficient  money  stored  up  to  meet  the  benefits 
becoming  payable  in  the  future  from  wage  credits 
already  acquired.  The  uninitiated,  when  told  that  the 
OASI  holds  some  $19  billion  in  government  bonds 
may  have  such  a belief  strengthened.  Little  do  they 
realize  that  some  $200  billion  would  be  needed  at 
the  present  time  to  cover  the  system’s  accrued 
liabilities. 

“Essentially  the  OASI  system  is  operating  as  a 
pay-as-you-go  plan  with  a moderate  contingency 
fund  available  to  act  as  a buffer  to  cover  any  temp- 
orary excess  of  benefit  payments  over  tax  receipts— 
an  excess  such  as  might  occur  in  a business  recession. 
To  put  it  another  way,  OASI  is  a system  under 
which  the  active  workers  and  their  employers  are 
contributing  the  taxes  necessary  to  pay  benefits  to 
their  fellow  citizens  on  the  benefit  rolls.  The  active 
workers  now  covered  under  the  system  must  look 
for  their  old-age  benefits,  not  in  any  large  measure 
to  the  Trust  Fund,  but  mainly  to  the  willingness  of 
the  next  generation  of  active  workers  to  pay  the  taxes 
out  of  which  the  retirement  benefits  will  come.” 

UNSOUND  PROPOSALS  IN  BILL 

Afr.  Afurphy  cited  some  unsound  proposals  in 
HR7199  before  Congress,  chief  of  which  is  again  to 
liberalize  the  OASI  benefit  formula  particularly 
raising  the  tax  base  from  $3,600  to  $4,200. 

“The  new  proposals  would  go  clearly  beyond  the 
basic  principle  we  must  cling  to,”  Afr.  Afurphy  in- 
sisted, “and  clearly  invade  the  area  in  which  private 
savings,  insurance,  and  pension  plans  should  operate. 
Such  a shift  would  have  far  reaching  effects.  With 
no  principle  remaining  to  adhere  to,  very  serious 
dangers  would  lie  ahead. 

“Another  undesirable  proposal  in  the  pending  bill 
would  leave  out  of  account,  in  determining  benefit 
eligibility  and  the  benefit  amount,  and  periods  in 
excess  of  six  months  in  \\  hich  the  government  ad- 
judicates the  individual  to  have  been  totally  disabled. 
To  start  on  the  medical  examinations  and  certifica- 
tions necessary  under  this  proposal  is  to  open  Pan- 
dora’s box.  Coming  out  of  the  box  would  be  all  sorts 
of  complaints  and  pressures  against  adverse  deter- 
minations. If  there  is  one  thing  w hich  insurance  com- 
panies know,  it  is  that  determining  tlisabilit\-  is  no 
simple  problem  of  objective  ph\’sical  measurement.” 

Rcprinrcil  Insurance  Kconomics  Surveys,  July  1954. 
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The  anesthesiologist’s  position  within  the  medical 
profession  today  is  a well  established  one  and 
deservedly  so.  Over  the  years  his  responsibilities 
have  been  greatly  extended  both  inside  and  outside 
the  operating  room.  Whereas,  formerly  his  function 
was  to  provide  mechanical  pain  relief  to  patients 
undergoing  surgery,  the  modern  surgeon  has  come 
to  rely  upon  him  preoperatively  for  evaluation  of 
anesthetic  risk  and  the  choice  of  anesthetic  agents, 
in  the  operating  room  for  the  skillful  administration 
of  various  agents  so  as  to  disturb  minimally  the 
patient’s  physiologic  processes  and  thus  enhance  the 
reestablishment  of  normal  vital  functions;  and  post- 
operatively  for  aid  in  the  diagnosis,  treatment,  and 
prevention  of  the  pulmonary  and  circulatory  com- 
plications that  may  arise.  In  addition,  a lesser  portion 
of  the  anesthesiologist’s  time  is  occupied  with  diag- 
nostic and  therapeutic  regional  blocks;  and  in  many 
hospitals  he  is  also  charged  with  the  administration 
of  intravenous  and  inhalation  therapy. 

These  every  day  functions  of  the  modern  anes- 
thesiologist are  more  or  less  familiar  to  the  average 
practicing  physician.  What  has  not  been  widely 
enough  popularized  among  physicians,  however,  is 
the  role  of  the  anesthesiologist  outside  the  operating 
room.  His  skills  and  training  can  be  of  great  assist- 
ance in  the  daily  management  of  a variety  of  medical 
disorders.  Unfortunately,  too  few  internists  and 
general  practitioners  avail  themselves  of  the  services 
of  a qualified  anesthesiologist.  After  a number  of 
discussions  with  many  practitioners,  I was  convinced 
that  this  paucity  of  anesthesiology  consultation  by 
medical  men  did  not  stem  from  unwillingness  but 
from  an  unfamiliarity  with  the  part  which  the  anes- 
thesiologist is  equipped  to  play  in  certain  medical 
conditions.  It  is  for  the  purpose  of  clarifying  for  the 
medical  practitioner  just  how  and  when  the  anes- 
thesiologist can  be  of  assistance  that  this  paper  has 


been  undertaken;  and  perhaps,  in  this  way,  to  place 
due  emphasis  on  a role  of  anesthesiology  which  is 
too  often  overlooked  and,  therefore,  too  infrequent- 
ly utilized. 

I.  THE  COMATOSE  P.VTIENT 

A common  condition  which  a medical  practitioner 
is  sooner  or  later  called  upon  to  see  in  his  practice  is 
coma.  In  any  given  case  the  etiology  may  be  obvious 
or  obscure.  But  whether  it  be  due  to  alcoholism, 
trauma,  a cerebrovascular  accident,  poisoning  by 
drugs  (barbiturates,  opiates,  carbon  monoxide);  or 
whether  it  be  associated  with  diabetes,  uremia,  heat 
exhaustion  or  electrical  shock,  there  are  several  life- 
saving measures  which  must  be  employed  even 
before  any  definitive  treatment  or  diagnostic  proce- 
dures can  be  undertaken.  The  first,  and  most  im- 
portant, is  to  secure  an  adequate  airway  and  to 
establish  elTective  ventilation.  By  “ventilation”  it  is 
meant  that  the  patient  should  not  only  be  receiving 
a sufficient  supply  of  oxygen  but  also  ridding  himself 
of  excessively  accumulated  carbon  dioxide.  This 
cannot  be  overemphasized,  since  any  considerable 
period  of  hypoxia  or  asphyxia  in  a comatose  patient 
may  prove  disastrous. 

It  is  sheer  folly  to  think  that  all  one  need  do  is  to 
place  the  unconscious  patient  in  an  oxygen  tent  or 
to  insufflate  nasal  oxygen.  To  what  avail  is  an  en- 
vironment saturated  with  oxygen  when  the  airway 
is  obstructed  by  mucus  or  by  a tongue  that  has  fallen 
into  the  posterior  pharynx?  And  even  after  the  naso- 
pharynx has  been  thoroughly  suctioned  and  an 
oropharyngeal  airway  properly  placed,  the  patient’s 
respirations  may  be  so  depressed  that  it  is  impossible 
to  establish  elTective  ventilation  without  passing  an 
endotracheal  tube  and  applying  artificially  controlled 
respiration.  It  is  this  point  that  I would  like  to  drive 
home  with  full  force  to  all  medical  practitioners, 
namely,  that  the  establishment  and  maintenance  of  a 
patent  airway  and  elTective  ventilation  is  the  pre- 
requisite of  beneficial  resuscitative  measures  in 
patients  who  are  unconscious  for  any  reason.  This 
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becomes  even  more  impressive  ^^’hen  ir  is  realized 
rhaf  a h':yh  percentage  of  patients  suffering  from 
alcoholic  stupor,  head  injuries,  cerebrovascular  acci- 
dents, barbiturate  poisoning,  and  diabetic  coma  die, 
not  directly  from  the  drug,  injury,  or  disease,  but 
from  the  asphyxia  associated  ^^'ith  an  inadequate 
airwayd'- 

Since  an  ineffective  ain\ay  may  often  be  the  dif- 
ference between  life  and  death,  then  it  becomes 
incumbent  upon  the  practitioner  of  medicine  to  be 
able  to  detect  the  inadequate  airw  ay.  In  this  regard, 
what  has  impressed  me  is  that  too  much  reliance  is 
placed  on  the  color  of  the  patient.  This  alone  is  not 
a sufficient  index  of  an  obstructed  airw  ay,  since  skin 
color  is  apt  to  vary  with  the  lighting  in  the  room 
as  well  as  with  the  experience  of  the  individual 
observer.  Moreover,  the  skin  does  not  appear  cyan- 
otic until  5 Gm.  per  loo  cc.  of  the  circulating  venous 
blood  is  in  the  reduced  form.  It  is  the  absolute 
amount  of  reduced  hemoglobin,  not  the  percentage, 
that  makes  one  appear  cyanotic;  therefore,  a mark- 
edly anemic  individual  could  not  possibly  show 
cyanosis  even  when  severely  anoxemic.  Conversely, 
the  polycythemic  patient,  whose  hemoglobin  con- 
tent of  the  blood  is  considerably  increased,  appears 
to  be  cyanotic  w hen  only  slight  anoxemia  is  present.^ 
One  must  also  remember  that  wffien  cyanosis  does 
make  its  appearance,  it  is  an  indication  of  an  ad- 
vanced degree  of  anoxemia.  The  vigilant  observer 
should  be  able  to  detect  the  anoxemic  state  before 
the  onset  of  frank  cyanosis.  In  this  regard,  the  be- 
havior of  the  accessory  muscles  of  respiration  may 
indicate  significant  obstruction  even  when  gross 
cyanosis  is  absent.  Rather  than  depend  on  skin  color 
alone,  one  should  look  for  respiratory  retraction  at 
the  neck  or  intercostal  muscles,  dissociation  of 
diaphragmatic  from  intercostal  movements,  audible 
wheezes  or  rhonchi,  stertorous  breathing,  and  large 
quantities  of  mucus  secretion  in  the  oral  pharynx. 

The  experienced  anesthesiologist  excels  in  the 
proper  management  of  the  airway  in  unconscious 
patients,  since  it  is  one  of  his  chief  concerns  in  the 
operating  room  day  after  day.  It  is  in  this  area  that 
he  can  be  most  useful  to  the  practitioner  in  the  treat- 
ment of  coma.  The  practitioner  w'ould  do  well  to 
consult  w'ith  the  anesthesiologist  and  encourage  him 
to  institute  all  measures  which  are  necessary  to 
securing  an  effective  airw'ay.  If  an  endotracheal  tube 
and  artificial  respiration  are  indicated,  he  can  accom- 
plish this,  and  the  practitioner  wall  be  free  to  attend 
to  the  other  aspects  of  the  case.  Should  the  anes- 
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thesiologist  decide  to  leave  the  endotracheal  tube  in 
place  for  a day  or  more,  he  wfill  assume  the  respon- 
sibility of  keeping  the  tube  well  suctioned,  of 
changing  it  every  six  to  eight  hours,  and  of  removing 
it  w'hen  the  cough  reflex  returns. 

Coma  due  to  severe  barbiturate  poisoning  deserves 
some  special  consideration  at  this  time.  Since  it  is 
one  of  the  favorite  methods  of  suicide  in  urban  areas, 
very  few  practitioners  are  likely  to  escape  the  re- 
sponsibility of  attending  a case.  Whether  accidental 
or  intentional,  barbiturate  poisoning  may  be  con- 
sidered severe  wdaen  any  one  or  more  of  the  follow- 
ing four  conditions  prevails:  unconsciousness  for  24 
hours  prior  to  hospital  admission,  absence  of  all 
reflexes,  profound  shock,  or  marked  hypothermia. 
In  these  extreme  cases  the  attendance  of  a qualified 
anesthesiologist  should  be  mandatory.  There  is  no 
doubt  that  a good  many  people  die  of  barbiturate 
intoxication,  but  it  must  be  made  clear  that  very 
few'  of  those  w'ho  arrive  at  the  hospital  alive  will 
succumb  if  the  most  effective  treatment  is  applied. 
The  establishment  and  maintenance  of  an  adequate 
airway  is  by  far  the  most  important  consideration  in 
the  treatment  from  beginning  to  end,  especially  if 
the  patient  is  cyanotic,  with  shallow  breathing,  has 
nonreactiv'e  pupils  and  a rapid,  thready  pulse.  Recov- 
ery is  impossible,  no  matter  how  good  the  treatment 
is  in  other  respects,  if  sufficient  oxygen  is  not  intro- 
duced into  the  patient’s  lungs  and  if  excessively 
accumulated  carbon  dioxide  is  not  removed.  More 
often  than  not,  cessation  of  respiration  is  due  to 
asphyxia  rather  than  to  the  direct  depressant  action 
of  the  barbiturate  drug.  The  anesthesiologist,  armed 
with  his  laryngoscope,  endotracheal  tube  and  suction 
equipment,  may  often  make  the  difference  betw'een 
life  and  death. 

If  it  appears  that  the  management  of  the  airw'ay 
has  been  overly  stressed,  justification  can  be  found 
in  the  fact  that,  on  too  many  occasions,  undue 
emphasis  has  been  placed  on  therapy  with  the  so- 
called  analeptic  drugs  such  as  picrotoxin,  metrazol, 
caffeine,  benzedrine  and  coramine.  The  greatest 
draw'back  of  these  drugs  is  the  fact  that  they  have 
assumed  an  unwarranted  prominence  in  the  treat- 
ment, and  the  physician  has  too  frequently  taken  the 
position  that  there  is  little  else  he  need  do  except 
apply  the  “antidote.”  Such  an  attitude  may  give 
him  a false  sense  of  security,  since  he  is  basing  treat- 
ment on  the  ill  founded  conception  that  the  “anti- 
dote” alone  is  life  saving.  These  drugs  are  neither 
antidotes  nor  truly  analeptic,  since,  by  definition,  an 
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analeptic  agent  is  one  which  can  reverse  the  action 
of  a depressant  drug  either  hv  chemical  neutraliza- 
tion or  cellular  displacement.-'’  None  of  the  currently 
used  drugs  achieve  this.  They  are  merely  stimulants 
^\  hich  produce  a physiologic  antagonism,  stimulating 
the  same  cells  which  are  being  depressed  by  the 
barbiturate.  They  usually  accomplish  their  effects 
only  in  the  presence  of  drug  depression  and  then 
when  given  in  subconvulsive  doses.  Such  an  effect 
can  be  hazardous,  since  it  increases  the  need  for 
cellular  oxygen  at  a time  w hen  the  vital  tissues  are 
already  poorly  oxygenated,  thus  actually  imposing  a 
greater  strain  on  the  patient.  Furthermore,  several 
of  these  drugs  can  induce  convulsions  when  they  are 
not  used  with  the  utmost  care.'’’  By  their  central 
stimulation  they  also  produce  altered  signs  which 
confuse  the  clinical  picture  so  that  the  practitioner 
does  not  get  a clear  idea  of  how  the  course  is 
progressing.  Without  these  drugs,  wdaat  the  patient 
show^s  is  either  the  result  of  hypoxia  or  the  direct 
depression  by  the  barbiturate,  and  the  physician 
know^s  every  minute  how  the  patient  is  faring. 
Finally,  by  considerably  increasing  reflex  activity 
with  these  drugs,  an  endotracheal  airw^ay  might  have 
to  be  removed  prematurely  lest  laryngeal  edema 
ensue. 

The  two  greatest  arguments  favoring  the  use  of 
the  so-called  analeptic  drugs  is  that  they  improve 
the  depth  of  respiration  and  the  efficiency  of  the 
circulation.  But  those  patients  who  need  respiratory 
stimulation  are  already  under  the  influence  of  the 
most  powerful  respiratory  stimulus,  namely,  oxygen 
lack  and  carbon  dioxide  excess.  As  for  improving 
the  circulation,  a much  more  effective  drug  is  nor- 
epinephrine (Levophed),  4 mgm.  of  which  can  be 
added  to  a liter  of  intravenous  solution  and  allowed 
to  run  as  a continuous  drip.  Its  powerful  vasocon- 
stricting  effect  may  then  be  easily  controlled  by 
regulating  the  rate  of  flow  to  maintain  a desired 
level  of  blood  pressure.  Moreover,  this  is  achieved 
w ithout  producing  the  decreased  renal  blood  flow 
that  is  seen  w ith  many  of  the  other  vasoconstricting 
agents.  The  action  of  nor-epinephrine  is  almost 
entirely  peripheral  with  little  or  no  central  stimu- 
lating action  so  that  the  clinical  picture  does  not 
become  confused. 

If  the  coma  is  due  to  overdosage  with  opiates 
rather  than  barbiturates,  the  anesthesiologist  can 
again  be  of  valual)le  assistance,  since  he  is  singularly 
qualified  to  treat  respiratory  depression  from  any 
cause.  In  addition  to  instituting  the  resuscitative 


measures  already  discussed,  he  can  also  aid  in  admin- 
istering the  specific  opiate  antagonist,  N-allylnor- 
morphine  (Nalline).  This  drug  has  successfully 
counteracted  such  respiratory  depressant  drugs  as 
morphine,  Demerol,  Pantopan,  Dilaudid,  iMethadon, 
Metopon  and  Dromoran,’’^  but  has  not  been  con- 
sistently effective  against  the  barbiturates.  It  is  best 
administered  by  continuous  infusion  after  an  effec- 
tive single  dose  has  been  given  intravenously.  The 
effect  of  Nalline  is  to  increase  the  rate  and  depth  of 
respiration,  thereby  reversing  the  severe  respiratory 
acidosis  that  is  present.  However,  it  must  be  empha- 
sized once  again  that  the  drug  alone  is  not  the  all 
important  factor  and  that  the  most  effective— often 
lifesaving— therapy  must  be  predicated  on  the  early 
establishment  and  maintenance  of  a patent  airw-ay 
and  adequate  ventilation. 

If  the  patient  has  been  rendered  comatose  by 
carbon  monoxide  poisoning,  the  anesthesiologist  may 
be  called  to  administer  a carbon  dioxide-oxygen 
mixture,  if  this  seems  to  be  indicated,  in  an  attempt 
to  enhance  the  dissociation  of  carboxyhemoglobin. 
Here,  as  with  all  unconscious  patients,  the  oxygen 
tent  cannot  supplant  the  experienced  anesthesiolo- 
gist. The  oxygen  tent  alone  does  not  guarantee  that 
the  patient  is  being  sufficiently  oxygenated  unless  the 
airway  is  clear  and  the  respiratory  minute  yolume  is 
being  adequately  maintained.  Moreover,  oxygen 
tents  interfere  considerably  with  good  nursing  care. 

2.  INTRACTABLE  PAIN®’®’^'^ 

Clinically,  the  most  common  method  of  managing 
intractable  pain  is  by  the  administration  of  narcotics 
and/or  sedatives  which  alter  the  perception  of  and 
modify  the  reaction  to  pain.  This  method  is  much 
simpler  and  less  time  consuming,  especially  when 
the  busy  practitioner  is  unable  to  discover  the 
physiological  or  the  pathological  mechanism  that  is 
producing  the  pain.  All  of  us,  at  one  time  or  another, 
have  resorted  to  the  use  of  narcotics  with  varying 
degrees  of  failure  and  wdthout  due  consideration  of 
their  undesirable  side  effects  on  the  central  nervous 
system,  the  respiratory,  gastro-intestinal,  and  genito- 
urinary systems.  The  use,  or  perhaps  misuse,  of  these 
drugs  has  stemmed  from  the  physician’s  frustrated 
feeling  that  he  had  little  else  to  offer  the  patient  wTo 
was  a frequent  visitor  to  his  office  in  anxious  search 
of  a new  cure  for  his  intolerable  pain.  And  even 
though  w^e  have  been  consciously  aw  are  of  the  pos- 
sible problem  of  drug  addiction,  the  temporary  bene- 
ficial results  obtained  by  one  or  another  of  a long 
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list  of  pain  relieving  agents  have  spurred  us  on  in  an 
honest  effort  to  help  the  chronic  pain  sufferer.  A 
qood  deal  of  this  prescribing  in  \\illv-nilly  fashion 
cannot  be  wholly  blamed  on  the  failure  to  treat  con- 
scientiouslv  but,  to  a great  extent,  on  the  large  void 
that  exists  in  our  fundamental  knowledge  of  the 
complexities  of  the  various  pain  mechanisms. 

How,  then,  is  the  anesthesiologist  able  to  help  the 
practitioner  with  his  cases  of  intractable  pain?  When 
the  practitioner  has  exhausted  every  form  of  treat- 
ment without  satisfactory  relief,  and  before  placing 
the  patient  on  a prolonged  opiate  regime,  why  not 
consult  the  anesthesif)logist  for  the  possibility  of  an 
appropriate  analgesic  block?  Perhaps  that  particular 
disorder  wiW  lend  itself  to  analgesic  blocking  with 
surprising  results.  At  least  the  anesthesiologist  is  in  a 
better  position  to  determine  whether  or  not  any 
given  patient  should  receive  a block.  When  executed 
properly,  analgesic  blocking  usually  does  not  add 
to  the  patient’s  discomfort,  is  not  often  followed  by 
untoward  reactions,  and  does  not  interfere  with 
other  forms  of  treatment.  In  some  instances  it  not 
only  relieves  pain  but  may  also  arrest  the  whole 
process  of  certain  disturbed  physiological  mechan- 
isms and  effect  a return  of  normal  function. 

Among  the  severely  painful  medical  conditions 
which  the  anesthesiologist  has  successfully  treated 
with  nerve  blocks  are  acute  torticollis,  shoulder  and 
other  joint  pain,  postherpetic  pain,  trigeminal  neu- 
ralgia, post-traumatic  pain,  reflex  sympathetic  dys- 
trophies such  as  phantom  limb  and  shoulder-hand 
syndrome;  vasospastic  conditions  such  as  Buerger’s 
disease,  Raynaud’s  disease  and  thrombophlebitis;  pain 
associated  with  neoplasia.  Particularly  in  advanced 
neoplastic  disorders  can  successfully  executed  blocks 
replace  the  massive  narcotic  therapy  employed  so 
frequently  for  pain  relief.  In  such  visceral  disorders 
as  chronic  pancreatic  disease  and  postcholecystec- 
tomy syndrome,  beneficial  results  may  often  be  ob- 
tained by  interrupting  their  sympathetic  nerve  path- 
ways with  subarachnoid,  epidural,  or  paravertebral 
blocks.  If  such  a splanchnic  block  is  effective,  relief 
of  pain  may  be  dramatic  and  permanent  after  sur- 
gical splanchnicectomy. 

From  a diagnostic-prognostic  viewpoint,  analgesic 
blocking  may  be  used  to  determine  the  path\t'ays  of 
the  pain  mechanism.  In  this  way,  visceral  may  often 
be  distinguished  from  somatic  pain,  functional  from 
organic  pain.  In  this  way,  too,  the  patient  may  be 
given  the  chance  to  experience  temporarily  the 


effects  of  interruption  of  a nerve  pathway  before  it 
is  made  surgically  permanent. 

3.  eclampsia’"’^- 

There  are  several  ways  in  which  the  anesthesiolo- 
gist can  be  of  aid  to  the  practitioner  of  obstetrics  in 
the  treatment  of  the  convulsive  eclamptic  and  the 
severe  pre-eclamptic.  Since  the  underlying  physio- 
pathology  appears  to  be  one  of  generalized  arteriolar 
spasm,  the  most  effective  treatment  is  that  which  is 
directed  at  relieving  the  vasospasm.  This  can  be 
readily  accomplished  by  continuous  spinal  analgesia 
with  dilute  anesthetic  solutions  such  as  o. i per  cent 
pontocaine  or  i per  cent  Lucaine.  By  blocking  the 
sympathetic  pathways,  vasodilatation  occurs  which 
results  in  a lowering  of  the  hypertension  that  is 
present.  The  load  carried  by  the  heart  is  eased,  pul- 
monary edema  is  relieved,  oxygenation  of  the  brain 
is  increased  and  peripheral  edema  decreased.  Of  great 
importance  is  the  fact  that,  when  the  level  of  anal- 
gesia is  carried  high  enough,  there  is  an  increased 
output  of  urine  and  a decreased  adrenalin  output  in- 
to the  circulation.  The  relief  of  pain  which  follows 
a successful  subarachnoid  block  also  relieves  nervous 
irritability  and  thereby  makes  for  a more  restful 
patient.  In  the  patient  with  fulminating  pre-eclamp- 
sia, a continuous  spinal  block  will  usually  prevent 
convulsions  and  will  obviate  the  need  for  the  severely 
depressant  sedative  and  narcotic  drugs  which  are  so 
often  used  to  relieve  pain  and  restlessness.  If  the 
patient  is  already  in  labor,  or  if  so  close  to  term  that 
labor  can  be  successfully  induced,  the  block  can  be 
continued  until  delivery  is  effected.  Or  if  cesarean 
section  is  decided  upon,  the  operation  can  be  carried 
out  under  the  same  analgesic  block. 

The  convulsive  eclamptic  who  becomes  comatose 
presents,  in  many  respects,  the  same  problems  as  the 
patient  under  general  anesthesia.  Therefore  the 
anesthesiologist  is  particularly  qualified  to  aid  in  the 
management  of  this  phase  of  eclampsia.  The  usual 
treatment  of  these  patients  has  been  heavy  sedation 
with  barbiturates  ancf  morphine  along  with  the 
intravenous  administration  of  magnesium  sulfate. 
These  usually  control  the  convulsions  and,  to  a 
lesser  extent,  the  hypertension.  But  these  drugs  are 
not  effective  in  maintaining  an  adequate  urinary 
output.  If  anything,  they  interfere  with  the  produc- 
tion of  urine,  since  it  has  been  shown  that  there  is  a 
diminished  urinary  secretion  following  the  depres- 
sion of  blood  pressure  by  barbiturates  and  opiates. 
Narcotics  are,  in  general,  antidiuretic.  Evidently, 
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rhen,  the  selection  of  the  type  of  sedation  to  be  used 
in  the  treatment  of  toxemia  assumes  great  import- 
ance. The  anesthesiologist,  because  of  his  thorough 
knowledge  of  the  pharmacologic  action  of  depres- 
sant drugs,  is  singularly  (jualified  to  aid  the  practi- 
tioner of  obstetrics  in  this  important  aspect  of  the 
management  of  eclampsia.  In  addition,  his  presence 
may  he  necessary  to  ensure  adequate  ventilation  of 
the  patient  during  and  after  a distressing  convulsion. 

4.  INFANT  RESUSCITATION^^’^'* 

The  central  theme  around  which  this  paper  has 
been  contrived  is  that  the  anesthesiologist  is  an  expert 
in  the  treatment  of  anoxia  from  any  cause.  This  fact 
must  be  thoroughly  recognized  by  all  of  his  col- 
leagues if  he  is  to  extend  his  functions  successfully 
to  the  broader  field  of  general  medicine  on  a con- 
sultant basis.  For  who  can  be  better  qualified  in  this 
than  one  who,  in  his  daily  toils  in  the  operating  room, 
is  constantly  faced  with  the  problems  of  hypoxia 
and  anoxia  with  all  their  complex  ramifications? 

The  fundamental  physiopathologic  change  in 
asphyxia  neonatorum  is  anoxia.  Secondarily,  there 
occurs  a chemical  upheaval  in  the  fetal  blood  con- 
sisting of  a decrease  in  the  concentration  of  oxygen, 
an  increased  carbon  dioxide  tension,  a noticeable 
increase  in  lactic  acid  formation,  and  a pH  change 
toward  the  acid  side.  Treatment,  then,  must  be  aimed 
at  correcting  the  anoxia  and  at  overcoming  the 
primary  pathologic  lesion,  atelectasis.  This  cannot 
be  accomplished  by  vigorous  spanking,  jack  knifing 
the  infant,  sprinkling  ether  on  the  skin,  hot  and  cold 
tubbing,  or  by  any  other  shocking  manipulation  of 
the  infant.  To  the  anesthesiologist,  infant  resuscita- 
tion requires  the  same  basic  considerations  as  the 
resuscitation  of  any  unconscious  patient,  namely, 
thorough  aspiration  of  the  pharynx  and  nares,  estab- 
lishment and  maintenance  of  a patent  airway,  admin- 
istration of  oxygen  along  with  artificial  respiration 
via  a positive  pressure  apparatus,  and  maintenance 
of  warmth.  Since  the  anoxic  respiratory  center  may 
be  stimulated  by  aflPerent  impulses  from  the  skin, 
subcutaneous  tissue,  and  joints,  gentle  rubbing  and 
passive  movements  of  the  extremities,  after  a patent 
airway  has  been  established,  may  initiate  respiration 
in  the  mild  to  moderately  depressed  newborn;  but 
this  stimulation  must  be  gentle  to  be  effective.  The 
use  of  stimulating  drugs  can  do  more  harm  than 
good,  and  the  administration  of  carbon  dioxide  in 
any  concentration  is  flatly  contraindicated. 

In  many  hospitals  the  obstetrician  or  a delivery 


room  nurse  is  in  charge  of  resuscitating  the  apneic 
newborn.  If  it  is  conceded  that  the  anesthesiologist 
is  expert  in  the  management  of  asphyxia  and  apnea, 
then  this  procedure  rightfully  falls  into  his  province, 
and  it  is  he  who  should  be  in  complete  charge  of  all 
resuscitative  procedures  at  the  well  organized  mod- 
ern hospital  whether  it  be  in  the  operating  room, 
delivery  room,  emergency  room  or  on  the  wards. 

5.  SYSTEMIC  TETANUS^'"’’*^ 

In  the  past,  patients  with  severe  systemic  tetanus 
succumbed  to  a combination  of  hypoxia  and  exhaus- 
tion which  resulted  from  an  unmanageable  airway 
and  the  tonoclonic  contractions  of  all  the  respira- 
tory muscles  including  the  diaphragm.  However, 
with  the  recent  advent  of  the  curariform  drugs,  a 
method  of  combating  these  violent  muscular  spasms 
has  been  formulated.  This,  along  with  the  more  fre- 
quent use  of  early  tracheotomy  and  a better  appre- 
ciation of  securing  an  effective  airway,  has  placed 
the  treatment  of  tetanus  on  a sound  physiologic 
basis. 

The  longer  acting  curare  drugs,  such  as  d-tubo- 
curarine  and  flaxedil,  may  be  used  in  divided  doses 
intermittently,  or  the  short  acting  succinylcholine 
can  be  employed  as  an  intravenous  drip  to  check  the 
spasms.  The  latter  is  preferred  by  many  because  of  its 
controllability.  It  has  been  shown  that  200-400  mgm. 
of  succinylcholine  diluted  in  1000  cc.  of  5 per  cent 
glucose  in  water  and  given  every  8 hours  as  a con- 
tinuous drip  at  the  rate  of  25-50  mgm.  per  hour  is 
usually  sufficient  to  prevent  tetanic  muscular  re- 
sponses to  stimuli  at  all  times.  With  adequate  curari- 
zation,  all  the  necessary  technical  procedures  in- 
volved in  nursing  care  may  be  accomplished  without 
precipitating  violent  spasms.  Curarization,  in  abolish- 
ing the  severely  painful  tetanic  spasms,  also  curtails 
the  need  for  the  unphysiologic  massive  doses  of 
opiate,  barbiturate,  and  other  central  depressant 
drugs,  and  only  the  usual  hypnotic  dose  need  be 
utilized  for  the  production  of  sleep  and  allaying 
apprehension.  This  successful  method  of  the  treat- 
ment of  tetanus  suggests  that  a similar  regime  may 
be  useful  in  the  control  of  other  acute  convulsive  dis- 
orders that  impair  respiration.  By  this  means,  ade- 
quate time  would  be  provided  for  the  establishment 
of  a diagnosis  and  the  institution  of  specific  therapy. 

6.  IMMEDIATE  POSTOPERATIVE  CARE^'^ 

It  does  not  seem  logical  that  the  unconscious 
patient,  on  being  returned  to  his  bed,  should  be 
abruptly  deprived  of  the  skills  of  the  professional 
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ream  that  was  in  charge  of  his  care  in  the  operating 
room,  since  the  immediate  postanesthesia,  postopera- 
tive period  is  indeed  a crucial  one.  It  is  during  this 
time  that  the  stage  may  be  set  for  some  of  the  more 
serious  postsurgical  complications. 

Wherever  the  postoperative  patient  he  located, 
whether  on  the  ward  or  in  the  recovery  room,  he  is 
entitled  to  the  available  skills  of  an  experienced  anes- 
thesiologist, who  should  be  encouraged  by  the  sur- 
gical staff  to  leave  such  orders  as  concern  oxygen 
therapy,  parenteral  fluids  and  blood,  and  medications 
for  the  control  of  pain.  He  should  also  be  charged 
with  conveying  to  the  nursing  personnel  in  contact 
^vith  the  patient  clear  and  detailed  instructions  re- 
garding his  immediate  postoperative  condition  and 
care. 

Most  postoperative  patients  who  are  under  the 
care  of  competent  attendants  require  little  attention 
from  the  anesthesiologist.  Ho^\■ever,  from  time  to 
time  occasions  arise  when  the  anesthesiologist  can 
render  valuable  assistance  in  controlling  severe  pain 
and  emergence  delirium  immediately  following  sur- 
gery. The  use  of  small  doses  of  morphine  (gr.  Ys ) 
or  Demerol  ( 50  mgm.  ) intravenously,  a route  which 
seems  to  have  been  entirely  abandoned  by  the  sur- 
geon, is  rapid  in  its  action  and  often  effective  where 
larger  doses  by  the  subcutaneous  route  seem  to  be 
ineffective.  Too  often  the  surgeon  has  routinely 
written  the  p.r.n.  opiate  order  “for  pain  and  restless- 
ness.” Too  often,  however,  restlessness  is  a symptom 
of  shock,  respiratory  obstruction,  or  some  other 
hypoxic  condition  for  which  the  depressant  action 
of  an  opiate  is  flatly  contraindicated.  The  adminis- 
tration of  oxygen  for  this  type  of  restlessness  is  much 
more  beneficial  to  the  patient.  In  this  regard  the 
anesthesiologist  is  best  qualified  to  determine  the 
underlying  cause  of  restlessness  or  delirium  occur- 
ring in  the  immediate  postoperative  period  and  to 
direct  treatment  before  a nurse  has  administered  the 
routine  narcotic  hypo.  At  times  he  may  find  it  wiser 
to  substitute  intravenous  alcohol  or  procaine  for 
opiate  drugs. 

Certain  circulatory  and  respiratory  complications 
may  occur  in  the  immediate  postoperative  period 
which  can  best  be  treated  by  the  anesthesiologist. 
These  include  the  hypotensive  state  and  the  accumu- 
lation of  respiratory  tract  secretions.  Serious  degrees 
of  circulatory  depression  are  seen  when  the  loss  of 
body  fluids  has  not  been  adequately  replaced  during 
surgery.  Deep  ether  narcosis,  large  doses  of  sodium 


pentothal,  and  the  existence  of  hypoxia  during  anes- 
thesia may  contribute  to  the  development  of  shock 
by  depressing  smooth  muscle  tone  in  the  peripheral 
arterioles  and  by  interfering  with  homeostatic 
mechanisms.  An  alarming  drop  in  blood  pressure  may 
occur  following  the  termination  of  cyclopropane 
anesthesia  (so-called  cyclopropane  “shock”).  Final- 
ly, spinal  analgesia  and  sudden  changes  in  position  of 
the  anesthetized  patient  may  produce  reflex  depres- 
sion of  the  blood  pressure.  The  anesthesiologist  who 
has  followed  the  course  of  the  patient  throughout 
operation  is,  it  seems  to  me,  best  suited  to  diagnose 
the  cause  of  these  circulatory  disturbances  and  to 
determine  what  corrective  measures  may  be  needed. 
His  skill  in  performance  of  difficult  venipuncture 
and  his  experience  with  various  forms  of  supportive 
therapy  are  valuable  assets  in  the  management  of 
postoperative  hypotension. 

Respiratory  complications  usually  resolve  them- 
selves into  the  prevention  and  treatment  of  atelec- 
tasis. The  anesthesiologist  is  always  equipped  to 
perform  tracheobronchial  aspiration  to  remove  ac- 
cumulated secretions  blocking  the  pulmonary  tree 
and  to  stimulate  coughing  in  the  seriously  ill  patient 
and  the  semimobile  elderly  patient  when  the  danger 
of  atelectasis  is  imminent.  This  procedure  will  often 
obviate  the  need  for  bronchoscopy.  Again,  by  the 
proper  control  of  pain  and  its  splinting  elTect  on  the 
accessory  muscles  of  respiration  he  may  prevent  the 
stagnation  of  secretions  in  the  tracheobronchial  tree. 

Another  important  function  of  the  anesthesiolo- 
gist which  is  not  often  mentioned  under  postanes- 
thesia care  is  his  role  of  instructor.  The  members  of 
a well  organized  department  of  anesthesiology  should 
be  actively  engaged  in  teaching  the  nursing  per- 
sonnel, interns  and  residents  who  are  in  contact  with 
surgical  patients  something  about  the  principles  of 
postanesthesia  care.  Appropriate  discussions  and 
demonstrations  should  include  evaluation  of  the 
patient’s  general  condition  with  emphasis  on  the 
early  detection  of  hypoxia  (obstructed  airway, 
accumulation  of  secretions  etc.),  appearance  of  the 
cold,  clammy  skin  of  patients  in  shock,  and  accurate 
observation  of  the  vital  signs.  They  should  be  taught 
to  differentiate  the  lightly  anesthetized  patient  who 
can  be  readily  aroused  from  the  comatose  one  \^'ith 
absent  protective  reflexes.  Principal  points  should  be 
given  them  concerning  the  prevention  of  dislodging 
intravenous  needles,  the  detection  of  infiltration  of 
fluids  into  soft  tissues,  and  precautions  to  be  taken 
for  proper  identification  of  blood  and  maintaining 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


778 

the  sterility  of  intravenous  fluids.  They  should  be 
tauo'ht  something  about  the  general  indications  and 
the  technic]Lies  of  administration  of  inhalation  ther- 
apy, the  uses  of  compressed  gases,  and  the  pre- 
cautions to  be  taken  to  prevent  fires  and  explosions. 
Some  instruction  should  also  be  given  regarding  the 
active  change  of  the  patient’s  position  and  move- 
ments of  the  lower  extremities  while  confined  to  bed, 
early  ambulation,  deep  breathing  exercises,  the 
technique  of  proper  nasopharyngeal  suction,  the 
encouragement  of  coughing  to  expel  pulmonary 
secretions,  the  detection  of  abnormal  bleeding,  and 
the  recognition  of  impaired  circulation  in  limbs  im- 
mobilized in  casts  and  splints.  Such  a teaching- 
program,  when  conscientiously  applied,  goes  a long- 
way  in  providing  optimal  postanesthesia  care  for  the 
surgical  patient. 

7.  ELECTROSHOCK  THERAPY 

Recently  the  anesthesiologist  has  been  encouraged 
by  the  psychiatrist  to  assist  him  in  the  application 
of  electroconvulsive  therapy.  At  our  hospital  these 
treatments  are  carried  out  very  successfully  in  the 
outpatient  department.  The  subject  is  instructed  to 
omit  all  oral  alimentation  commencing  at  midnight 
prior  to  the  morning  of  the  scheduled  treatment. 
About  twenty  minutes  before  the  shock  is  applied, 
he  is  premedicated  intravenously  with  gr.  1/ 1 50 
atropine.  The  anesthesiologist  then  injects  a sleep 
dose  of  sodium  pentothal  intravenously,  usually  250- 
300  mgm.,  followed  by  30-40  mgm.  of  succinyl- 
choline  through  the  same  needle,  and  the  needle  is 
withdrawn.  Within  thirty  seconds  generalized 
muscle  fasciculations  are  noted  followed  by  general- 
ized muscular  relaxation.  During  the  30-60  seconds 
after  the  removal  of  the  needle,  the  patient  is  arti- 
ficially ventilated  \t  ith  100  per  cent  oxygen  via  a face 
mask  and  anesthesia  machine.  The  mask  is  then  re- 
moved, the  bite  block  properly  placed  in  the  mouth, 
this  being  facilitated  by  the  relaxation  of  the  jaw 
muscles,  and  the  shock  applied  by  the  psychiatrist  in 
charge. 

As  soon  as  the  convulsion  has  terminated,  the  bite 
block  is  removed  and  the  patient  again  ventilated 
with  100  per  cent  oxygen,  especial  care  being  taken 
not  to  hyperventilate  the  patient,  since  hypocapnia 
will  delay  the  recovery  of  spontaneous  respiration. 
Because  of  the  short  duration  of  action  of  succinyl- 
choline,  apnea  will  rarely  last  more  than  2-3  minutes. 
However,  resuscitative  equipment,  including  endo- 
tracheal tubes  and  their  attachments,  must  be  readily 


available  even  though  they  may  never  be  used.  The 
entire  treatment  consumes  no  more  than  10  minutes, 
and  the  patient  is  usually  ready  to  be  taken  home 
after  60-90  minutes  of  observation  by  trained  nurs- 
ing personnel.  This  type  of  spirited  cooperation  be- 
tween psychiatrists  and  anesthesiologists  has  resulted 
in  greater  benefit  to  the  patient  in  that  the  incidence 
of  fractures  has  been  noticeably  reduced. 

The  discourse  herein  presented  exemplifies  some 
of  the  many  activities  which  the  anesthesiologist  can 
contribute  to  the  broad  field  of  medicine.  By  no 
means  is  he  desirous  of  inviting  the  accusation  that 
he  is  intruding  beyond  his  specialty.  With  collabora- 
tion, rather  than  by  intrusion,  he  can  extend  his 
functions  outside  the  confines  of  the  operating  room 
suite  and  apply  his  specialized  skills  wherever  they 
may  be  needed.  By  encouraging  this  kind  of  team- 
Y ork,  the  medical  practitioner  will  be  able  to  add 
to  his  therapeutic  armamentarium  the  many  new 
agents  and  methods  which  are  at  the  disposal  of  the 
modern  anesthesiologist  who,  in  turn,  wiW  be  in  a 
position  to  do  a better  all  around  job  than  ever 
before. 

What  1 have  presented  is,  in  the  field  of  anes- 
thesiology, basic  knowledge  which  is  widely  dis- 
cussed and  frequently  utilized.^-  My  only  hope  is 
that  I have  so  organized  it  that  it  can  be  easily  and 
broadly  disseminated  among  those  practitioners  who 
are  not  in  frequent  contact  with  the  specialty  of  anes- 
thesiology. To  quote  a famous  physician  of  another 
age;  “This  bouquet  of  posies  I have  plucked  for  you 
from  other  men’s  gardens;  mine  is  but  the  string  that 
ties  them  together.” 
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management  of  eclampsia.  Anesthesia  and  Analgesia,  31:378- 
39T  195-- 

12.  Tuohy,  E.  B.:  The  adaptations  of  continuous  spinal 
anesthesia.  Anesthesia  and  Analgesia,  31:372-378,  1952. 

13.  Apgar,  y.  A.:  A proposal  for  a new  method  of  evalua- 
tion of  the  newborn  infant.  Anesthesia  and  Analgesia, 
32:260-267,  1953. 

14.  Little,  D.  i\L,  Jr.,  Hampton,  L.  J.,  and  White,  AL  L.: 
Asphyxia  neonatorum:  the  syndrome,  its  prevention  and  its 
treatment.  Anesthesiology,  13:518-539,  1952. 

15.  \"an  Bergen,  E.  H.,  and  Bucklev,  J.  J.:  The  management 
of  severe  systemic  tetanus.  Anesthesiology,  13:599-605,  1952. 

16.  Hamilton,  C.  R.,  Tovell,  R.  AL,  and  Barbour,  C.  AL,  Jr.: 
Treatment  of  tetanus  using  succinylcholine  chloride:  Case 
report.  Conn.  State  Aled.  Jour.,  17:991-993,  1953. 

17.  Hebert,  C.  L.:  The  role  of  the  anesthesiologist  in  patient 
care  during  the  immediate  postanesthesia-po.stoperative 
period.  Anesthesia  and  Analgesia,  32:250-259,  1953. 

18.  Lundy,  J.  S.:  Anesthesiology  as  an  aid  to  other  fields  of 
medical  practice,  J.  A.  AL  A.,  152:805-806  (June  27),  1953. 


Meeting  of  Connecticut  Committee  on 
Foods,  Drugs,  Cosmetic  and  Devices; 
May  27, 1954 

The  member  societies  and  institutions  were  repre- 
sented at  this  meeting  as  follows: 

Connecticut  Agricultural  Experiment  Station,  Dr.  Harry 
J.  Fisher;  Connecticut  Pharmaceutical  Association,  Prof. 
Nicholas  W.  Penney;  Connecticut  State  Dental  Association, 
Dr.  W'illiam  Kirschner;  Connecticut  State  Aledical  Society, 
Dr.  Hugh  Dwyer;  Connecticut  Veterinary  Aledical  Aso- 
ciation.  Dr.  Joseph  DeAhta;  University  of  Connecticut,  Dr. 
Stanley  E.  AA^edberg;  University  of  Connecticut  College  of 
Pharmacy,  Dean  H.  G.  Hewitt;  A^ale  University  School  of 
.Medicine,  Dr.  Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Dr.  Barnett  Green- 
house, chairman  of  the  Joint  Committee  of  the  State  Adedi- 
cal  Society  and  the  Pharmaceutical  Association;  Dr.  James 
C.  Hart,  representing  the  State  Department  of  Health; 
Air.  Herbert  Plank,  representing  the  Pood  and  Drug  Com- 
mission. 

Regarding  Dry-Tabs  discussed  at  a previous  meet- 
ing, a letter  from  E.  T.  Wakeman,  m.d.,  of  New 
Haven  was  read  as  follows: 

“At  a meetinsi  of  the  Executive  Committee  of  the 
Connecticut  Chapter  of  the  American  Academy  of 
Pediatrics  I asked  for  an  opinion  on  ‘Dry -Tabs.’ 


“It  was  the  unanimous  opinion  of  the  committee 
that  such  medication  should  not  be  given  without 
the  advice  of  a physician;  that  X grain  of  ephedrine 
sulphate  might  be  detrimental  to  the  health  of 
children  six  years  of  age  and  over,  and  would  cause 
sleeple.ssness  and  restlessness;  that  the  treatment  of 
eneuresis  must  be  individualized— ephedrine  might 
Avork  but  it  is  not  likely  to  get  at  the  cause.  Hence 
the  committee  expressed  universal  disapproval.” 

On  motion  of  Dr.  DeVita,  seconded  by  Dr.  Wed- 
berg,  it  was  voted  that  it  be  the  opinion  of  the 
Committee  that  “Dry-Tabs”  should  not  be  sold  with- 
out a prescription. 

Consideration  of  Sweetreets  was  postponed  to  the 
next  meeting. 

It  was  brought  out  by  Mr.  Plank  that  the  U.  S. 
Eood  and  Drug  Administration  had  ruled  that  any 
product  containing  more  than  5 per  cent  of  methyl 
salicylate  wmuld  be  considered  to  be  misbranded  if 
its  label  did  not  bear  suitable  warnings. 

Dr.  Hart  reported  that  there  had  been  one  case  of 
paralysis  after  use  of  the  Salk  vaccine  before  the  field 
trials  started.  It  w-as  suspected  that  the  patient  had 
mumps.  Dr.  Dwyer  said  he  understood  there  had 
been  a 14  per  cent  increase  in  paralysis  cases. 

Connecticut  NP  Postgraduate  Seminar 

The  new'  officers  of  the  Connecticut  Postgraduate 
Seminar  in  Psychiatry  and  Neurology  are  John  J. 
Blasko,  Connecticut  Commissioner  of  Mental 
Health,  president;  Philip  J.  Moorad,  vice-president; 
William  F.  Green,  secretary;  Arthur  Ebbert,  treas- 
urer; Charles  Russman,  program  director.  The 
Seminar,  wdiich  is  under  the  sponsorship  of  the  Joint 
Committee  of  State  Mental  Hospitals  and  the  De- 
partment of  Psychiatry,  Yale  University  School  of 
Medicine,  consists  of  a series  of  lectures  on  neurol- 
ogy and  psychiatry  given  once  or  twdee  a week  over 
a seven  month  period.  (See  page  798.) 

C.LA.L  Opens  Central  Office 

The  offices  of  the  Medical  Director,  Sidney  Shin- 
dell,  M.D.,  LL.B.  and  Business  Manager,  Mr.  Murton 
B.  Bauer  of  the  Commission  on  Chronically  111,  Aged 
and  Infirm,  moved  into  new  quarters,  July  6.  In  a 
building  across  the  law  n from  the  hospital,  admin- 
istrative and  business  functions  for  all  C.I.A.I  units 
in  the  State  will  be  directed  from  this  new  location. 
The  space  for  this  executive  work  was  made  avail- 
able by  the  VTterans  Home  and  Hospital  Commis- 
sion and  was  remodeled  by  the  C.I.A.I. 
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THE  HISTORIAN’S  NOTE  BOOK 

DEATHS  IN  BRISTOL,  CONNECTICUT:  1801-1850 

Arthur  S.  Brackett,  m.d.,  Riverside,  Connecticut 


A GOOD  but  simple  man  used  to  rise  in  our  prayer 
meeting  each  week  and  always  gave  the  same 
prayer:  “Oh  Lord,  make  us  to  remember  Thy 
marcies!”  In  the  same  spirit  it  is  well  for  us  to  know 
how  much  better  off  we  are  than  our  ancestors. 

The  accompanying  table  has  been  made  possible 
by  a record  book  kept  by  Tracy  Peck,  Esq.,  who 
lived  in  Bristol  from  1785  to  1862.  His  life  as  de- 
scribed in  Epaphroditus  Peck’s  History  of  Bristol, 
Connecticut,  was  one  more  occupied  with  public 
service  and  responsibilities  than  with  his  vocation  of 
farming.  He  was  Assessor,  Constable,  Tax  Collector, 
Selectman,  Town  Agent,  Representative  to  the  Gen- 
eral Assembly,  and  State  Senator  from  the  Third 
District,  Clerk  of  Probate,  Judge  of  Probate  for 
nearly  fifteen  years,  and  Town  Clerk  and  Justice  of 
the  Peace  for  more  than  twenty-five  years;  and  he 
was  Clerk  of  the  Congregational  Church  and  Eccle- 
siastical Society  of  Bristol.  He  kept  an  accurate 
record  of  the  names  of  those  who  died,  their  ages  at 
death,  and  the  dates  on  which  they  died.  Eor  a part 
of  the  time  he  also  recorded  the  cause  of  death 
insofar  as  it  was  reported  to  him. 

Taking  the  number  of  deaths  recorded  in  these 
records  and  the  recorded  population  figures  (calcu- 
lated for  the  years  in  which  no  actual  census  w'as 
taken),  the  death  rate  in  Bristol  has  been  calculated 
for  each  year,  and  shown  in  the  accompanying  table. 

The  highest  death  rate  in  Bristol  during  the  tw'en- 
tieth  century  was  18  per  1,000  for  the  year  1918. 
That  was  the  year  of  the  terrible  influenza  epidemic 
during  the  first  World  War.  Yet  the  death  rates  for 
thirteen  of  the  twenty-five  years  from  1801  to  1825 
were  over  18,  eight  of  those  years  were  over  20,  and 
in  1810  the  death  rate  was  28.  Between  1825  and 
1850,  ten  years  had  death  rates  above  18,  and  in 
1839  the  rate  was  just  under  27. 

The  causes  of  death  when  given,  also  afford  an 
interesting  comparison: 

In  1793,  a year  with  15  deaths,  only  two  causes 
were  mentioned,  “fit”  and  “old  age,  in  the  hundreth 
year  of  his  age.” 


In  1794,  wdth  20  deaths,  causes  mentioned  were 
“canker  rash”— i,  “black  canker”— i,  “putric  fever”— 

I,  “cholic”— I,  and  “scalded”— i. 

In  1795,  with  19  deaths,  there  were  “consump- 
tion”—3,  “dropsy  and  consumption”—!,  “breaking 
of  an  ulcer”— 2,  “ulcer”— i,  “cholera  morbus”—!, 
“inflamation”— !,  “scarlet  and  putrid  fever”—!, 
“whooping  cough”—!,  “fits”—!. 

In  !7p6,  with  !4  deaths,  “fits”— 3,  “pleurisy”— 2, 
“measles”— 2,  “inflamation”—!,  “cold”—!. 

In  !797,  “cold”— 2,  “billions  fever”—!,  “ulcer  in 
head”—!,  “drowned”  (at  ! yr.  8 mo.)  — !. 

In  1798,  with  !9  deaths,  “dysentery”— 7,  “con- 
sumption”—!, “pleurisy”—!,  “inflamatory  fever”—!, 
“worms”—!,  “disease  in  head”— (the  infant  Gideon 
Roberts)  i,  “peripneumonia”—!,  “fit  of  palsy”—!, 
“mortification”—!.  Six  of  the  seven  deaths  from 
dysentery  were  the  wife  and  six  children  of  Noah 
Byington  all  of  whom  died  on  November  4,  5,  9,  !o, 
and  20. 

Let  us  summarize  the  recorded  causes  of  death 
for  the  years  !8oo  to  !8!5  (after  !8!5  very  few 
causes  of  death  are  given),  remembering  that  the 
population  of  Bristol  in  !8oo  was  !,362,  in  !8!o  was 
!,42  8 and  in  !8!5  was  about  !,395: 

40  cases  of  “canker  rash,”  “canker  and  rattles,”  and 
“rattles”— probably  diphtheria 
39  cases  of  typhus- probably  typhoid 

38  cases  of  consumption  ! 

27  cases  of  “spotted  fever”— spinal  meningitis 

18  cases  of  “inflamation” 

16  cases  of  “fevers,”  variously  designated  as  “yel- 

low”—4,  “billions”— 3,  “nervous”— 2,  “putrid”— 2, 
“nervous  and  putrid”—!,  and  just  “fever”— 4 
!4  cases  of  “fits”  designated  “palsy”— 6,  “apoplec-  ! 
tic”— 2,  “paralytic”— 2,  “epileptic”—!,  and  just  | 
“fits”— 5.  The  word  “fit”  is  defined  in  the  diction-  | 
ary  (Thorndike-Barnhart)  as  “a  sudden  attack  ! 
of  disease.”  It  is  so  used  in  these  records.  i 

!3  cases  of  “peripneumonia”  t 

9 cases  of  dysentery  i 

6 cases  of  “dropsy” 
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3 cases  of  “opium”  (infants,  probably  closed  for 
colic  or  other  excessive  crying) 

^ cases  of  “child  bed” 

3 cases  of  “mortiheation”  (probably  gangrene) 

3 cases  of  “pleuresy” 

2 cases  of  “influenza” 

I case  of  “sting  of  bee”  (the  writer  knew  nothing 
about  allero'v) 

1 case  “overlaid”  (an  infant,  by  nurse  or  mother). 
Mr.  Tracy  Peck  himself  summarized  his  records 
for  the  fifty  years  1800-1850: 

“After  careful  examination  of,  and  computation 
from  my  record  and  other  documents  in  my  posses- 
sion, I find  that  there  were  during  the  fifty  years 
commencing  on  the  first  day  of  January,  1801,  and 
ending  the  thirty-first  of  December,  1850,  fourteen 
hundred  and  fifty-nine  deaths  in  the  town  of  Bristol; 
that  the  average  age  of  these  persons  is  twenty-eight 
years,  four  months,  nineteen  days,  twenty  two 
hours,  fourteen  minutes,  twenty  three  883/1459 
seconds;  that  two  hundred  and  ninety  nine  of  these 
persons  died  under  the  age  of  one  year;  that  but  five 
of  them  lived  to  the  age  of  ninety  years,  viz.  Mr. 
James  Cole,  who  died  September  16,  1803,  aged  96. 
Mr.  David  Moore  (colored)  who  died  January  2, 
1823  aged  95.  Widow  Anne  Nichols  who  died  De- 
cember 31,  1818  aged  91.  Widow  Ruth  Gridley  who 
died  August  18 1 1 aged  91.  Widow  Rachel  Gaylord 
who  died  October  31,  1828  aged  91. 

“The  average  age  of  those  persons  who  died 
during  the  first  twenty  five  years,  is  twenty-eight 
years,  eleven  months,  twelve  days,  fourteen  hours, 
fifty  five  minutes,  thirty  four  526/611  seconds,  and 
of  those  that  died  during  the  last  twenty-five  years, 
is  twenty-seven  years,  eleven  months,  twenty  three 
days,  twenty  one  hours,  eight  minutes,  twenty  nine 
23/53  seconds. 

“And  that  the  population  of  Bristol  in  1800  was 
1362; in  1810,  1428; in  1820,  1362; in  1830,  1707;  in 
1840,  2109;  and  in  1850,  2884. 

“Certified  By, 

“Tracy  Peck” 

It  is  evident  throughout  these  records  that  tuber- 
culosis (“consumption”),  typhoid  fever  (“typhus”), 
and  diphtheria  (“canker  rash”)  occurred  very  fre- 
quently. Contrast  the  present,  in  1953  diphtheria 
and  typhoid  fever  have  been  stamped  out.  Deaths 
from  bacterial  causes  have  been  almost  eliminated 
with  the  use  of  antibiotics  and  sulphonamides.  Cases 
of  consumption  are  much  fewer  and  less  fatal.  The 
death  rate  is  cut  to  a fraction  of  what  it  was  and  the 
expectancy  for  a healthy  life  has  been  multiplied. 


“O  God,  teacb  us  to  number  Thy  marcies!” 


Bristol  Deaiiis,  Population,  and  Death  Rate  Per 
Thousand  1801  - 1850 


^'EAR 

deaths' 

POPULATION- 

DEAin  rate 

1801 

16 

1369 

".7 

1802 

I I 

1375 

8.0 

1 803 

29 

1 382 

2 I .0 

I 804 

26 

1388 

.8.7 

1805 

18 

'395 

12.9 

1806 

25 

I 402 

,7,8 

1 807 

20 

1408 

14.2 

1808 

33 

1415 

H-3 

1809 

35 

1421 

24.6 

1810 

40 

1428 

28.0 

I 81  1 

28 

1421 

'9-7 

1812 

■7 

1415 

I 2.0 

.8.3 

2 I 

00 

0 

'4-9 

1814 

20 

1402 

'4-3 

1815 

27 

•395 

'9-4 

1816 

29 

1388 

20.9 

1817 

2 I 

1382 

'5.2 

1818 

29 

'375 

21. 1 

1819 

29 

'369 

2 1.2 

1820 

21 

1362 

'5-4 

1821 

29 

'396 

20.8 

CO 

N* 

•5 

143' 

10.5 

1823 

29 

1466 

19.8 

oc 

16 

[500 

10.7 

.825 

34 

'534 

2 2.2 

1826 

27 

1569 

17.2 

1827 

1604 

94 

1828 

30 

1638 

18.3 

1829 

28 

1672 

16.7 

0 

rr\ 

GO 

32 

1707 

18.7 

1831 

42 

1747 

24.0 

1832 

34 

1787 

19.0 

1833 

14 

1828 

7-7 

1834 

28 

1868 

15.0 

1835 

44 

1908 

23.1 

1836 

33 

1948 

16.9 

1837 

38 

1988 

1 9. 1 

1838 

28 

2029 

13.8 

1839 

55 

2069 

26.6 

1840 

28 

2109 

'3-3 

•T' 

00 

38 

2186 

17.4 

GO 

26 

2264 

11.5 

GO 

29 

2342 

12.4 

CO 

46 

2419 

19.0 

1845 

45 

2496 

18.0 

1846 

35 

A574 

13.6 

1847 

44 

2652 

16.6 

1848 

49 

2729 

18.0 

1849 

50 

2806 

17.8 

0 

00 

5' 

2884 

'7-7 

1.  According  to  Tracy  Peck’s  Record. 

2.  Intercensal  figures  arc  estimated  population. 


Note.  I wish  to  acknowledge  the  valuable  assistance  of 
Air.  Joseph  \V.  Clapis  of  the  State  of  Connecticut,  Depart- 
ment of  Health,  Division  of  Vhtal  Statistics. 
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Special  Article 


THE  COMMISSION  ON  THE  CARE  AND  TREATMENT  OE  THE 
CHRONICALLY  ILL,  AGED  AND  INEIRM 
Administrative  Policies  Governing  Grants-in-Aid  for  Programs  of  Physical 
Medicine  and  Rehabilitation  Within  Hospitals  Promulgated  July  14,  1954 


I.  INTRODUCTION 

The  recent  developments  and  advances  in  the 
specialty  of  Physical  Medicine  have  made  it  possible 
through  the  application  of  special  techniques  and 
attitudes  of  rehabilitation  to  restore  many  chronic- 
ally ill  and  disabled  individuals  to  the  point  of  self- 
care  and  often  to  the  point  of  reemployability. 
Complete  modern  medical  care  should  therefore  in- 
clude provision  of  these  services  in  each  case  where 
they  can  be  of  benefit  to  the  patient. 

In  recognition  of  the  role  that  specialized  physical 
medicine  and  rehabilitation  services  can  play  in  the 
care  of  long-term  illnesses  most  prevalent  in  the  older 
age  group,  as  well  as  in  the  care  of  patients  of  all  ages 
who  are  likely  to  become  or  remain  welfare  recipi- 
ents because  of  disabling  long-term  illness,  the  CIAI 
Commission  was  created  by  the  Connecticut  Gen- 
eral Assembly  in  1945. 

The  Commission  has  consistently  believed  that  the 
State  should  not  only  operate  facilities  for  the  pur- 
pose of  making  physical  medicine  and  rehabilitation 
services  available,  but  should  support  and  strengthen 
voluntary  community  efforts  to  provide  these 
services. 

The  Commission  recognizes  the  desire  of  com- 
munity hospitals  to  provide  all  the  services  required 
by  the  patients  they  are  called  upon  to  serve,  and  to 
place  in  the  hands  of  the  community  physicians  all 
the  facilities  which  make  for  optimal  patient  care. 
While  it  is  recognized  that  to  be  effective,  rehabilita- 
tion must  begin  early  in  the  course  of  disabling  ill- 
ness, it  is  also  recognized  that  the  expense  of  space, 
equipment  and  specially  trained  personnel  may  be  a 
deterrent  to  the  provision  of  such  services  in  many 
hospitals  in  the  State. 


The  Commission  has,  therefore,  promulgated  the 
policies  set  forth  below  to  aid  hospitals  in  the  devel- 
opment of  physical  medicine  and  rehabilitation 
programs. 

II.  ESSENTIALS  OF  A HOSPITAL  PHYSICAL  MEDICINE 
AND  REHABILITATION  PROGRAM 

A.  A hospital  Physical  Medicine  and  Rehabilitation 
program  should  function  as  a consultative  service 
and  treatment  program  available  to  all  patients  who 
can  profit  therefrom,  regardless  of  their  primary 
diagnosis.  It  is  expected  that  patients  will  remain  the 
responsibility  of  their  personal  physicians  and  that 
the  program  for  therapy  will  be  prescribed  by  a 
physiatrist  in  consultation  with  the  patient’s  personal 
physician. 

B.  Therapists. 

The  physical  therapists  employed  by  the  hospital 
must,  of  course,  be  licensed  by  the  State  of  Con- 
necticut. Although  there  is  no  licensure  required  for 
occupational  therapists,  speech  therapists  or  recrea- 
tional therapists,  these  persons  should  meet  the  quali- 
fications necessary  for  registration  with  their  re- 
spective national  associations.  It  is  understood  that 
equipment  necessary  for  these  persons  to  practice 
their  specialties  will  be  provided. 

C.  Integration  of  Physical  Medicine  into  Total 
Patient  Planning. 

In  any  rehabilitation  program  provision  should 
be  made  for  total  planning  for  the  patient,  including 
the  hospital  social  service  department  as  well  as  a 
vocational  counselor  who  may  be  made  available 
throughout  the  State  Department  of  Education’s 
Bureau  of  Vocational  Rehabilitation.  Wherever 
possible  there  should  be  close  cooperation  between 
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\ ()lunrarv  protective  workshops  and  the  hospital  re- 
habilitation program. 

111.  KUl.KS  CA’IDING  llIK  GRANTING  OF  FUNDS  TO 
HOSPrtAl.S  I5Y  THF.  COMMISSION 

A.  1 lospitals  Eligible  to  Receive  Grant-in-Aid 
Funds. 

Grants-in-aid  may  be  awarded  to  any  state-aided 
or  municipal  hospitals  w hich  satisfy  the  requirements 
set  by  the  ClAl  Commission  for  the  receipt  of  such 
funds. 

B.  Bases  for  Contracts. 

Contracts  will  be  executed  between  each  specihc 
hospital  and  the  Commission,  which  shall  provide 
that,  in  consideration  of  the  funds  granted  by  the 
Commission,  the  hospital  will  agree  to  expend  such 
funds  exclusively  for  the  development  of  a program 
of  physical  medicine  and  rehabilitation.  Funds  may 
be  granted  for: 

1.  The  institution  of  a physical  medicine  and  re- 
habilitation program. 

2.  Expansion  of  an  existing  physical  medicine  and 
rehabilitation  program. 

3.  Support  of  a physical  medicine  and  rehabilita- 
tion program  during  its  initial  phases  of  develop- 
ment, to  insure  proper  operation  and  a high  quality 
of  care. 

C.  Approval  of  Program  Plans  by  the  Commission. 

The  Commission  does  not  desire  to  exercise  ad- 
ministrative control  over  the  operation  of  physical 
medicine  and  rehabilitation  programs  in  the  hospitals 
which  receive  its  grant-in-aid  funds.  It  will,  how- 
ever, in  the  interests  of  assuring  proper  use  of  funds 
appropriated  to  it  for  this  purpose,  require  an  initial 
description  of  each  hospital’s  proposed  program, 
containing  details  of  all  proposed  expenditures.  In- 
sofar as  possible,  the  Commission  will  make  available 
staff  persons  on  a consultative  basis  to  aid  hospitals 
in  preparing  their  initial  proposals  and  in  developing 
their  programs. 

D.  Items  for  which  Expenditures  from  Grant-in- 
Aid  Funds  will  be  Permitted. 

I.  The  followdng  items  may  be  paid  for  with  funds 
granted  by  the  Commission: 

a.  Specialized  equipment  required  by  personnel  in 
order  to  carry  out  effective  courses  of  treatment. 

b.  Full-  or  part-time  services  of  physical  therapists, 
occupational  therapists,  speech  therapists,  and/or 
recreational  therapists. 


(Note:  Grant-in-Aid  funds  may  not  be  used  to 
contribute  to  the  salary  of  any  therapist  w hose  total 
compensation  exceeds  the  State  salary  for  a similar 
position. ) 

c.  Full-  or  part-time  services  of  physicians  qualified 
as  specialists  in  Physical  Medicine,  employed  as 
consultants  for  staff  cases.  (Note:  No  payment  can 
be  made  from  grant  funtls  to  such  physicians  if  they 
are  receiving  a fee  from  the  patient  for  such  con- 
sultation.) 

d.  Structural  changes  of  limited  nature  required  to 
make  existing  space  suitable  for  therapy. 

e.  Consumable  supplies  used  exclusively  by  the 
above  personnel  in  courses  of  treatment. 

2.  Restrictions  on  use  of  grant-in-aid  funds: 

a.  Grant-in-aid  funds  may  not  be  expended  for  the 
purpose  of  supporting  basic  medical,  nursing,  or 
subprofessional  services,  or  for  clerical  assistance 
hicidental  to  the  operation  of  a physical  medicine 
and  rehabilitation  program. 

b.  So  long  as  a contract  is  in  effect  between  a hos- 
pital and  the  Commission,  the  portion  of  cost  of 
the  physical  medicine  and  rehabilitation  services 
borne  by  grants  from  the  Commission  shall  not  be 
used  in  calculating  the  average  cost  of  special  serv- 
ices charged  to  the  patients  under  treatment.  The 
hospital  may,  howxver,  charge  its  usual  rates  for 
special  services  for  patients  wTo  are  receiving  physi- 
cal medicine  and  rehabilitation  services. 

E.  Amount  of  Grant-in-Aid  for  Each  Hospital. 

The  amount  of  funds  any  one  hospital  may  receive 
is  dependent  primarily  on  the  amount  of  appropria- 
tions received  by  the  CIAI  Commission.  Priorities 
wtII  be  given  to  requests  in  the  following  order: 

1.  Requests  for  institution  of  new  programs. 

2.  Requests  for  expansion  of  existing  programs. 

3.  Requests  for  support  during  developmental 
phases. 

Within  each  group  of  requests  for  the  above  pur- 
pose, consideration  wdll  be  given  to  the  needs  of  a 
particular  hospital  in  the  following  order  of  priority: 

1.  Specialized  equipment. 

2.  Salaries  for  therapists. 

3.  Consultation  fees  for  physiatrists. 

4.  Structural  changes  of  limited  nature. 

5.  Consumable  supplies. 

The  Commission  wall  attempt  insofar  as  possible 
to  make  available  to  each  hospital  funds  in  the 
following  amounts: 


784 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


1.  Requests  for  new  programs  or  expansion. 

a.  Up  to  75  per  cent  of  the  proposed  amount  to  be 
expended  for  specialized  equipment  and  structural 
changes,  and/ or 

b.  Up  to  50  per  cent  of  the  proposed  expenditure 
for  new  personnel. 

2.  Requests  for  further  support  during  develop- 
mental phases: 

a.  Second  year  of  grant:  Up  to  50  per  cent  of  oper- 
ating budget. 

b.  Third  and  fourth  years  of  grant:  Up  to  33  per 
cent  of  operating  budget. 

c.  Fifth  year  of  grant:  Up  to  25  per  cent  of  oper- 
ating budget. 

The  above  amounts,  if  necessary,  will  be  adjusted 
depending  on  the  apropriation  made  by  the  General 
Assembly  and  the  number  of  hospitals  requesting 
grants.  Also,  consideration  may  be  given  to  modify- 
ing the  above  formula  on  the  basis  of  such  special 
conditions  as  may  exist  at  a particular  hospital  at 
the  time  a contract  is  negotiated. 

Funds  received  by  a contracting  hospital,  such  as 
foundation  grants  and  the  like,  except  funds  which 
may  be  made  available  by  other  state  agencies  for 
the  specific  purpose  of  aiding  rehabilitation  efforts, 
may  be  used  as  “Flospital  Funds”  in  matching 
grants  from  this  Commission. 

F.  Reports  to  the  Commission. 

The  Commission  will  require,  as  an  obligation 
under  each  contract,  that  the  hospital  send  to  it 
quarterly  reports  on  forms  furnished  by  the  Com- 
mission, containing  the  following  information: 

1 . Data  on  both  inpatients  and  outpatients  treated, 
including: 

a.  Significant  identifying  information  including 
age,  sex,  race  and  marital  status. 

b.  Town  of  residence. 

c.  Diagnosis. 

d.  Number  of  treatments  given  in  the  Department 
of  Physical  Medicine  and  Rehabilitation  and  duration 
of  course  of  therapy. 

e.  Results  obtained  from  treatment. 

f.  Agency  (if  any)  responsible  for  support  of 
patient. 

2.  Itemization  of  expenditure  of  all  funds  granted 
under  the  contract  then  in  effect,  and  of  the  hospi- 
tal’s contribution  to  the  P.  Af . & R.  Department. 

G.  Duration  of  Contracts. 


Each  contract  entered  into  between  the  Commis- 
sion and  an  eligible  hospital  will  be  for  the  period 
of  one  fiscal  year  of  the  Commission,  and  cannot 
carry  any  guarantee  of  any  subsequent  contracts. 
Consideration  of  further  contracts  will  be  given  on 
the  basis  of  the  above  outlined  reports,  and  the 
appropriation  of  funds  to  the  Commission  by  the 
General  Assembly.  While  it  is  the  purpose  of  the 
Commission  to  encourage  insofar  as  possible  the 
development  of  physical  medicine  and  rehabilitation 
programs  within  hospitals  throughout  the  State  it  is 
not  proper  or  practical  that  a State  agency  such  as 
the  Commission  should  indefinitely  subsidize  such 
programs.  The  full  responsibility  for  maintaining  a 
program,  once  it  has  been  firmly  established,  must 
rest  with  the  community  in  which  each  hospital  is 
located. 


Physicians  For  State  Service 

At  the  present  time  the  three  State  Mental  Hos- 
pitals at  Middletown,  Norwich  and  Fairfield  are 
admitting  patients  at  the  rate  of  about  3,500  per 
year.  Of  this  number  more  than  1,100  are  over  60 
years  of  age.  A large  proportion  of  the  9,200  patients 
presently  in  residence  are  over  65  years  of  age  and 
have  many  medical  and  surgical  problems. 

Because  of  the  shortage  of  trained  psychiatric 
manpower  an  attempt  will  be  made  to  recruit  gen- 
eral practitioners  and  other  medical  specialists  for 
fulltime  positions  at  the  three  hospitals.  These  physi- 
cians will  work  under  the  supervision  of  a trained 
psychiatrist  and  should  have  some  desire  to  become 
acquainted  with  medical  and  surgical  problems  in 
the  chronic  psychiatric  patient.  Inservice  training 
will  be  provided  for  successful  candidates  for  these 
positions.  Physicians  who  are  interested  should  write 
to  the  Commissioner  of  Mental  Health,  65  Wethers- 
field Avenue,  Hartford,  Connecticut. 


Average  Length  of  Stay  in  33  Connecticut 
General  Hospitals 


6 MONTHS 
ENDED 
MARCH  3 I 

PATIENT 

DAYS 

DISCHARGES 

AVERAGE 
LENGTH 
OF  STAY 

1951 

925,684 

I 10,854 

8.4 

1952 

964777 

II7.33I 

8.2 

>953 

966,856 

123795 

7.8 

>954 

999,643 

I 29,654 
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Three  More  Medical  Bills  Reach 
White  House 

In  addition  to  three  medical  bills  recently  signed 
by  the  President— \"ocational  Rehabilitation,  Medical 
Tax  Deductions,  and  Indian  Hospitals— as  we  go  to 
press  three  more  medical  bills  have  passed  Congress 
and  are  awaiting  presidential  signature.  One  would 
permit  shipping  companies  to  pay  overtime  to  U.  S. 
Public  Health  Service  quarantine  officers  for  out-of- 
hours inspection  of  incoming  vessels.  The  Senate 
committee  which  held  hearing  on  the  bill  reported 
that  under  the  present  system  of  inspections  only 
between  6 a.  m.  and  6 p.  m.  41  per  cent  of  the  vessels 
arriving  in  New  York  are  held  up  pending  quaran- 
tine inspections.  Another  bill  boosts  from  $500  to 
$700  annually  the  amount  of  federal  aid  to  states  for 
each  veteran  hospitalized  in  state  institution.  The 
third  bill  authorizes  the  President  to  designate  Octo- 
ber II  to  16  as  “National  Nurse  Week.” 

Vote  on  Reinsurance  Bill 

The  vote  by  the  House  to  recommit  the  Presi- 
dent’s reinsurance  program  bill  showed  all  of  Con- 
necticut’s members  of  Congress  voting  against 
recommital  except  Thomas  Dodd  who  did  not  vote. 
The  vote  for  recommital  was  238  to  134.  The  AM  A 
has  vigorously  opposed  this  bill.  Representative  Will 
Neal,  Republican  of  West  Virginia  and  one  of  six 
physician  members  of  Congress  during  the  debate 
said,  “It  is  only  establishing  another  agency  from 
which  we  do  not  expect  to  get  anything  except  a 
few  more  government  jobs  and  a little  more  bureau- 
cracy.” 

Past  President  of  AMA  on  Government 
Committee 

Edward  J.  McCormick  who  has  recently  retired 
as  president  of  AMA  has  been  selected  to  serve  on  a 
new  committee  of  the  Commission  on  Intergovern- 
mental Relations  to  study  U.  S.  public  health  grants. 
Serving  on  this  same  committee  are  two  members  of 
the  Connecticut  State  Medical  Society,  "1  heodore 
Klumpp,  president  of  Winthrop  Chemical  Company, 


and  Albert  Snoke,  director  of  Grace-New  Haven 
Community  Hospital. 

Appropriations  Reduced 

President  Eisenhower  signed  Hill-Burton  expan- 
sion program  into  law  July  5.  But  funds  slash  im- 
posed by  House  Appropriations  Committee  will  hold 
it  on  the  ground  unless  Senate  shows  more  leniency. 
White  House  requested  $35  million  for  construction 
grants,  $2  million  for  survey  grants  and  $400,000  for 
operating  expenses.  HAC  killed  all  but  survey  funds. 
Public  Health  Service  had  planned  to  apportion  $10 
million  each  for  chronic  beds,  diagnostic/treatment 
centers  and  rehabilitation  facilities  and  $5  million  for 
convalescent  homes.  As  bill  now  stands,  it  will  have 
only  $2  million  for  distribution  among  states  to 
survey  their  needs. 

At  the  same  time  House  Appropriations  Com- 
mittee approved  $44,025,000  for  Federal  Civil  De- 
fense Administration,  of  which  $25  million  must  go 
for  purchase  of  medical  supplies  and  equipment. 
Federally  stockpiled.  Total  of  $10.5  million  was 
allocated  in  matching  funds  to  the  states  for  purchase 
of  various  materials  and  services,  about  one-fourth 
of  which  would  consist  of  medical  items.  FCDA 
asked  for  $85  million  and,  as  in  past,  its  request  was 
trimmed  sharply. 

Veterans  Administration  fared  better  than  Hill- 
Burton  and  FCDA.  It  had  requested  $3  million  to 
supplement  the  $598  million  which  it  is  getting  in 
current  fiscal  year  for  inpatient  hospital  care.  Full 
amount  was  granted,  with  the  committee  explaining 
that  it  will  be  used  exclusively  for  hospitalization  of 
nonservice  connected  cases. 

Senate  Approves  $47  Million  More  for 
HEW  Operations 

The  Senate  has  approved  about  $47  million  more 
for  operations  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  for  the  current  fiscal  year,  which 
is  in  addition  to  the  department’s  regular  appropria- 
tion of  $1.6  billion.  Largest  single  amount  was  $35 
million  for  the  new  Hill-Burton  hospital  construc- 
tion program,  to  finance  clinics,  rehabilitation  cen- 
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ters,  chronic  disease  hospitals,  and  nursing  homes. 
The  House  had  approved  only  $15.7  million  for  this 
purpose. 

Conspicuously  absent  from  the  supplemental  ap- 
propriations bill  was  $325,000  Secretary  Hobby  had 
asked  to  start  the  administration’s  reinsurance  plan, 
which  was  defeated  in  the  House  on  July  13.  The 
budget  request  w'as  made  subsequent  to  the  House 
action,  as  an  indication  the  administration  had  not 
given  up  hope  of  having  the  legislation  enacted. 

The  administration’s  request  for  $14  million  to 
finance  expansion  of  the  social  security  program  was 
cut  to  $6  million  by  the  Senate.  Other  items  in  the 
Senate  approved  appropriations  bill  included:  $6 
million  for  the  expanded  vocational  rehabilitation 
act,  which  was  signed  into  law  recently  by  the 
President;  $1.8  million  to  finance  such  civil  defense 
activities  as  water  and  air  testing  as  a protection 
against  biological  and  atomic  attack;  and  $2.7  million 
for  various  educational  and  welfare  programs. 

PHS  Allocates  60  Per  Cent  of  Current  Year’s 
Research  Funds 

Sixty  per  cent  of  the  Public  Health  Service  medi- 
cal grant  money  appropriated  to  the  National  Insti- 
tutes of  Health  for  fiscal  1955  already  has  been 
allocated.  Approximately  one-third  of  the  1,442  re- 
search awards  went  to  new  projects  and  the  remain- 
der for  continuing  existing  studies.  The  grants, 
totaling  $14,685,671,  are  for  “basic  and  applied  re- 
search in  the  major  diseases  afflicting  Americans 
today.” 

Of  the  seven  Institutes  of  Health,  the  National 
Cancer  Institute  distributed  the  largest  number  of 
new  grants:  92,  totaling  $981,074.  Chemotherapy  of 
leukemia  and  allied  forms  of  cancer  was  listed  as  a 
typical  subject  of  NCI  research.  The  National  Heart 
Institute  has  the  largest  number  of  continuation 
grants:  213,  totaling  $2,283,370.  Scientific  investiga- 
tions of  NHI  include  elTects  of  hormones  on  hard- 
ening of  the  arteries,  edema  mechanisms  occurring 
in  heart  failure,  synthesis  of  compounds  acting  on 
the  heart,  and  effects  of  temperature  and  humidity 
on  the  circulatory  system.  A total  of  $33,918,000 
was  appropriated  for  PHS  medical  research  for  the 
current  fiscal  year. 

Interns  to  be  Checked  on  Military  Planning 

Some  2,500  medical  interns  will  soon  be  hearing 
from  Defense  Department,  which  is  seeking  infor- 


mation as  to  their  plans  for  residency  training  and 
choice  of  military  branch.  In  some  respect  this 
questionnaire  survey  will  duplicate  information  col- 
lected last  spring  when  these  men  were  in  last  year 
of  medical  school  but  Pentagon  wants  to  bring  data 
up  to  date.  Forms  which  they  will  receive  must  be 
returned  no  later  than  October  10.  If  not  executed 
and  sent  back  to  Dr.  Frank  B.  Berry,  Assistant  Secre- 
tary Defense  (health  and  medical),  it  will  be 
assumed  that  the  doctor  desires  neither  a commission 
in  Reserve  nor  draft  deferment  for  residency  train- 
ing. 

If  doctor-draft  law  is  allowed  to  expire  June  30, 
1955,  as  expected,  the  only  doctors  liable  for  obli- 
gated military  duty  will  be  those  previously  deferred 
for  medical  education  and/or  internships.  In  order 
to  receive  consideration  for  residency  training  and 
be  permitted  to  make  a choice  of  military  branch, 
registrants  must  fill  out  the  Pentagon  forms.  Note: 
It  is  impossible  to  foretell  how  many  will  be  deferred 
for  residencies. 

Legislative  Notes 

The  House  Education  and  Labor  Committee 
unanimously  approved  a bill  permitting  Connecticut, 
Maine,  Massachusetts,  New  Hampshire,  Rhode 
Island,  and  Vermont  to  establish  a New  England 
Board  of  Education  and  pool  their  higher  educa- 
tional facilities  for  the  use  of  the  New  England  area; 
regional  medical  and  dental  schools  would  be  one 
possibility.  President  Eisenhower  has  signed  a bill 
permitting  the  setting  of  tolerances  for  certain  pesti- 
cides used  on  food  products.  The  legislation  is  now 
Public  Law  No.  518,  83rd  Congress.  A poll  con- 
ducted by  Rep.  Ralph  VC.  Gwinn  (R— New  York), 
whose  district  includes  Yonkers,  indicates  that  in  his 
district:  84  per  cent  of  the  responding  constituents 
oppose  socialized  medicine;  76  per  cent  disapprove 
of  federal  administration  and  control  of  universal 
health  and  medical  services;  70  per  cent  favor  non- 
profit voluntary  health  insurance;  and  47  per  cent 
approve  of  federal  hospital  construction. 

Presidential  Executive  Order 

On  August  2 amendment  to  executive  order  10450 
of  April  27,  1953,  adds  illness  (including  mental)  to 
the  list  of  causes  for  removal  from  a federal  job  in 
the  interests  of  national  security.  Heretofore  “adjudi- 
cation of  insanity”  was  the  test. 
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New  Legislation 

S.J.Res.  18J — Amendment  to  U.  S.  Consti- 
tution Relating  to  International  Treaties. 
( I^ricker— R,  Ohio,  August  5.)  Similar  to  an  earlier 
version,  this  proposed  amendment  to  the  Constitu- 
tion would  rec|uire  ratification  by  % of  states  within 
7 years  to  become  effective  and  would:  ( 1 ) prohibit 
treaties  made  in  conflict  ^\dth  the  Constitution;  (2) 
make  a treaty  ineffective  as  internal  law  in  the  U.  S. 
without  legislation  valid  without  the  treaty;  and  (3) 
require  a yea  and  nay  yote  recorded  by  names  for 
ratification. 

Senator  Bricker’s  S.J.Res.  i was  defeated  on  Febru- 
ary 26,  1954.  A shift  of  one  yote  in  the  60  to  3 1 lineup 
^^■ould  have  given  the  amendment  the  two-thirds 
majority  required  for  a proposed  constitutional 
change.  The  amendment  was  fayored  by  the  Ameri- 
can Medical  Association,  by  the  American  Bar  Asso- 
ciation and  by  other  groups. 

HR8300 — Internal  Revenue  Code  of  1954. 
(Reed,  New'  York.)  On  July  28  the  House  adopted 
the  conferee’s  final  agreement  on  the  omnibus  tax 
bill.  Of  particular  interest  to  medical  profession: 
( 1 ) Deductions  for  medical  expenses  permitted  in 
excess  of  3 per  cent  (currently  5 per  cent)  adjusted 
income;  single  person  present  maximum  deduction 
$1,250,  new'  bill  $2,500;  present  over-all  deduction 
$2,500,  new'  bill  $5,000;  joint  return  present  maxi- 
mum deduction  $5,000,  new'  bill  $10,000.  Drugs  not 
included  in  medical  deduction,  but  cost  of  drugs  in 
excess  of  i per  cent  of  adjusted  income  could  be 
deducted  in  addition  to  medical  deduction.  ( 2 ) Pay- 
ments for  loss  of  wages  exempt  up  to  $100  a week; 
except  first  w eek,  but  if  absence  caused  by  injuries 
payments  immediately  exempt.  Hospitalization  for  i 
day  in  the  first  7 days  of  an  illness  w’ould  exempt 
from  income  tax  all  payments  for  loss  of  wages 
attributable  to  illness.  (3)  Medical  expense  deduc- 
tion not  allow'ed  if  reimbursement  for  medical  care 
is  tax  exempt.  (4)  Employer-financed  accident  and 
health  benefits  fully  exempt  if  they  represent  reim- 
bursement for  actual  medical  expenses  (under  cur- 
rent law%  some  employer-financed  benefits  not 
exempt)  but  such  benefits  taxable  over  $100  if  they 
are  compensation  for  loss  of  wages  under  either  an 
insured  or  noninsured  plan. 

Senate  Action 

S3447 — Oral  Narcotic  Prescriptions.  (Long.) 
The  Senate  Finance  Committee  ordered  this  bill 


favorably  reported  with  technical  amendments.  It 
would  amend  the  Internal  Revenue  Code  to  permit 
the  filling  of  oral  prescriptions  for  certain  narcotic 
drugs  “possessing  relatively  little  or  no  addiction 
liability.”  This  legislation  has  the  approval  of  the 
American  Medical  Association,  Commissioner  Flarry 
J.  Anslinger,  the  National  Association  of  Retail 
Druggists,  and  others.  On  August  9 the  AMA  sug- 
gested in  a letter  to  Chairman  Daniel  Reed  that  the 
House  Ways  and  Means  Committee  take  similar 
action  on  a comparable  bill  (HR9163). 

U.  S.  To  Finance  Study  Here  For  100 
Foreign  Physicians 

Foreign  Operations  Administration  is  preparing  to 
spend  $480,500  to  finance  postgraduate  study  in  the 
United  States  for  100  European  physicinas.  Special- 
ists will  study  for  from  six  weeks  to  three  months, 
while  younger  men  will  stay  for  a maximum  of  three 
years.  Those  to  be  invited  will  include  all  types  of 
medical  specialists,  and  much  of  the  study  will  be 
designed  to  acquaint  the  foreign  physicians  wfith 
American  hospital  techniques.  Selection  will  be  made 
by  local  committees  in  the  various  foreign  countries. 
The  entire  operation  will  be  made  by  local  com- 
mittees in  the  various  foreign  countries.  The  entire 
operation  w'ill  be  directed  by  the  American  College 
of  Surgeons,  under  contract  to  FOA. 


Medical  Ethics 

Elmer  Hess,  president-elect  of  AMA,  writing  in 
Missouri  Medicine  quoted  from  the  Principles  of 
Medical  Ethics  and  then  added: 

“These  are  the  fundamental  principles  upon  w'hich 
the  medical  profession  has  developed  and  growm 
great  and  strong.  There  are  no  others.  We  have  said 
nothing  about  money,  fees,  salaries,  honorariums. 
We  must  care  for  the  sick  and  infirm.  Whether  we 
receive  a monetary  reward  or  not  is  immaterial,  but 
we  can  be  assured  that  if  we  honestly  are  real  practi- 
tioners of  the  Healing  Art  w^e  will  never  starve.  We 
have  found  out  over  many  years  of  medical  practice 
that  the  majority  of  our  American  people  are  honest 
and  are  desirous  of  paying  a fair  fee  for  a satisfactory 
service.  The  proof  of  this  is  the  fact  that  the  indi- 
vidual doctor  is  the  most  respected  man  in  the 
community.  He  must  live  his  ethics  to  w'arrant  that 
respect.  When  a physician  breaks  that  ethical  code 
he  is  a traitor  to  his  kind.” 
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AMERICAS  STAItWRBS  Of  MEWCAl  CAM 
AW  THE  HWHEST  tH  TH«  WOTT® 


PROGRESS  IN  MEDICAL  CARE 


Several  of  these  exhibits  are  being  displayed  at  sixteen  Connecticut  fairs 
by  local  committees  of  the  Woman’s  Auxiliary. 

This  project  is  now  in  its  fourth  year  and  is  co-sponsored  by  the  Society’s 
Committee  on  Rural  Health,  the  Committee  on  Public  Relations  and 
Connecticut  Medical  Service. 


Informative  leaflets  concerning  the  progress  of  medicine  and  voluntary 
health  plans  are  distributed  as  a feature  of  the  exhibit. 


Kemaming  fairs  at  zi'bich  the  exhibit  will  be  displayed: 

Septeviber  ^-6~Goshen  Fair,  Goshen 
Septeirtbcr  4-6— Woodstock  Fair,  South  Woodstock 

September  8-p— Wethersfield  Grange  Fair,  W ethers  field 
September  p-12— North  Flaven  Fair,  North  Haven 
September  i i-i 2— Bethlehem  Fair,  Bethlehem 
September  ly- 18— Norwich  Grange  Fair,  Norwich 
September  18-1  p— Terry ville  Country  Fair,  Terryville 
September  28-2p~Union  Agricultural  Fair,  Hazardville 
October  i-y— Berlin  Fair,  Berlin 
October  i-y— Staff  or  d Fair,  Stafford  Springs 

October  p- 10 —River ton  Fair,  Riverton 


P U 15  L I C RELATIONS 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 

W’illiam  G.  LI.  Dobbs,  Torrington  Burdette  J.  Buck,  Hartford  Harry  C.  Knight,  Aliddletown 

Cha'mncm  James  C.  Canniff,  Torrington  James  H.  Root,  Jr.,  Waterbury 

Harold  A.  Bergendahl,  Norwich  Alorris  A.  Hankin,  New  Haven  Alfred  J.  Sette,  Stamford 


State  and  County  Societies  Participate  in 
Television  Series 

I'he  medical  associations  of  New  Haven,  Hart- 
ford and  Fairfield  Counties  are  participating  with 
the  State  Medical  Society  in  four  health  education 
telecasts  in  the  new  series  sponsored  by  the  Con- 
necticut T\"  Committee  for  Health  Education. 

Titled  “Stay  Well,”  the  13  week  series  was  in- 
augurated September  12  from  the  television  studios 
of  WNHC-T\\  New  Haven.  The  programs  are 
scheduled  from  6:00  to  6;  15  p.  m.  each  Monday  and 
will  continue  through  October  4. 

The  first  of  the  four  medical  association  programs 
was  telecast  Alonday,  August  23,  and  the  final  pro- 
gram is  scheduled  for  September  13.  The  following 
three  programs  wiW  tell  the  story  of  modern  hos- 
pital operation  and  are  assigned  by  the  TV  com- 
mittee to  the  Connecticut  Hospital  Association. 

The  committee  producing  the  programs  was 
formed  in  July,  1953  to  provide  television  station 
managements  and  official  and  voluntary  health 
agencies  with  a clearing  house  for  authentic  health 
information  programs.  Committee  members  com- 
prise 2 1 representatives  from  1 3 statewide  health 
organizations  and  four  television  stations. 

Continued  Demand  for  Documentary  Film 
on  Medical  Care 

The  documentary  film,  “Your  Doctor,”  produced 
by  the  American  Medical  Association  and  RKO- 
Radio  Pictures,  continues  to  be  in  demand  by  high 
school  and  industrial  groups. 

During  the  month  of  June,  the  film  was  screened 
in  Connecticut  before  a high  school  audience  in 
Washington,  an  employee  group  at  the  General 
Electric  Company  in  Bridgeport,  and  students  of 
the  Center  School,  Beacon  Falls,  and  the  Boardman 
Trade  School,  New  Haven. 

A copy  of  the  film  is  available  at  the  office  of  the 
State  iMedical  Society  for  physicians  who  may  desire 
to  use  it  as  part  of  a speaking  program.  The  film  is 


available  for  showing  before  community  groups 
without  charge  other  than  that  for  return  postage. 
Organizations  using  the  film  must  provide  their 
sound  projector  and  other  facilities. 

Hartford  County  Initiates  Survey 

A survey  to  determine  the  types  of  medical  serv- 
ice available  to  residents  of  Hartford  County  was 
recently  initiated  by  the  Hartford  County  Medical 
Association. 

The  intraprofessional  survey  is  part  of  a tw  o-fold 
study  that  will  also  pinpoint  public  attitudes  tow^ard 
the  profession.  This  latter  part  of  the  project  is 
scheduled  to  get  underway  in  October  or  Novem- 
ber. 

The  survey  directed  to  physicians  is  the  first  of 
its  kind  to  be  sponsored  by  the  association.  The 
survey  questionnaire  contains  1 3 questions,  and 
subjects  range  from  methods  of  handling  night 
calls  to  time  spent  in  giving  free  care  at  hospitals 
and  clinics,  office  procedures  and  the  type  of  service 
desired  by  physicians  from  their  medical  associa- 
tions. Physicians  need  not  sign  the  returns,  but 
they  are  requested  to  indicate  their  age  and  the  com- 
munity in  which  they  practice. 

Fairfield  County  to  Sponsor  Danbury 
Fair  Exhibit 

The  Fairfield  County  Medical  Association  will 
sponsor  a health  education  exhibit  at  the  Danbury 
Fair,  October  2 to  10,  inclusive. 

The  Association’s  Public  Relations  Committee, 
under  the  chairmanship  of  Alfred  J Sette,  Stamford, 
is  in  charge  of  the  project  and  is  currently  arranging 
for  teams  of  physicians  to  manage  the  exhibit. 
Members  of  the  Woman’s  Auxiliary  to  the  Asso- 
ciation wdll  assist  in  managing  the  exhibit  during 
the  hours  of  the  Fair,  8:  30  a.  m.  to  6:00  p.  m.  The 
exhibit  to  be  displayed  wall  be  loaned  by  the  Ameri- 
can Medical  Association  and  is  titled  “Organs  of  the 
Human  Body.” 
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Black  calls  attention  to  tM^o  misconceptions  that 
are  commonly  held  by  the  medical  profession.  In 
his  discussion  of  the  topic  “Do  You  Need  to  Know 
About  Allergy”  (111.  Med.  Jour.,  105:1),  the  first  is 
that  patients  become  sensitive  to  a large  number  of 
substances.  Multiple  sensitivity  is,  of  course,  the 
rule.  But  people  do  not  become  allergic  to  great 
numbers  of  food.  As  a matter  of  fact,  patients  are 
usually  sensitive  to  a comparatively  few  things  and 
the  proper  attention  to  these  commonly  produces 
satisfactory  relief. 

The  other  error  is  that  skin  tests  are  infallible 
indicators  of  the  patient’s  sensitivity.  There  are  no 
infallible  reactions  in  medicine  and  skin  tests  are  no 
exception  to  the  rule.  They  can  be  helpful  and  can 
save  a great  deal  of  time  in  finding  the  offending 
substance  but  they  are  only  a part  of  the  allergist 
armamentarium.  Skin  tests  must  be  accepted  with 
discretion  and  must  be  correlated  with  the  clinical 
history  before  they  are  pronounced  the  responsible 
agents. 

# * * * 

Carcinoma  of  the  pharynx,  larynx  and  cervical 
esophagus  is  a situation  that  confronts  most  doctors 
at  some  time  in  their  career  (Hilger  et  ah.  Jour. 
Laucet,  74:1),  In  the  majority  of  laryngeal  cases 
voice  changes  appear  early  in  the  disease.  In  hypo- 
pharyngeal  and  cervical  esophageal  cases  symptoms 
are  late  in  appearing  and  are  usually  localized  dis- 
comfort and  dysphagia.  The  prognosis  for  cure  in 
these  cases  is  exceptionally  high  when  contrasted 
with  malignant  disease  elsewhere.  The  cervical 
lymphatic  barrier  tends  to  localize  the  disease  to 
the  primaiy  site  and  the  regional  glands.  The  five 
year  cure  rate  declines  rapidly  with  delay  in  diag- 
nosis. Treatment,  with  few  exceptions,  is  surgical. 
The  loss  of  speech  function  is  no  longer  an  irreme- 
diable tragedy.  The  reconstruction  of  the  pharynx 
and  cervical  esophagus  through  tubing  of  the  cervi- 
cal skin  restores  the  swallowing  function. 

* * * * 

Cordotomy  in  the  high  cervical  region  for  intract- 
able pain  has  been  performed  by  French  in  42  cases 
(Joitr.  Lancet,  73:7).  He  reports  that  the  operation 


made  it  possible  to  relieve  pain  in  previously  un- 
relieved group  of  patients.  The  operation  has  been 
effective  in  patients  with  malignant  infiltration  of 
the  brachial  plexus.  It  appears  to  be  the  most  effec- 
tive measure  against  phantom  limb  and  tabetic  pain. 
The  high  cervical  operation  has  almost  completely 
replaced  dorsal  root  rhizotomy.  Complications  in  the 
author’s  experience  were  less  frequent  than  with 
thoracic  cordotomy. 

Less  variation  in  the  sensory  levels  were  obtained 
with  the  high  cervical  operation  than  with  the  high 
thoracic.  It  is  believed  that  the  lateral  spinothalmic 
tract  is  more  consistent  in  its  anatomical  structure 
and  position  at  the  high  cervical  level. 

The  comment  may  be  made  that  the  operation 
sounds  difficult  and  greatly  subject  to  the  judgment 
of  the  surgeon.  It  involves  sectioning  of  the  entire 
spinal  cord  tract  conducting  pain  and  temperature. 
Anything  less  than  this  spells  a degree  of  failure  in 
doing  too  much  or  too  little  at  the  time  of  operation. 
There  were  some  complications  such  as  urinary 
incontinence,  motor  weakness  of  an  arm  or  leg,  and 
postural  hypotension.  Apparently  there  were  four 
deaths  in  the  series  of  operations.  Complete  or  partial 
relief  of  pain  was  experienced  by  all  the  patients  who 
survived  the  operation.  Apparently  32  of  the  series 
experienced  complete  relief  of  pain.  As  the  object 
of  the  operation  was  the  relief  of  pain,  the  procedure 
was  evaluated  on  this  single  criterion. 

# ^ # 

The  clinician  often  wonders,  what  is  the  place  of 
the  plasma  substitutes  in  his  armamentarium?  Soutter 
briefly  offers  a reply  (Jour.  Atner.  Geriatrics  Soc., 
1:8).  Whole  blood  is  the  only  adequate  material  for 
treating  shock  that  is  secondary  to  hemorrhage. 
Plasma  and  plasma  substitutes  are  useful  in  restoring 
blood  volume,  arterial  pressure  and  cardiac  output 
until  whole  blood  can  be  obtained.  According  to  the 
author  gelatin  or  Periston  is  a satisfactory  substitute 
for  this  purpose.  Dextran  is  less  desirable  because  of 
its  possible  antigenicity  and  greater  expense. 

Serum  albumen  is  dangerous  in  unskilled  hands, 
and  especially  so  in  treating  old  people.  Globulin  is 
effective  but  is  not  yet  available  in  sufficiently  large 
volume  for  the  treating  of  these  cases. 
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None  of  the  plasma  substitutes  is  effective  in 
treating  hemophilia  or  for  the  transferring  of  im- 
munological properties. 

Blood  hankers  should  remember  that  synthetic 
materials  such  as  gelatin,  Periston  and  dextran  in- 
crease red  cell  sedimentation  \\  hich  may  interfere 
with  the  reading  of  blood  typing  and  crossmatchings 
carried  out  by  microscopic  techniques. 

The  author  concludes  that  the  plasma  substitutes 
are  in  their  infancy.  When  they  are  perfected  they 
will  probably  be  cheaper,  more  effective,  less  dan- 
gerous and  more  valuable  to  us  all. 

^ Jt.  .u.  ,u. 

^ w ^ w 

Whipple  emphasizes  the  importance  of  quizzing  all 
patients  about  to  receive  an  antibiotic  as  to  their 
previous  history  covering  the  field  of  hypersensitive 
reactions  (Jour.  Med.  Assoc.  Georgia,  42:7).  He 
cites  a case  of  ulcerative  cystitis  and  of  ulcerative 
colitis  follo\ving  the  injection  of  Procaine  Penicillin. 
He  points  out  that  the  indiscriminate  use  of  anti- 
biotics for  trivial  infections  should  be  avoided  be- 
cause of  the  possibility  of  the  development  of  sensi- 
tivity to  the  agent.  It  is  important  that  patients 
should  be  carefully  questioned  as  to  previous  doses 
of  antibiotic,  if  any,  and  as  to  whether  hypersensi- 
tive reactions  occurred  at  that  time. 

* # # * 

Wheatley  in  “A  Formula  for  Child  Safety”  sug- 
gests the  following  activities  for  the  physician  ( Ohio 
State  Med.  Jour.,  49:7): 

( 1 ) Observe  on  home  calls  hazardous  conditions 
around  the  house.  Suggest  corrective  measures. 

(2)  Give  careful  instructions  when  prescribing 
medicines  to  reduce  the  risk  of  over  dosage  or  care- 
less handling  in  the  home.  Eliminate  sugar-coated 
pills  which  are  temptation  to  young  palates. 

(3)  Study  the  causes  of  medical  emergencies  and 
accidents,  particularly  when  the  individual  appears 
“accident  susceptible.” 

(4)  Utilize  accident  case  presentations  in  the 
hospital  or  medical  society  to  emphasize  ways  to 
prevent  accidents  as  well  as  how  to  treat  them. 

(5)  Help  to  develop  community  educational  pro- 
grams in  cooperation  with  health  departments  and 
voluntary  agencies. 

The  importance  of  this  approach  to  preventive 
medicine  is  obvious  if  it  is  remembered  that  one-third 
of  all  the  children  who  die,  die  of  an  accident. 


Poisoning  as  represented  by  the  misuse  of  household 
agents  is  a major  problem  of  the  practicing  pedia- 
trician. 

* * * * 

A guest  editorial  by  Bartter  in  the  Virginia  Medi- 
cal Journal  is  entitled  “The  Prevention  of  Kidney 
Stones:  A Challenge  to  the  Internist”  (Va.  Med. 
Jour.,  80:7).  The  passage  of  a kidney  stone,  so 
often  ushered  in  by  excruciating  pain  and  not  infre- 
quently accompanied  by  bleeding,  is  usually  an 
event  of  startling  importance  to  its  victim. 

In  general,  stone  formation  requires  three  condi- 
tions in  the  urinary  tract:  the  presence  of  poorly 
soluble  material;  insufficient  quantities  of  water  to 
keep  this  material  in  solution;  and  in  most,  perhaps 
in  all  cases,  a nidus  (cells,  fibrin,  bacteria)  on  which 
the  stone  may  start.  The  last  two  conditions  favor 
the  formation  of  all  types  of  stone.  The  forcing  of 
fluids  and  the  elimination  of  infection  are  obvious 
measures  of  prevention. 

The  search  for  the  cause  of  calcium  oxalate  and 
calcium  phosphate  stones  may  lead  the  internist  to 
abnormalities  involving  the  patient’s  bones,  his  para- 
thyroid glands,  his  kidneys,  and  his  dietary  and  drug 
habits.  Uric  acid  stones  may  be  indicative  of  an 
elevated  serum  uric  acid,  which  may  in  turn  point  to 
gout.  Cystine  stones  are  virtually  always  indicative 
of  congenital  cystinuria,  a hereditary  renal  disease  in 
which  a number  of  amino  acids  are  excreted  in  excess 
and  cystine,  being  the  least  soluble,  often  forms 
calculi.  The  diagnosis  of  cystinuria  can  readily  be 
made  by  testing  the  urine  for  cystine. 

In  summary  Bartter  points  out  that  “the  patient 
with  a kidney  stone  presents  to  the  internist  both  a 
valuable  diagnostic  clue  and  an  unusual  opportunity 
for  preventive  medicine.” 

* * # * 

The  August  number  of  California  Medicine  is 
largely  devoted  to  an  interesting  symposium  on  the 
outbreak  of  encephalitis  in  the  Central  Valley  of 
California  (79:2).  Alany  authors  contributed  to  the 
series  of  articles. 

The  outbreak  of  encephalitis  included  348  labora- 
tory confirmed  cases  of  arthropod  encephalitis.  The 
clinical  symptoms  included  fever,  convulsions,  head- 
ache, vomiting,  drowsiness,  irritability,  restlessness, 
nuchal  rigidity  and  tremor.  The  differential  diag- 
nosis on  the  basis  of  clinical  observation  was  often 
difficult. 
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The  cerebrospinal  fluid  is  practically  worthless  in 
attempts  to  isolate  the  causal  agent.  In  the  usual 
case,  diagnosis  depended  upon  serological  or  im- 
munologic tests  (specific  antibodies).  In  vitro  com- 
plement fixation  tests  were  considered  a better  diag- 
nostic tool  than  the  in  vivo  neutralization  tests. 

There  were  far  more  cases  in  California  of  West- 
ern equine  than  of  St.  Louis  encephalitis.  About 
one-third  of  the  cases  of  Western  equine  encephal- 
itis occurred  in  children  under  five  years  of  age. 

Emergency  measures  undertaken  to  control  the 
epidemic  were  designed  to  supplement  the  normal 
control  programs  of  mosquito  abatement  districts. 
There  is  needed  a better  understanding  of  the  fac- 
tors controlling  survival  of  Culex  Tarsalis  over  the 
\\’inter  months,  together  with  better  methods  of 
measuring  the  prospects  of  a large  number  of  in- 
fected vector  mosquitoes  early  enough  in  the  year  to 
permit  the  establishment  of  preventive  rather  than 
palliative  measures. 

A continuing  study  of  possible  neurological 
sequelae  or  aberrations  in  behavior  have  been  initi- 
ated. Changes  in  emotional  and  behavior  patterns 
have  been  noted  in  some  instances.  In  general, 
patients  who  recovered  were  apparently  free  of 
residual  effects  and  have  remained  so. 

Nothing  is  offered  in  this  series  of  articles  in  the 
way  of  treatment  of  the  acute  phase  of  encephalitis. 
^ ^ 

Injuries  to  the  tarsus  bones  are,  according  to 
Diveley  and  Kiene,  a frequent  occurrence  ( Alissoirri 
Med.,  50:8).  On  the  whole  the  condition  is,  in  the 
author’s  opinion,  poorly  understood  both  as  to  the 
basic  pathology  and  the  type  of  treatment  that 
should  be  instituted. 

Diagnosis  depends  in  a great  measure  on  the  use 
of  x-ray.  Not  only  should  the  usual  anterior  pos- 
terior x-ray  be  made,  but  the  foot  should  be  forced 
into  inversion  or  eversion  as  the  anterior  posterior 
plate  is  taken.  If  the  movement  is  painful  it  may  be 
necessary  to  infilter  the  lateral  ligament  or  medial 
ligament  or  both  with  2 or  3 cc.  of  i per  cent 
novocain.  Every  injury  to  the  ankle  should  be 
x-rayed. 

Displaced  fractures  of  the  talus  should  be  accur- 
ately reduced.  Simple  undisplaced  fractures  of  the 
calcaneous  should  be  conservatively  treated.  Com- 
minuted fractures  of  the  calcaneous  that  extend  into 
the  subtalar  or  cuboid  joints  should  be  reduced, 
immobilized  in  plaster  for  a short  time,  and  an  early 


subtalar  or  triple  arthrodesis  performed.  With  this 
procedure  permanent  disability  will  be  minimized. 
Eractures  and  dislocations,  or  both,  in  the  midtarsal 
region  can  be  replaced  generally  by  conservative 
manipulation  but,  if  the  joint  surfaces  are  severely 
damaged,  traumatic  arthritis  results  and  the  involved 
joints  should  be  subjected  to  arthrodesis. 


Polio  Foundation  Offers  Fellowships 

To  increase  the  number  of  well  trained  teachers  in 
the  field  of  preventive  medicine,  the  National 
Foundation  for  Infantile  Paralysis  is  now  offering  a 
limited  number  of  senior  fellowships  to  physicians 
interested  in  study  and  research  in  the  teaching  of 
preventive  medicine.  This  is  a new  effort  to  bring 
support  to  this  field. 

The  program  of  study  may  be  undertaken  at  an 
approved  school  of  public  health  or  in  a department 
of  preventive  medicine  of  an  approved  medical 
school. 

Fellowships  will  be  awarded  for  one  or  more 
years,  with  stipends  ranging  from  $4,500  to  $7,000 
a year,  depending  upon  marital  status  and  number 
of  dependents. 

The  fellowships  will  be  awarded  only  to  graduate 
physicians  in  good  health  who  are  United  States 
citizens  or  applicants  for  citizenship,  have  completed 
at  least  one  year  of  internship  in  an  approved  hos- 
pital and  have  had  not  less  than  two  years  of  addi- 
tional training  and  experience,  including  some  teach- 
ing responsibility,  in  one  of  the  specialties  related  to 
preventive  medicine.  Candidates  are  selected  on  a 
competitive  basis  by  the  Clinical  Fellowship  Com- 
mittee of  the  National  Foundation  for  Infantile 
Paralysis. 

Each  recipient  of  a fellowship  must  have  the  inten- 
tion of  teaching  preventive  medicine  in  the  United 
States  or  its  territories  after  completing  his  studies. 

Fellowship  applications  are  accepted  any  time 
during  the  year,  but  are  activated  only  after  Com- 
mittee action.  Applications  received  by  September 
I are  considered  about  November  i;  those  received 
by  December  i are  considered  about  February  i; 
and  those  received  by  March  i are  considered  on  or 
about  May  i . 

For  further  information  address  the  National 
Foundation  for  Infantile  Paralysis,  Division  of  Pro- 
fessional Education,  120  Broadway,  New  York  5, 

N.  Y. 
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THE  DOCTOR’S  OFFICE 

Richard  B.  Brown,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  psychiatry  at  85  Jeffer- 
son Street,  Hartford. 

Eugene  H.  Corley,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  medicine  at  439  East 
Main  Street,  Bridgeport. 

Cleveland  R.  Denton,  m.d.  announces  the  opening 
of  his  office  at  137  Jefferson  Street,  Hartford.  Prac- 
tice limited  to  dermatology  and  syphilology. 

A.  Arthur  Eierberg,  m.d.  announces  the  opening 
of  his  office  for  the  practice  of  internal  medicine  and 
allergy  at  36  Woodland  Street,  Hartford. 

Robert  H.  Green,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  at 
Boston  Post  Road,  Madison. 

Don  A.  Guinan,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  obstetrics  and  gynecology 
at  806  Main  Street,  Alanchester. 

Robert  N.  Hamburger,  m.d.  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  at  91 
Cherry  Street,  Milford. 

William  E.  Hill,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  general  medicine  at 
1 50  Af eadow  Street,  Naugatuck. 

Sidney  Hurwitz,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  pediatrics  at  609  Savin 
Avenue,  West  Haven. 

Walter  P.  Kosar,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  obstetrics  and  gyne- 
cology at  36  Woodland  Street,  Hartford. 

Harold  A.  Lear,  m.d.  announces  his  return  from 
military  service  and  resumption  of  the  practice  of 
urology  at  64  Garden  Street,  Hartford. 

Robert  J.  Alolloy,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  medicine  at  50  Earming- 
ton  Avenue,  Hartford. 

J.  E.  Rosenfeld,  m.d.  announces  the  opening  of  his 
office  at  70  Garden  Street,  Hartford.  Practice  limited 
to  psychiatry. 

Eugene  Sillman,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  internal  medicine  and 
diseases  of  the  chest  at  236  West  Main  Street, 
A^eriden. 

Carl  Hendricks  Wies,  m.d.  announces  the  associa- 
tion with  him  of  Elsie  M.  Tytla,  m.d.  at  58  Hunting- 


ton Street,  New  London.  Dr.  Tytla  will  limit  her 
practice  to  the  diseases  of  children. 

Opportunities  for  Journalistic  Training 

The  Rensselaer  Polytechnic  Institute,  1 roy,  N.  Ak, 
has  only  recently  completed  its  second  annual  Tech- 
nical Writers’  Institute.  Although  this  course,  of  five 
days’  duration,  ended  on  June  25,  it  is  thought  that 
some  may  be  interested  in  obtaining;  information 
concerning  next  year’s  course.  Some  may  be  inter- 
ested in  rounding  out  a more  complete  writing  field 
or  may  be  occupied  in  fields  particularly  concerned 
with  the  courses  offered. 

This  year  the  general  subject  matter  was  grouped 
under  the  following  heads: 

The  Language  of  Technical  Writing- 
Instructional  and  Operational  Afanuals 
Writing  the  Technical  Report 
Letter  Writing- 

Human  Relations  in  Communications 
Group  Discussions  in  Various  Writing  Eields 
Adapting  Technical  Material 
Organizing  a Writing  Policy 
Tricks  of  the  Trade. 

Any  one  interested  in  obtaining  more  information 
about  these  annual  Institutes  should  request  addi- 
tional information  from  Professor  Jay  R.  Gould, 
director,  at  the  Rensselaer  Polytechnic  Institute, 
Troy,  New  A^ork.  Application  should  be  made  as 
early  as  possible  as  the  courses  are  limited  to  an 
enrollment  of  fifty. 

The  School  of  Journalism  of  the  University  of 
Alissouri  is  preparing  to  introduce  next  year  a pro- 
gram in  medical  editing  and  writing.  The  curriculum 
is  being  worked  out,  in  cooperation  with  the  new 
four  year  School  of  Af edicine,  to  train  students  inter- 
ested in  scientific  and  technical  writing  of  medical 
and  pharmaceutical  news  and  features. 

At  a recent  meeting  of  the  American  Afedical 
Writers’  Association  in  Springfield,  Illinois,  such  a 
proposed  course  was  worked  out  with  both  the 
University  of  Afissouri  and  the  University  of  Illinois. 
These  two  schools  have  devised  a program  of  study 
which  is  in  keeping  with  the  basic  philosophy  that 
approximately  one-fourth  of  a journalism  student’s 
four  year  program  should  be  devoted  to  professional 
journalism  courses  and  three-fourths  to  academic 
courses.  This  curriculum  includes  courses  in  chem- 
istry, biological  science,  bacteriology,  and  preven- 
tive medicine,  and  other  scientific  courses  relatin<>- 
to  medicine. 
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iVIrs.  Vincent  A.  Gorman  is  the  new  State  Pub- 
licity chairman.  She  remains  chairman  of  Fairfield 
County’s  Publicity  Committee. 

Nurse  Recruitment 

The  Nurse  Recruitment  Committee,  sponsored  by 
the  Greater  Hartford  Tuberculosis  and  Public 
Health  Society,  is  pleased  to  announce  the  establish- 
ment of  a Loan  Fund  which  is  available  for  use  by 
graduate  nurses.  Money  for  this  Fund  was  donated 
by  the  Hartford  Foundation  for  Public  Giving. 

The  amounts  of  sinyle  loans  will  be  as  follows: 

1.  a maximum  of  $200  for  summer  study,  to  be  re- 
paid in  the  twelve  months  following  the  summer 
school  session  at  the  rate  of  approximately  $20  a 
month;  2.  a maximum  of  $450  for  a full  year  of 
study,  to  be  repaid  in  the  eighteen  months  following 
the  year’s  study  at  the  rate  of  approximately  S25  a 
month;  3.  smaller  amounts  may  be  borrowed  for 
part-time  study,  and  the  repayment  schedule  will 
be  worked  out 'on  an  individual  basis. 

All  loans  are  interest  free.  Repayment  schedule 
adjustments  will  be  considered  by  the  Committee. 
There  are  no  restrictions  as  to  race,  creed  or  color. 

To  be  eligible  for  a loan,  an  applicant  must  meet 
the  following  requirements:  i.  be  a registered  nurse; 

2.  be  a resident  of,  or  employed  in  the  Greater  Hart- 
ford area;  3.  that  the  money  be  used  for  furthering 
her  nursing  education. 

Application  may  be  made  by  contacting  the  Great- 
er Hartford  Tuberculosis  and  Public  Health  Society, 
65  Wethersfield  Avenue,  Hartford.  Telephone 
CHapel  6-2555. 


The  Bulletin 

A change  has  been  made  in  the  date  of  the  first 
issue  of  the  national  Ihillethi.  It  will  be  September 
instead  of  August  and  will  be  ready  for  mailing 
early  in  September.  National  programs  for  the 
coming  year,  convention  reports  and  addresses  and 
articles  of  interest  to  the  members  of  the  Auxiliary 
\vill  appear  in  it  and  subsequent  issues.  The  Biilletm 
is  issued  four  times  a year:  September,  December, 
March  and  May,  at  a subscription  price  of  one 
dollar.  Subscriptions  can  be  given  to  county  or  state 
BiiUeth?  chairmen,  or  can  be  sent  direct  to  the  Cen- 
tral Office.  All  subscriptions,  whether  received  direct 
from  the  subscriber  or  from  a Bulletin  chairman, 
will  be  credited  to  the  State  from  which  they  are 
received.  Subscribers  are  requested  to  send  change 
of  addresses  promptly.  Since  the  Bulletin  is  mailed 
under  second  class  postage,  there  is  no  forwarding 
service. 

County  News 

FAIRFIELD 

A fashion  show  to  be  held  at  Bloomingdale’s  in 
Stamford  will  be  sponsored  by  the  southern  end  of 
the  county.  It  will  benefit  the  Welfare  Fund  (Laurel 
Heights  Sanitarium  and  the  Nurse  Scholarship 
F und ) . 

On  October  9 the  Annual  Dinner  Dance  will  be 
held  at  Fairfield  Inn,  Bridgeport.  Proceeds  will  also 
go  to  the  above  causes. 

Again  in  September  there  will  be  a Buffet  Supper 
sponsored  by  present  members  and  their  husbands 
to  welcome  the  new  doctors  and  their  wives  into 
the  community. 
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Louis  F.  Errico,  M.D. 
1892  - 1954 


Dr.  Louis  F.  Errico,  member  of  the  surgical  staff 
of  the  Hospital  of  St.  Raphael  was  born  on  October 
27,  1892  in  New  Haven,  Connecticut.  He  attended 
the  local  grammar  schools.  New  Haven  High  School, 
and  was  graduated  from  the  Yale  Sheffield  Scientific 
School  in  June  1918.  He  attended  the  Yale  School  of 
Medicine  and  graduated  in  June  1921. 

Following  graduation  from  medical  school  he 
interned  at  the  Hospital  of  St.  Raphael  from  June 
1921  to  July  1922.  He  served  as  assistant  to  Dr. 
Verdi  from  1923  to  1925.  Dr.  Errico  entered  general 
practice  in  the  City  of  New  Haven,  and  was  made 
an  assistant  attending  surgeon  on  the  surgical  staff 
of  the  Hospital  of  St.  Raphael  in  1929.  He  was  pro- 
moted to  full  attending  surgeon  in  1936.  He  was  a 
member  of  The  New  Haven  Medical  Association, 
The  New  Haven  County  and  State  iVledical  Associa- 
tions, The  American  Medical  Association,  and  a 
Fellow  of  the  International  College  of  Surgeons.  He 
served  as  a private  in  World  War  I. 

Dr,  Errico  was  a modest,  unassuming,  self  effacing 


man  whose  work  at  our  institution  was  always 
characterized  by  his  meticulousness  and  his  affection 
for  his  fellowmen.  He  was  always  walling  to  help  his 
fellow'  practitioners  and  w^as  always  loyal  to  this 
hospital.  At  no  time  did  he  ever  refuse  to  take  part 
in  any  of  the  activities  of  the  St.  Raphael  staff.  He 
w'as  ahvays  courteous  to  the  nursing  staff  and  gave 
his  utmost  to  the  house  staff  in  their  training.  In  a 
word  he  w as  beloved  by  all. 

The  City  of  New  Haven  has  lost  a faithful  practi- 
tioner and  surgeon,  the  Medical  Society  a loyal  mem- 
ber, and  the  Hospital  of  St.  Raphael  a diligent,  hard 
working  member  of  the  surgical  staff  wTo  gave  his 
all  to  his  institution  of  adoption.  No  one  could  expect 
more.  We  all  grieve  in  his  departure,  but  we  yield 
to  Divine  Wisdom. 

Joseph  V.  Petrelli,  m.d., 
Frank  Ylongillo,  m.d., 
Joseph  D.  Russo,  m.d. 


Million  Dollars  Contributed  for  Medical 
Education 

More  than  a million  dollars  in  contributions  by 
American  physicians  during  1953  have  been  turned 
over  to  the  National  Fund  for  Medical  Education 
to  ease  the  financial  plight  of  the  nation’s  medical 
schools. 

Dr.  Edward  L.  Turner,  Chicago,  secretary-treas- 
urer of  the  American  Medical  Education  Founda- 
tion, presented  a check  for  $1,101,578.31  to  the 
national  fund.  This  includes  a $500,000  grant  by  the 
AiMA  Board  of  Trustees. 

Since  1951  the  AMEF  has  received  $3,563,883.09 
as  gifts  from  doctors  to  support  the  medical  schools. 
The  AM  A Board  of  Trustees  has  made  grants  of 
$2,000,000  of  this  sum. 

It  has  been  estimated  that  approximately  $10,000,- 
000  is  needed  annually  in  addition  to  normal  budgets 
to  provide  proper  medical  instruction  in  the  nation’s 
79  medical  schools. 
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1954-1955 

Scholarships  for  Medical  Students 


The  Connecticut  State  Medical  Society  offers  a number 
of  scholarships  of  Five  Hundred  Dollars  each  to  students 
who  are  in  their  final  year  in  an  approved  medical  School 
in  the  United  States  or  Canada  and  whose  homes  are  in 
the  State  of  Connecticut. 

Information  concerning  these  scholarships  and  applica- 
tion forms,  which  must  be  submitted  before  November  15, 
1954,  may  be  obtained  from 

Creighton  Barker,  M.D. 

Executive  Secretary 

Connecticut  State  Medical  Society 
160  St.  Ronan  Street,  New  Haven,  Conn. 
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Dramamine’s*  Effect  in  Vertigo 

Draniamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus ; some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abiiontial  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli’’*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine'' s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K. : “Dizziness:”  Ver- 
tigo and  Syncope,  GP  5:35  (Nov.)  1953. 
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SPECIAL  NOTICES 
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CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

September  2 

“Clinicopathological  Conference” 

Paul  A'l.  Sherwood,  m.d. 

September  9 

“Errors  in  the  Diagnosis  and  Management  of  Cancer” 
Gershon  B.  Silver,  M.n.,  chief  of  medicine.  Veter- 
ans Hospital,  Rocky  Hill 

September  16 

“Clinicopathological  Conference” 

Paul  M.  Sherwood,  m.d. 

September  23 

“Alanagement  of  Pancreatic  Lesions” 

Charles  Polivy,  m.d. 

September  30 

“X-ray  Conference” 

Harold  Schwartz,  m.d. 

A'leetings  are  held  at  8:30  a.  m.  at  the  Veterans  Adminis- 
traition  Regional  Olfice,  95  Pearl  Street,  Hartford,  Con- 
necticut, in  the  Alain  Conference  Room.  All  interested 
physicians  are  cordially  invited  to  attend. 


NINETEENTH  ANNUAL  CONGRESS 

United  States  and  Canadian  Sections,  International  Col- 
lege of  Surgeons,  Palmer  House,  Chicago,  Illinois,  Tuesday, 
Wednesday,  Thursday  and  Friday,  September  7,  8,  9,  10, 
1954. 


AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 
1 1th  Annual  Meeting 

Hotel  Sherman,  Chicago,  Illinois,  Friday,  September  24, 
1954,  C.D.T.,  Adorning,  Afternoon  and  Evening  Program. 

“America’s  only  Association  devoted  to  improvement  of 
the  written  word  of  medicine.” 

1 his  meeting  will  be  held  during  the  19th  Annual  Adeet- 
ing,  Adississippi  Valley  Adedical  Society,  Hotel  Sherman, 
Chicago,  Illinois,  September  22,  23,  24,  1954. 

Over  40  speakers.  Over  40  scientific  and  technical  exhibits. 

The  New  Hotel  Sherman,  with  1600  modern  rooms  and 
the  only  Chicago  loop  hotel  with  drive-in  garage  service, 
can  accommodate  all  attending  the  meeting  if  reservations 
are  made  in  advance. 


40th  ANNUAL  CLINICAL  CONGRESS 
American  College  of  Surgeons 
November  15-19,  1954,  Atlantic  City,  New  Jersey 


CONNECTICUT  POSTGRADUATE  SEMINAR  IN 
PSYCHIATRY  AND  NEUROLOGY,  INC. 

The  Eighth  Connecticut  Postgraduate  Seminar  in  Psychi- 
atry and  Neurology  will  begin  its  courses  of  lectures  on 
September  27,  1954  and  will  continue  through  Aday  9,  1955. 

From  September  27  through  December  10,  1954,  sessions  in 
clinical  neurology,  neuroentgenology,  electroencephalog- 
raphy, neuroanatomy,  neurophysiology,  neuropathology,  and 
review  and  demonstrations  in  neuroanatomy  and  neuro- 
pathology will  be  held  on  Alondays  and  Wednesdays  from 
3:00  to  9:00  p.  m.  at  Yale  University  School  of  Adedicine, 
New  Haven. 

From  January  3 through  February  28,  1955  (Mondays) 
from  3:00  to  10:00  p.  M.  sessions  in  general  psychiatry  (pay- 
shopathology,  clinical  psychology,  psychiatric  syndromes, 
therapy,  psychosomatic  medicine,  geriatric  psychiatry  and 
psychiatry  and  law)  will  be  held  at  the  Connecticut  State 
Hospital,  Adiddletown. 

Adarch  7 through  April  ii  (Mondays)  a course  in  child 
psychiatry  will  be  given,  and  April  ii  through  May  9,  1955 
(Alondays)  there  will  be  a course  in  pediatric  neurology,  at 
A^ale  University  School  of  Adedicine,  New  Haven,  from  6:30 
to  9: 30  P .M. 

There  are  no  fees  for  the  above  courses. 

Copies  of  the  program  may  be  obtained  from  the  Office  of 
the  Assistant  Dean  for  Postgraduate  Adedical  Education,  Yale 
University  School  of  Adedicine,  333  Cedar  Street,  New 
Haven,  Connecticut. 


HARTFORD  MEDICAL  SOCIETY  PROGRAM 

October  4 — 5:00-8:30  p.  m. 

Ovid  O.  Meyer,  m.d. 

“Some  Aspects  of  the  Anemias” 

October  18 — 5:00-8:30  p.  m. 

John  Parks,  m.d. 

“Lesions  of  the  Vulva” 

November  i — 5:00-8:30  p.  m. 

Homer  W.  Smith,  ph.d. 

“Renal  Function” 

November  15 — 5:00-8:30  p.  m. 

Harry  Gold,  m.d. 

“Cardiac  Arrhythmias:  Adechanisms  and  Adethod  of 
Treatment” 

December  6 — 5:00-8:30  p.  m. 

T.  Dunckett  Jones,  m.d. 

“Rheumatic  Fever” 

December  20 — 5:00-8:30  p.  m. 

Alfred  Gellhorn,  m.d. 

“Chemotherapy  of  Cancer” 

1955 

January  3 — (Annual  Meeting) 

Samuel  Ramsay,  Esq. 

“The  Value  of  a Sense  of  Humor” 

January  17 — 5:00-8:30  p.  m. 

Charles  Lee  Buxton 

“Common  Endocrine  Problems  in  Gynceology” 
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When  fed  as  suggested.  Baker’s  Modified 
Milk  supplies  3.7  grams  of  protein  per 
kilogram  of  body  weight  per  day. 


In  normal  dilution.  Baker’s  Modified  Milk 
contains  7%  carhohydrate  in  the  form  oflactose, 
dextrins,  maltose  and  dextrose. 


in  is  made  from  strong  links 


FOR  BOTTLE-FED  INFANTS 


Each  quart  of  Baker’s  contains  2500U.S.P.  units  Vita- 
min A;  800  U.S.P.  units  Vitamin  D ; 50  mgms  Ascorbic 
Acid  (C);  0.6  mgm  Thiamine;  5 mgms  Niacin; 
1 mgm  Riboflavin;  0.16  mgm  Vitamin  B^. 


The  butterfat  is  replaced  by  a select  com- 
bination of  vegetable  and  animal  fats  to 
provide  85%  of  the  fat  composition  in  the 
more  readily  digestible  range. 


Iron  is  added  to  provide  7.5  mg.  per  quart. 


Made  from  Grade  A Milk  (U.  S.  Public 
Health  Service  Milk  code),  modified  as 
described  above. 


BAKER  LABORATORIES  INC. 

Milk  Products  Exclusively  for  the  Medical  Profession 

Main  Office:  Cleveland  3,  Ohio  Division  Offices:  Atlanta,  Dallas,  Denver, 

Plant:  East  Troy,  Wisconsin  Greensboro,  N.  C.,  Los  Angeles,  San  Francisco,  Seattle 
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FOSTER  BUILDS  OVER  150  MODELS 
OF  REFRIGERATORS  & FREEZERS 
FOR  THE  MODERN  HOSPITAL! 


Whether  your  bed  capacity  is  under  25 
beds  or  over  500  beds  . . . there’s  a Foster 
refrigerator  or  freezer  to  meet  every  need 
of  the  three  major  divisions  of  the  modern 
hospital. 


LABORATORY  SERVICE 
Blood  Bank  Refrigerator  Biological  Refrigerator 

Bone  Bank  Freezer  Specimen  Refrigerator 

Eye  Bank  Freezer  Low  Temp.  Research  Chest 


GiMERAL  SERVICE 
Nursery  Formula  Refrigerator 
Water  Container  Freezer 
Ice  Cube  and  Ice  Pack  Refrigerator 


FOO0  SERVICE 
Reach-In  Refrigerator 
Upright  Freezer 
Two  Temp  Refrigerator 
Undercounter  Refrigerator 


Pass  Thru  Refrigerator 
Bakery  Freezer 
Beverage  Cooler 
Ice  Cream  Storage  Freezer 


distributed  by 


CHARLES  G.  LINCOLN  & CO. 

55  EDWARDS  ST.  ® HARTFORD,  CONN. 

Write  for  your  FREE  copy  of  Foster’s 
Circular  on  Hospital  Refrigerators. 


OUR  NEIGHBORS 

v;xx-s-n;-vc-v-v-s-s-v"C  "v  -C  -C  -C-C'V'vN’':  "V-vO 

Massachusetts 

Dr.  John  F.  Conlin,  for  the  past  several  years  the 
very  efficient  Director  of  Public  Relations  for  the 
Afassachusetts  Afedical  Society,  has  resigned  diat 
position  and  accepted  that  of  superintendent  of  .Bos- 
ton City  Hospital.  From  all  the  reports  in  the  press 
Dr.  Conlin  has  a man  sized  job  on  his  hands.  There 
has  been  plenty  of  scandal  regarding  the  managment 
of  the  Pediatric  Department  at  the  hospital,  and  in 
addition  graft,  lack  of  proper  facilities  for  the  care 
of  patients,  and  general  mismanagement  have  been 
criticized  by  many.  The  teaching  program  of  one  of 
the  medical  schools  in  Boston  is  said  to  have  reached 
a new  low  in  the  hospital.  All  these  and  other  prob- 


lems will  keep  the  new  head  of  Boston’s  largest  hos- 
pital well  occupied  for  some  time  to  come. 

NEWS 

from  County  Associations 

Fairfield 

William  Kaufman  of  Bridgeport  has  been  touring 
Europe— England,  Switzerland,  Denmark  and  Hol- 
land. In  August  he  attended  the  World  Aiental 
Health  Congress  at  Toronto,  Canada. 

The  semi-annual  meeting  of  the  Eairfield  County 
Afedical  Association  will  be  held  at  the  Ridgewood 
Country  Club  in  Danbury  on  October  6.  Golf  will 
occupy  the  morning  and  early  afternoon  hours  with 
the  business  meeting  of  the  association  at  4:30  p.  m. 
A cocktail  hour  will  be  be  held  at  6:00  p.  m.  Dinner 
will  be  at  seven  o’clock.  The  speaker  at  the  dinner 
will  be  Rex  Stout,  noted  mystery  writer.  He  will 
speak  on  mystery  writing  and  the  role  of  the  physi- 
cian in  mystery  writing.  Nathaniel  B.  Selleck,  vice- 
president  of  the  Association,  will  be  the  toast  master. 

Hartford 

Close  to  200  requests  from  radio  listeners  for  Let 
Your  Doctor  Be  Your  Guide  have  been  filled  by 
HCA4A  since  Adarch,  Burdette  J.  Buck,  chairman  of 
the  Public  Relations  Committee,  announced  this 
month.  Radio  Stations  WTIC,  WDRC,  and  WCCC, 
WGTH  have  carried  spot  announcements  over  the 
air,  prepared  by  the  Public  Relations  Committee,  on 
what  the  booklet  is  and  how  to  get  it.  Spot  an- 
nouncements have  called  attention  to  Hartford 
County  Adedical  Association’s  emergency  service,  its 
referral  service  and  how  to  rely  on  your  family 
physician.  Other  announcements  urge  the  patient  to 
discuss  fees  with  the  doctor,  how  often  to  be  exam- 
ined and  the  areas  of  the  body  covered  in  a physical 
examination.  The  booklet,  a four  page,  red,  white 
and  black  publication  was  designed  last  spring  as  a 
community  service  project.  A typical  spot  announce- 
ments runs  this  way:  “The  Hartford  County  Adedi- 
cal  Association  advises  you  to  discuss  fees  with  your 
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SEEDS  • IMPLANTERS  • CERVICAL  APPLICATORS 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BUILDING  • NEW  YORK  17,  N.  Y. 

Wire  or  Phone  MUrray  Hill  3-8636  Collect 


physician.  He’ll  welcome  the  opportunity.  You  can 
learn  about  this  and  how  often  you  should  see  your 
family  physician  from  Hartford  County  Medical 
A.ssociation’s  new  free  pamphlet  called,  Let  Your 
Doctor  Be  Your  Guide.” 

Hartford  County  Medical  Association’s  semi- 
annual meeting  this  year  will  be  held  in  Manchester 
on  Tuesday,  October  26. 

Two  County  hospitals  were  in  the  news  this  month 
when  Bristol  Hospital  was  approved  by  the  AMA 
as  a center  for  teaching  interns,  and  New  Britain 
General  Memorial  Hospital  had  its  preliminary  appli- 
cation for  $200,000  of  federal  money  for  construc- 
tion approved.  Incidentally,  Bristol  Hospital  is  now 
raising  a $600,000  building  fund.  New  Britain 
Memorial’s  proposed  building  fund  is  $2,395,000. 

The  American  Board  of  Obstetrics  and  Gyne- 
cology has  certified  Henry  M.  Kaplan  of  New 
Britain.  A graduate  of  New  York  Medical  College, 
Dr.  Kaplan  entered  private  practice  in  1951  and  is 
now  a junior  attending  obstetrician  and  gynecologist 
on  the  staff  of  the  New  Britain  General  Hospital. 

New  president  of  the  Connecticut  Diabetes  Asso- 
ciation is  Samuel  Donner  of  Hartford.  Other  HClMA 
physicians  who  are  members  of  the  Diabetes  Asso- 
ciation Council  are:  Burdette  J.  Buck,  iMarvin  B. 
Day  of  Hartford,  Sidney  E.  Eisenberg  of  New 
Britain  and  Howard  J.  Lockward  of  Manchester. 

Donald  A.  Bristoll  of  New  Britain  was  reelected 
president  of  New  Britain  Branch  of  the  American 
Cancer  Society  this  month.  Henry  Young  was  re- 
named medical  advisor  to  this  group.  William  Liv- 
ingstone and  Francis  Buccheri  were  elected  to  the 
Board  of  Trustees. 

Accolades  were  given  to  the  New  Britain  Medical 
Society  by  the  Common  Council  of  the  City  of  New 


THE  HAVEN 

Incorporated 

ABINGTON,  CONNECTICUT 
Chronic  and  Convalescent  Hospital 

K.  B.  Howe,  Physical  Therapist, 
Superintendent 

Route  44  Tel.  Putnam  8-2495 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 

Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 
First  Floor 


No  steps 
to  climb 


32-36  ELM  STREET 
(Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


Britain  for  its  participation  in  a recent  chest  x-ray 
survey. 

New  members  applying  for  membership  in  Hart- 
ford County  Medical  Association  this  fall  are:  Drs. 
John  W.  Bengston  of  Rocky  Hill,  Roger  Garrett 
Conant  and  Joseph  C.  Cullina  of  West  Hartford  and 
Edmund  Francis  Ziegler  of  New  Britain. 

John  Donnelly,  clinical  director  at  the  Institute  of 
Living,  Hartford,  is  the  author  of  “Psychiatry  and 
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Its  Role  In  Industry”  published  in  Connecticut  In- 
dustry, June  1954. 

Wilniar  M.  Allen,  recently  director  of  the  Hart- 
ford Hospital  and  now  its  consultant,  has  been  asked 
to  serve  for  nine  months  as  Hospital  Consultant  to 
Belgium  under  the  Fullbright  Foundation.  This  is 
believed  to  be  the  first  appointment  under  the 
Foundation.  Dr.  Allen  will  assume  his  new  post  in 
October. 

Eleanor  T.  Calverley  will  spend  the  year  begin- 
ning in  September  1954  in  Cairo,  Egypt  in  order  to 
accompany  her  husband,  Edwin  E.  Calverley,  pu.d. 
while  he  is  acting  as  visiting  professor  at  the  Ameri- 
can University  at  Cairo. 

Arnold  H.  Becker  of  Bristol  is  author  of  “Treat- 
ment of  Eavism  with  Cortisone”  published  in  /.  A. 
M.  /I. , July  24,  1954. 

Middlesex 

The  intern  stalT  at  iVIiddlesex  iVIemorial  Hospital 
this  year  is  composed  of  four  men;  Merwin  R. 
Dieckmann  and  Earl  S.  Patterson  are  both  graduates 
of  the  medical  school  at  the  University  of  loAva; 
J'roels  Grymer-Sorensen  and  Lawrence  Strathman 
both  have  stayed  on  for  a second  year. 

Irwin  Israel,  who  was  on  last  year’s  intern  staff,  is 
now  in  general  practice  in  Colchester. 

Eric  and  Bodil  Langeback,  the  other  members  of 
last  year’s  house  staff,  have  returned  to  Denmark. 

In  July  Edgar  C.  Yerbury  completed  ten  years  as 
superintendent  at  the  Connecticut  State  Hospital. 

Herman  Strongin  resigned  as  Middletown’s  Direc- 
tor of  Health.  John  J.  Korab  is  acting  in  this  capacity 
until  a successor  is  chosen. 

Arthur  V.  McDowell,  a Middletown  native, 
opened  his  office  in  Cromwell.  He  is  doing  general 
practice. 

New  Haven 

David  M.  Little,  Jr.  of  New  Haven  is  the  author 
of  “Eetal  Salvage  in  Cesarean  Section— The  Pediatric 
Viewpoint”  published  in  Bnlletin  of  Maternal 
JFelfare,  July- August  1954. 

Girard  E.  Nardone,  m.d.  has  been  appointed  to 
the  Active  Staff  of  the  Griffin  Hospital,  Derby  as  an 
attending  surgeon.  Dr.  Nardone  is  a native  of  West- 
erly, Rhode  Island,  and  graduated  from  the  Univer- 
sity of  Boston  iVIedical  School  in  1944.  He  interned 
for  one  year  at  St.  Erancis  Hospital,  Hartford,  and 


from  October  1946  through  October  1950  trained  in  ■ 
surgery  as  a resident  at  the  Grace-New  Haven  Com- 
munity Hospital.  Since  1946  Dr.  Nardone  has  served 
twice  in  the  United  States  Navy  and  was  released 
from  active  duty  in  Aday,  1954.  He  is  a Diplomate 
of  the  American  Board  of  Surgery,  having  success- 
fully passed  the  ret|uirements  of  that  Board  in  1953. 


NEW  BOOKS  IN  REVIEW 

y y N -V  y y -vn  y y n y s;  y -v  -v n NNyK  ^^<£><><><><>0 

CHILDREN  FOR  THE  CHILDLESS.  Edited  by  Morris 
Fishbein,  m.d.  New  York:  Doubleday  & Co.  1954.  211 
pp.  $2.95. 

Reviewed  by  W.  Leslie  Smith 

This  is  a rather  small  book  composed  of  eight  interesting 
chapters  written  by  nine  authors,  each  a recognized  author-  | 
ity  in  his  field.  It  is  opened  with  a preface  by  Dr.  Morris  | 
Fishbein.  The  table  of  contents,  in  addition  to  labeling  the  j 
titles  of  the  chapters  and  their  authors,  also  breaks  down  j 
each  chapter  into  various  subheadings  for  quick  and  easy  | 
reference. 

The  purpose  of  the  book  is  to  present  a concise  explana- 
tion of  the  medical,  scientific,  and  legal  facts  about  con- 
ception, fertility,  sterility,  and  adoption.  This  it  does  very 
ably.  In  so  doing  it  represents  an  excellent  text  and  refer- 
ence book  to  be  prescribed  by  the  physician  for  the  infer- 
tile couple.  I 

The  opening  chapter  is  entitled  “On  Being  a Parent  To- 
day” by  Sidonie  Matsner  Gruenbreg,  former  director  of 
the  Child  Study  Association  of  America.  The  first  half  of 
the  chapter  deals  with  revolutionary  changes  and  social  j 
trends  in  our  family  life  of  today,  while  the  latter  half  [ 
deals  with  the  more  important  and  interesting  facets  of  ] 
child  guidance.  | 

One  chapter,  by  Dr.  Edward  Weiss,  is  devoted  to  the  ! 
psychosomatic  aspects  of  fertility  and  sterility.  Another,  by  | 
Dr.  1.  D.  Rubin,  gives  a thorough  but  simple  explanation  j 
of  the  causes  of  infertility  and  the  type  of  investigation  I 
whicli  the  couple  might  expect.  Dr.  Nicholson  J.  Eastman  i 
devotes  one  chapter  entitled  “Human  Fertility”  to  a social  ' 
study  of  populations  and  their  causes  and  effects;  while  ! 
interesting,  it  did  not  seem  particularly  germane.  A chapter  | 
on  “Artificial  Insemination”  by  Dr.  J.  P.  Greenhill  goes  | 
into  the  matter  of  differentiating  between  husband  and  I 
donor  insemination  and  the  important  legal  questions  which  1 
may  be  raised  in  the  latter.  Another  chapter,  by  Dr.  Fred  I 
B.  Kyger  and  Dr.  Richard  L.  Jenkins,  takes  up  the  subject  i 
of  adoption  from  all  angles  with  important  hints  for  the  1 
adopting  couple  as  well  as  a warning  in  regard  to  legal  j 
entanglements. 

The  final  chapter  entitled  “What  Will  Our  Child  Be 
Like?”  by  Dr.  Benjamin  C.  Gruenberg,  the  author  of  ; 
“Biology  and  Man”  traces  the  hereditary  factors  and  their  ; 
possible  variations  which  will  decide  the  outcome  of  a 
particular  mating.  This  is  quite  interesting  but  somewhat  \ 
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over  the  head  of  tlie  average  lay  person  unless  rather  well 
grounded  in  college  biology. 

The  theme  of  the  hook  as  a whole  goes  much  further 
than  the  average  book  of  this  type  in  that  it  stresses  the 
responsibilities  of  the  parents  toward  the  anticipated  child 
and  most  aptly  defines  the  qualities  necessary  for  parent- 
hood. These  are  quoted  by  the  Drs.  Kyger  and  Jenkins 
in  their  chapter  on  adoption  as  “qualities  of  interest  in 
children,  capacity  to  understand  children,  the  capacity  for 
warmth  without  too  much  indulgence,  the  capaciw  to  pro- 
tect without  smothering  and  to  guide  without  dominating.” 

FIFTY  YEARS  OF  MEDICINE.  By  Lord  Horder, 
G.C.V.O.,  M.n.,  F.R.c.p.  New  York:  Fhilosophical  Library, 
Inc.  1954.  70  pp.  $2. 50. 

Reviewed  by  St-anuey  B.  AVei.d 

Anyone  w'ho  was  fortunate  enough  to  hear  Lord  Horder 
when  he  was  in  the  United  States  explaining  the  plight  of 
the  British  doctor  and  the  workings  of  the  National  Health 
Service  needs  no  introduction  to  this  dynamic  personality. 
Lord  Horder  has  had  a vital  part  in  so  many  worthwhile 
movements  in  England  it  has  been  said  of  him  that  he  has 
guided  the  care  of  the  British  citizen  from  birth  to  death. 
Chairman  of  the  Fellowship  for  Freedom  in  Medicine,  first 
president  of  the  British  Association  of  Physical  Medicine, 
chairman  of  the  Empire  Rheumatism  Council  and  Physical 
Medicine,  chainuan  of  the  first  Nursing  Reconstruction 
Committee  of  the  Royal  College  of  Nursing,  active  in  the 
Cremation  Society,  chairman  of  the  Noise  Abatement 
League,  president  of  the  Eugenics  Society — all  these  activi- 
ties and  many  more  bear  testimony  to  his  valuable  leader- 
ship during  England’s  critical  years. 


CLASSIFIED  ADVERTISING 

I4.00  for  50  words  or  less 
$4  each  additional 
2^4  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  SALE — New  and  refinished  treatment  room  furniture 
at  tremendous  savings — Stainless  and  chrome  instruments  at 
e.xtremely  low'  prices — Castle  .sterilizers  from  $10.00  to  $50.00 
— E.xamining  lamps  $15.00 — Continental  scale  $35.00 — New 
FCC  license  short  wave  $225.00 — New  basal  metabolism 
$[75.00 — Microscopes  $50.00  up — Examining  tables  and  in- 
strument cabinets  $50.00 — EENT  chairs  $35.00  up — Lycos 
blood  pressures  $18.00  up — Dare  hemoglobinometer  $20.00 — 
Otiscope  and  ophthalmoscope  sets  at  bargain  prices — Electric 
eye  test  cabinet  $30.00 — Suction  and  pressure  $35.00 — Infra- 
red lamps,  1200  watts  $25.00 — New  galvanic  and  sine  wave 
machine  $65.00 — X-ray  cassettes — Utility  tables  $10.00 — 
Urethroscope  $10.00.  Our  warehouse  is  opened  only  by 
appointment  every  day,  evenings  and  Sundays.  Phone 
iVIeriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box  642, 
Meriden,  Connecticut. 


DOCTOR’S  OFFICE  FOR  RENT — Hartford — Established 
Doctor’s  office  over  40  years — Western  section  of  Hartford. 
Five  large  rooms,  heated,  air-conditioned,  suitable  two  doc- 
tors. Completely  redecorated  last  few  months.  Adequate 
parking.  Owner,  M.D.,  forced  to  retire  because  of  health 
leaves  practice,  office  available  September  i.  Hartford 
AD  2-7706.  W.  S.  R.,  c/o  Connecticut  State  Medical  Journal, 
160  St.  Ronan  Street,  New  Haven,  Connecticut. 


the  open  unit  of  this  private  psychiatric  hospital  devoted  to 
active  treatment,  analytically-oriented  psychotherapy,  and 
the  various  somatic  therapies. 

Hall-Brooke 

Greens  Farms,  box  31,  Connecticut 
Telephone:  Westport,  CApital  7-5105 


George  S.  Hughes,  M.D.,  Medical  Director 
Leo  H.  Berman,  M.D.,  Clinical  Director 


Heide  F.  Bernard 
Samuel  Bernard 


Administrators 
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BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*AI1  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  have  set  a 
minimum  daily  adult  requirement. 


Distributed  by 

Borden^ s Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
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1 his  volume  is  an  expanded  version  of  the  three  Harben 
lectures  delivered  by  the  author  in  December,  1952  at  the 
Royal  Institute  of  Public  Health  and  Hygiene.  In  the  first 
chapter,  “The  Birth  of  Scientific  Medicine,”  Lord  Horder 
reviews  the  development  of  chemotherapy,  the  birth  of 
clinical  pathology,  advances  in  surgery,  the  introduction  of 
the  electrocardiograph,  the  electron  microscope,  radioactive 
isotopes,  and  the  development  of  blood  transfusion,  the 
growth  in  endocrinology,  and  the  confused  development 
of  social  and  of  psychosomatic  medicine. 

In  the  second  chapter,  “Medicine  Enlarges  Its  Bound- 
aries,” the  author  points  out  the  importance  now  recog- 
nized of  proper  nutrition,  of  pliysical  medicine  and  re- 
habilitation, of  industrial  medicine,  and  of  nursing. 

In  the  final  chapter,  “The  Present  and  the  Future,” 
attention  is  called  to  the  disappearance  of  certain  diseases 
such  as  chlorosis  and  the  development  of  new  ones  in 
their  places.  Among  the  latter  he  would  include  senility. 
There  is  an  interesting  discussion  in  this  chapter  on  the 
National  Health  Service  and  its  many  blunders.  Eugenics, 
cremation,  noise  abatement,  all  are  briefly  discussed,  as  well 
as  personal  experiences  with  some  of  the  problems  resulting 
from  World  War  II.  Lord  Horder  closes  this  chapter  with 
some  pertinent  speculation  about  man’s  future  and  its  rela- 
tion to  disease. 

We  are  indeed  fortunate  in  haying  in  print  these  auto- 
biographical sketches  of  this  great  man,  portraying  as  they 
do  phases  of  life  in  which  he  has  played  a prominent 
part.  His  style  is  interesting,  his  anecdotes  entertaining,  and 
his  pholosophy  inspiring. 

MEDICINE  AND  SCIENCE:  LECTURES  TO  THE 

LAITY  NO.  XVI.  The  New  York  Academy  of  Medi- 
cine, lago  Goldston,  m.d..  Editor.  New  York:  Interna- 
tional Universities  Press,  Inc.  1954.  159  pp.  $3. 

Reviewed  by  Stanley  B.  Weld 

The  editor  of  this  volume  has  collected  six  lectures  in- 
tended for  the  laity  but  within  the  field  of  interest  for  the 
physician.  The  contributors  are  all  men  at  the  forefront 
of  research:  Norbert  Wiener,  Hans  Selye,  David  M.  Levy, 
Harold  G.  Wolfif,  Paul  R.  Burkholder  and  Mr.  John  E. 
AlcKeen. 

The  most  interesting  of  the  six  chapters  perhaps  is  the 
one  by  Dr.  Burkholder  on  “Quest  For  Antibiotics”  in 
which  he  outlines  the  discovery  and  development  of  the 
antibiotics  thus  far  available.  “iMiracles — Mass  Produced” 
by  Mr.  iMcKeen  of  Charles  Pfizer  and  Company  might  well 
be  read  at  the  same  time  as  it  describes  the  development 
of  the  antibiotic  pharmaceutical  industry. 

Dr.  WolfiF  contributes  a very  lucid  and  instructive  chap- 
ter on  “Stress  Emotions  and  Bodily  Disease”  in  which  he 
shows  how  difiFerent  individuals  react  in  times  of  stress. 

The  chapter  on  “iMen,  Machines,  and  the  World  About” 
by  Norbert  Wiener,  ph.d.,  is  an  interesting  discussion  of 
cybernetics.  Then  there  is  a short  chapter  by  Dr.  Selye 
on  “The  Renaissance  in  Endocrinology”  and  a very  instruc- 
tive chapter  on  “The  Relation  of  Animal  Psychology  to 
Psychiatry”  by  Dr.  Levy,  professor  of  clinical  psychiatry 
at  Yale. 

There  is  enough  variety  in  these  six  chapters  to  interest 
laymen,  physicians,  public  health  workers,  social  workers 
and  the  scientific  investigator. 
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Another  Pair  of  Eyes  ! 

It  is  because  of  this  very  obvious  fact  that  EYE- 
PHYSICIANS  everywhere  are  performing  a very  great 
service  to  humanity  . . . when  they  lend  their  talents, 
training  and  experience  to  the  critical  eye-examinations 
which  result  in  “Prescriptions  In  Glass!”  It  is  our  privi- 
lege to  transcribe  these  prescriptions  into  modern  eyewear 
. . . which  brings  better  vision  to  thousands  at  a time 
when  personal  efficiency  is  of  inestimable  significance! 
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FORMULA- 
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DENTOCAIN  TEETHING  LOTION  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
gentle  massage,  brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

o*t  Mte  Mother  , . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
CAIN TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 
DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
j for  pain  of  adult  toothache. 
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EPTEMBER,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 


WHEN  SYMPTOMS  ARE  DISTRESSING 
BUT  DISGUISED  . . . 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 

Changes  in  the  mood  pattern  are  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”^ 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  “sense  of  well-being”  that  patients  find  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble ) , also  known  as  conjugated 
estrogens  (equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.  1953,  p.  23. 
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5 reasons  wk 


1 UNEXCELLED  ANTIBIOTIC  SPECTRUM 

‘llotycin’  is  effective  against  over  80  percent  of  ali  bacterial 
infections:  yet  the  bacterial  balance  of  the  intestine  is  not 
significantly  disturbed. 

2 NOTABLY  SAFE 

No  allergic  reactions  to  ‘llotycin’  have  been  reported  in  the 
literature.  Staphylococcus  enteritis,  anorectal  complications, 
moniliasis,  and  avitaminosis  have  not  been  encountered. 

3 KILLS  PATHOGENS 

‘llotycin’  is  bactericidal  in  generally  prescribed  dosages. 

4 CHEMICALLY  DIFFERENT 

Virtually  no  gram-positive  pathogens  are  inherently  resistant 
to  ‘llotycin’— even  when  resistant  to  other  antibiotics. 

5 ACTS  QUICKLY 

Acute  infections  yield  rapidly. 

Available  in  tablets,  pediatric  suspension,  and  I.V.  ampoules. 
Average  adult  dose;  200  mg.  every  four  to  six  hours. 
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USE  OF  U31  IN  THYROTOXICOSIS 

Experience  at  Hartford  Hospital:  1949-1953 

George  B.  McAdams,  m.d.,  mid  Joan  Stiano,  b.s.,  Hartford 


■pRioR  to  the  summer  of  1950,  radioactive  iodine 
M as  used  at  the  Hartford  Hospital  in  a limited 
manner,  primarily  for  treatment  of  those  thyroid 
carcinoma  patients  show  ing  some  afiinity  for  iodine 
by  tracer  dose.  The  treatments  were  carried  out 
under  the  direction  of  the  late  Dr.  William  T. 
Salter  of  the  Department  of  Pharmacology  of  Yale 
University  School  of  Medicine,  and  with  ob- 
tained from  him.  With  the  setting  up  of  an  Isotope 
Committee  in  December  1949,  and  subsequent  ap- 
proval by  the  Atomic  Energy  Commission  for  the 
use  of  patients  began  to  be  referred  for  labora- 
tory confirmation  of  clinically  suspicious  hyper- 
thyroidism. Radioactive  uptake  studies  were  com- 
bined with  protein-bound  iodine  (P.B.I.)  determina- 
tions, and  results  interpreted  accordingly. 

From  the  beginning,  multiple  determinations 
(over  a 24  hour  period)  of  thyroid  uptake  of  admin- 
istered have  been  exclusively  used  as  the  basis  for 
study,  and  it  soon  became  apparent  that  many  differ- 
ent curves  of  uptake  within  the  first  day  were  expe- 
rienced. A mathematical  equation  w'as  devised  de- 
picting these  curves,  incorporating  the  slope  of 
accumulation  during  the  first  four  hours,  maximum 
uptake  at  eight  hours  and  ratio  of  the  eight  hour 
value  to  the  twenty-four  hour  one.  This  formulation 
was  interpreted  as  a measure  of  the  thyroid’s  avidity 
for  and  organic  binding  of  iodide,  and  its  subsequent 
release  into  the  blood  as  thyroxine.  It  was  expressed 
in  terms  of  milligrams  of  thyroxine  secreted  by  the 
gland  per  day  and  w^as  and  is  known  as  the  thyroid 
metabolic  rate— T.M.R.  This  could  be  compared 
with  the  P.B.I.  level  in  the  blood  by  the  following: 
By  giving  synthetic  1-thyroxine  daily  over  a period 

From  the  Departments  of  Pathology  and  Radiology 


Dr.  McAdams.  Clinical  Assistant,  Department  of 
Pathology , Hartford  Hospital 

Miss  Stiano.  Radioisotope  Technician,  Department 
of  Radiology,  Hartford  Hospital 


SUMMARY 

A general  discussion  of  the  use  of  P^^  at  the  Hart- 
ford Hospital  for  diagnosis  and  treatment  of  hyper- 
thyroidism has  been  given  with  details  of  the  signifi- 
cance of  radioactive  uptake  curves  as  compared  with 
single  per  cent  uptake  readings. 

Tables  are  presented  giving  the  number  of  tracer 
studies  and  number  of  hyperthyroids  diagnosed  by  this 
method,  and  also  the  results  of  therapy  with  P^^. 

Illustrative  cases  concerning  problems  both  in  diag- 
nosis and  treatment  are  included.  Stress  is  laid  upon 
the  importance  of  multiple  determinations  over  a 
twenty-four  hour  period  together  with  protein-bound 
iodine  studies. 


of  time  to  athyreotics  (made  so  by  total  ablation  of 
the  gland  for  malignancy),  Rosenblum^  had  ob- 
tained in  Salter’s  laboratory  a straight  line  relation- 
ship betw^een  the  amount  administered  and  the  P.B.I. 
levels.  For  example,  the  feeding  orally  of  0.21  mgm. 
of  1-thyroxine  daily  over  a period  of  a few'  days 
produced  a constant  value  of  5.0  micrograms  per 
cent  P.B.I.  It  was  then  assumed  that  in  any  person 
with  a P.B.I.  of  5.0,  the  intact  thyroid  is  secreting 
the  same  amount  of  thyroxine,  i.e.,  0.21  mgm.,  as 
the  athyreotics  receive  in  substitution  therapy^  With 
this  information  w'e  compared  the  T.M.R.  as  deter- 
mined by  uptake  studies  wdth  the  P.B.I.  levels  of  a 
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number  of  patients  during  1950  and  1951  from  the 
Hartford  Hospital  and  the  results  were  subsequently 
reported.^ 

The  main  point  to  be  emphasized  is  the  high 
coefficient  of  correlation,  i.e.,  0.87,  between  the 
T.M.R.  and  the  P.B.I.  levels,  much  higher  than  the 
single  twenty-four  hour  uptake  percentage  and 
or  the  B.iM.R.  and  P.B.I.  This  has  given  us 
two  completely  objective,  independent  tests  of 
thyroid  function,  one  radioactive,  the  other  chemi- 
cal, each  expressible  in  terms  of  amounts  of  thyroxine 
made  in  the  gland  and  released  in  the  blood  in  a unit 
time,  and  so  they  reinforce  one  another  in  the  diag- 
nostic workup  of  suspicious  cases.  As  a matter  of 
convenience  we  now  report  uptake  curves  in  terms 
of  expected  P.B.I.  levels  and  compare  with  actually 
determined  values,  rather  than  expressing  both  in 
fractions  of  mgms.  of  thyroxine. 

As  pointed  out  previously,-^  we  have  not  found 
the  conversion  ratio,  the  proportion  of  circulating 
radioactivity  that  is  protein-bound  (i.e.,  radio- 
thyroxine), to  be  as  accurate  a measure  as  these  two 
tests.  Recently  we  have  begun  to  utilize  the  blood 
determination  24  and  72  hours  after  administra- 
tion to  test  the  radioactivity  in  a given  amount  of 
serum  (2  cc.).  As  Silver  pointed  out,"*  there  is  a wide 
separation  of  normal  and  abnormal  values,  the  turn- 
over in  the  hyperthyroid  gland  being  so  rapid  as  to 
push  out  into  the  blood  a relatively  large  amount  of 
radioactive  identifiable  thyroxine  in  a short  period 
of  time.  There  is  no  overlap  of  normals  and  hyper- 
thyroids by  three  days.  This  should  prove  a valuable 
third  test  of  thyroid  function  to  supplement  the 
other  two.  We  have  abandoned  the  use  of  urine 
determinations  of  radioactivity  for  two  reasons.  One 
is  the  almost  congenital  inability  of  outpatients  to 
collect  all  of  a 24  hour  specimen.  The  other  objec- 
tion is  similar  to  the  single  24  hour  radioactive 
per  cent  uptake  by  the  gland.  Being  able  to  state 


that  this  or  that  patient  excreted  only  30  per  cent 
of  the  radioactive  dose  in  24  hours  tells  us  that  the 
thyroid  and  body  are  avid  for  iodide  but  does  not 
tell  us  whether  the  thyroid  is  hyperfunctioning  as  in 
thyrotoxicosis  or  is  merely  a large,  somewhat  stag- 
nant reservoir  as  in  nontoxic  goitre.  Neither  the 
urine  determinations  nor  the  single  24  hour  per  ! 
cent  uptake  by  the  gland  can  differentiate  between  j 
these  two  conditions.  | 

To  obtain  the  T.M.R.  the  patient  arrives  at  the  j 
x-ray  therapy  department  at  9 a.  m.  in  a fasting  state  j 
and  receives  50  microcuries  of  as  dispensed  by  j 
Carbon  and  Carbide  Chemical  Co.,  Oak  Ridge,  Ten- 
nessee, in  a glass  of  tap  water.  He  or  she  returns  at 
I p.  M.,  4;  30  p.  M.,  and  again  at  9 a.  iXI.  the  next  day 
for  uptake  determinations.  An  incidental  finding  has 
been  that  the  4 hour  reading  gives  values  most 
closely  relating  to  the  T.A-l.R.,  and  if  ever  multiple 
determinations  were  abolished,  that  rather  than  the 
8 or  24  hour  value  would  be  substituted. 

As  is  obvious  to  all,  the  greatest  difficulty  encoun- 
tered in  diagnosis  is  the  problem  of  iodide  con- 
tamination possible  from  the  ever  growing  list  of 
drugs  and  opaque  dyes— from  cough  syrup  to  dio- 
drast.  When,  as  occasionally  happens,  there  is  a dis- 
crepancy between  the  P.B.I.  and  the  T.M.R.,  it  is 
difficult  to  decide  sometimes  if  a gallbladder  series 
of  six  months  ago  is  contributing  a contaminating 
amount  of  iodine  or  if  it  truly  represents  some 
extreme  of  variation  between  the  two  tests.  A recent 
publication  by  BenottP  emphasizing  the  value  of 
performing  routinely  total  iodide  as  well  as  P.B.I. ’s 
will  probably  prove  quite  valuable  in  this  regard 
and  work  on  this  phase  to  discover  if  this  or  that 
P.B.I.  value  is  a true  one  or  reflects  contamination 
from  a large  total  circulating  iodide  is  being  under-  j 
taken  in  the  Hartford  Hospital. 

We  have  found  that  the  use  of  P^^  for  diagnosis 
of  hyperthyroidism  to  be  a very  easily  carried  out 


Table  i 

1131  Tracer  Studies  1949-1953 

TOTAL  WITH  DIAGNOSIS  OF  HYPERTHYROIDISM 

total SEX  age 

YE.XR  TRACERS  PATIENTS  TRACERS  PATIENTS  MALE  FEMALE  10-20  20-3O  3O-4O  4O-5O  50-|- 

1949- 1950  20  20  54  — 4 I — 12 

1950- 1951  123  109  33  27  4 23  15669 

1951- I952  140  129  27  21  3 18  2739 

•952-1953  219  180 51  40 5 35 — 8 8 9 15 

Total  502  438  1 16  92  12  80  2 15  21  19  35 
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— MCADAMS,  S T I A N O 

procedure  M’ith  no  danger  or  discomfort  to  the 
patient.  ±\\\  in  all,  the  ease  of  administration  and  the 
relatively  high  degree  of  accuracy  ^\'hen  combined 
\\  ith  the  P.B.I.  make  it  an  excellent  diagnostic  test- 
in  the  absence  of  previous  therapy  directed  at  the 
tlnu'oid.  In  addition,  the  degree  of  activity  of  adeno- 
mata, the  presence  of  substernal  goitre  and  of  ectopic 
thyroid  tissue  are  readily  determined  along  with  the 
presence  of  toxicity.  Table  i shows  our  experience 
in  diagnosing  thyrotoxicosis  by  these  methods  de- 
scribed above. 

The  following  are  six  cases  illustrating  various 
facets  of  diagnosing  hyperthyroidism  and  problems 
connected  with  them. 

CLASS IC AL  H Y PERTH V ROl DI SM 

Airs.  L.  A.,  2 1 year  old  white  female  with  complaint  of 
protruding  eyes  for  6 weeks  and  eight  pound  weight  loss  in 
spite  of  excellent  appetite,  extreme  fatigue,  heat  intolerance, 
and  slight  tremor.  Pulse  140.  Diffuse  moderate  thyroid 
enlargement.  B.AI.R.  + 65  per  cent.  studies  comparable 
with  P.B.I.  of  13.2  micrograms  per  cent.  Actual  value  as 
determined  was  16.0  micrograms  per  cent. 

THYROCARDIAC  DISEASE 

Aliss  C.  H.,  39  year  old  white  female  w'ith  initial  complaint 
of  ankle  edema.  Diagnosis  of  cardiac  decompensation  was 
made  but  she  did  not  respond  to  digitalis.  Pulse  135;  blood 
pressure  160/80.  There  was  a systolic  apical  murmur  trans- 
mitted to  the  axilla.  Pulse  was  never  below  1 20.  Thyroid  not 
enlarged.  Did  have  vague  eye  symptoms,  fine  tremor  to 
fingers,  a complaint  of  chronic  fatigue  and  nervousness,  and 
preference  for  winter  weather.  B ApR.  was  + 63.  There  had 
been  no  weight  loss  or  increase  in  appetite.  studies 

showed  a 55.5  per  cent  uptake  in  24  hours  and  the  curve  of 
uptake  was  comparable  with  an  expected  P.B.I.  of  17.6 
micrograms  per  cent.  Its  actual  value  determined  was  14.5 
micrograms  per  cent.  (She  has  subsequently  been  success- 
fully treated  by  one  dose  of  6 millicuries  of  T^i.) 

NONTOXIC  GOITRE 

Airs.  H.  B.,  32  year  old  white  female  with  chief  complaint 
of  irritability,  four  pound  weight  loss  in  six  months,  heat 
intolerance,  menstrual  irregularity,  palpitations,  tremor  of 
hand,  and  questionable  exophthalmos.  There  was  a fullness 
in  the  neck  in  the  region  of  the  thyroid.  Cholesterol  was  199 
mg.  per  cent,  B.AI.R.  -|-  32  per  cent  and  24  hour  uptake  of 
45  per  cent.  But  the  curve  of  uptake  demonstrated  an 
expected  P.B.I.  of  7.4  micrograms  per  cent  and  the  actual 
P.B.I.  was  6.3  micrograms  per  cent.  The  final  opinion  was 
that  she  represented  a nontoxic  goitre  with  high  total  F-^i 
collection  but  not  a hyperthyroid  curve  of  function. 

NERVOUS  WITH  RAPID  BREATHING  AND  ELEVATED  B.M.R. 

Airs.  T.  F.,  a 42  year  old  obese  white  female  with  a past 
history  of  two  thyroid  operations  fourteen  and  fifteen  years 
previously  for  “toxic  goitre.”  Present  symptoms  of  tachy- 
cardia, nervousness,  and  slight  prominence  of  eyes.  Referred 
because  of  a B.AI.R.  of  -|-  31  per  cent.  Uptake  28  per  cent  in 
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24  hours  and  curve  comparable  with  a I^.B.l.  of  5.8  micro- 
grams per  cent.  Actual  value  6.5  micrograms  per  cent. 

IODIDE-CONTAINING  DRUG  AND  THE  RESULTANT  CONFUSION 

Airs.  R.  R.,  a 61  year  old  white  female  with  goitre  history 
of  twenty-five  years.  Well  until  two  weeks  prior  to  admis- 
sion when  she  began  having  increase  in  cough,  and  the 
appearance  of  dyspnea  and  orthopnea.  Extremely  enlarged 
gland,  extending  substernally  (by  x-ray).  Patient  admitted 
taking  potassium  iodide  or  Lugol’s  solution  for  year  includ- 
ing the  night  before  admission.  Three  days  later  the  uptake 
studies  gave  values  approaching  a P.B.I.  of  2.0  micrograms 
per  cent  with  a 6.6  per  cent  uptake  in  24  hours;  but  the 
actual  P.B.I.  was  greater  than  25  micrograms  per  cent — the 
disproportion  proving  the  iodide  contaminating  effect  of 
Lugol’s. 

Airs.  E.  S.,  a 51  year  old  white  female,  a cardiac  who  was 
investigated  as  a thyroid  status  because  of  conflicting 
B.Al.R.’s.  Took  Lugol’s  solution  for  10  days  two  months 
prior  to  the  F^i  uptake  test  which  was  only  3.2  per  cent  in 
24  hours  and  consistent  with  a P.B.I.  of  2.2  micrograms 
per  cent.  The  actual  P.B.I.  of  ii.i  micrograms  per  cent 
reflects  residual  iodide  from  the  Lugol’s  solution  of  eight 
weeks  previous.  (Usually  8-10  days  is  required  for  this  con- 
tamination from  Lugol’s  to  become  insignificant.  Occasion- 
ally as  in  this  case  a much  longer  time  must  elapse.)  Eight 
months  later  repeated  studies  resulted  in  normal  findings 
with  a 24  hour  uptake  of  28.8  per  cent,  the  F-^i  curve  con- 
sistent with  a P.B.I.  of  4.4  micrograms  per  cent,  and  the 
actual  P.B.I.  reported  as  4.5  micrograms  per  cent. 

Once  the  diagnosis  of  thyrotoxicosis  is  established 
and  the  attending  physician  expresses  his  wish  for 
the  patient  to  be  treated  with  he  or  she  is  seen 
by  a member  of  the  Endocrine  Committee  and  Iso- 
tope Committee  for  approval  of  therapy.  The 
criteria  adapted  to  date  are:  (i)  patient  should  be 
forty  years  of  age  or  over;  ( 2 ) the  gland  should  not 
be  nodular;  (3)  kidney  function  should  be  good; 
(4)  the  patient  should  not  be  anemic  or  leukopenic. 
On  rare  occasion,  especially  if  a course  of  anti- 
thyroid medication  has  not  been  successful  and 
operation  is  either  refused  or  inadvisable  from  a 
medical  standpoint,  patients  under  forty  years  of  age 
will  be  approved  for  therapy.  The  “magic” 
figure  of  forty  has  been  the  dividing  line  thus  far  in 
an  attempt  to  avoid  the  theoretical  possibility  of 
radiation-produced  carcinoma  in  the  younger  age 
groups.  Until  1965-1970,  when  a sufficient  number 
of  patients  thus  treated  will  have  lived  for  20  years 
and  evaluated  at  that  time  as  to  carcinoma  incidence, 
this  highly  improbable  factor  has  to  be  considered. 
We  do  not  believe  it  good  practice  to  treat  to.xic 
adenomata  unless  no  other  means  of  therapy  is 
possible.  Surgery  remains  the  treatment  of  choice 
for  this  condition  for  two  reasons:  dosage  must  be 
larger  and  success  of  therapy  is  more  unpredictable, 
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and  the  significant  incidence  of  carcinoma  in  single 
thyroid  nodules  makes  their  removal  almost  im- 
perative. 

The  usual  course  of  treatment  includes  an  initial 
dose  of  4-10  millicuries  (most  often  6)  depending  on 
toxicity,  tendency  to  retain  in  the  gland  as 
indicated  by  the  ratio  of  the  8 to  the  24  hour  pickup, 
and  estimated  size  of  the  thyroid.  This  latter  factor 
is  admittedly  one  of  the  most  uncertain  of  all  clini- 
cal evaluation  of  thyroid  disease,  and  there  are  many 
reports  in  the  literature  stating  the  difficulty  of  com- 
petent observers  arriving  near  the  gram  weight  of 
the  glands  of  different  individuals.  We  make  no 
attempt  to  do  so  beyond  the  easy  categories  of 
“small,  medium,  or  large.” 

The  treatment  dose  can  be  given  on  an  outpatient 
basis  (in  contrast  to  the  much  larger  doses  for 
carcinoma).  The  patients  experience  no  discomfort 
whatsoever,  either  at  the  time  or  7-10  days  later 
when  the  radiation  reaction  is  at  its  height.  They 
are  informed  that  no  dramatic  effect  will  be  ob- 
served, that  they  should  begin  feeling  better  after  a 
few  weeks— if  the  one  dose  is  sufficient  to  make  them 
euthyroid.  They  are  told  that  they  may  need  several 
treatment  doses  for  cure  and  that  they  will  be  seen 
again  every  eight  weeks  for  re-evaluation  with  an- 
other tracer  dose  and  blood  studies. 

Adjunct  to  therapy  include  antithyroid  com- 
pounds such  as  propylthiouracil  and  tapazol  which 
can  be  given  one  week  after  the  and  continued 
until  a few  days  before  testing  again.  These  drugs 
can  alleviate  symptoms  in  an  extremely  toxic  patient 
and  are  reported*^  to  help  the  production  of  the 
remission  with  radioiodine.  In  the  patient  with  ex- 
tensive exophthalmos,  protection  of  the  eyes  can  be 
achieved  with  the  use  of  thyroid  extract  begun 
after  maximum  absorption  of  radioiodine  by  the 
gland  is  accomplished  (8-48  hours). 

There  occasionally  occur  discrepancies  when 
comparing  the  T.M.R.  as  determined  by  uptake 
studies  and  the  P.B.I.  value  after  therapy.  Often 
when  a patient  becomes  subjectively  much  im- 
proved, the  uptake  8 weeks  after  P^^  therapy  will 
be  normal,  but  the  P.B.I.  slightly  elevated,  although 
less  than  the  original  value.  And  later  both  will  be 
found  to  be  normal.  The  last  of  a residual  excess 
thyroxine  is  the  probable  explanation  for  this  at  the 
time  when  the  gland  is,  to  all  intents  and  purpose, 
making  and  releasing  a normal  amount  of  hormone. 
This  “lag”  of  actual  P.B.I.  behind  that  expected  from 


the  uptake  is  seen  in  case  M.  D.  below.  Rarely,  how- 
ever, more  inexplicable  differences  occur— normal 
P.B.I.  and  elevated  uptake  after  P'^^,  the  reverse  of 
what  one  would  expect.  In  the  final  analysis  it  may 
well  be  that  P.B.I.  values  do  not  necessarily  reflect 
the  absolute  true  state  of  thyroid  function,  as  we 
would  like  to  think  it  does.  With  the  increasing 
knowledge  concerning  tri-iodothyronine,  its  prob- 
able quantitative  difference  in  hyperthyroids  as  com- 
pared to  normals,  etc.,  we  are  arriving  at  the  last 
great  barrier  to  a thorough  understanding  of  thyroid 
metabolism— the  variables  affecting  the  action  of 
thyroid  hormone  on  the  end  organs,  cells.  In  other 
words,  serum  values  of  tri-iodothyronine  and  up- 
take studies  utilizing  this  more  “diffusible”  form  of 
thyroid  hormone  before  and  after  P‘^^  therapy  may 
have  more  significance  than  the  P.B.I.  levels  them-  I 
selves,  especially  when  the  thyroid  metabolism  is 
reverting  to  normal  under  therapy.  And  with  those 
investigations  the  present  discrepancies  of  P.B.I.  and 
T.M.R.  may  be  explained. 

Table  2 shows  the  results  of  treatment  of  twenty- 
six  patients  over  the  past  three  years  in  the  Plartford  I 
Hospital. 

Table  2 

J131  Therapy  1949-1953 

RESULTS 

INITIAL  TOTAL  COMPLETE  NO 

DOSE  PATIENTS  REMISSION  IMPROVED  IMPROVEMENT 


5-6  M C. 

7-8  M C. 

9-10  M C. 
Multiple  Rx 
with  total  in 
millicuries 
9-15  M C. 
16-23  M c. 
Total 


15  ‘3 

I I 

3 2 


4 2 

J 

26  18 


I I 

I • — ■ 


1 I 

2 I 


5 3 


It  will  be  seen  that  the  seventy  per  cent  cure  rate 
compares  fayorably  with  other  clinics.  There  has 
been  one  recurrence,  the  eyent  of  which  is  rare  after 
this  form  of  therapy.  This  patient  is  included  in  the 
brief  summary  below  of  five  patients  illustrating  j 
details  of  therapy  and  results. 

P.  E.:  Thirty-six  year  old  colored  female  with  classical  ! 
symptoms  and  signs  of  thyrotoxicosis,  corroborated  by  a | 
P.B.I.  of  13  micrograms  per  cent.  A single  dose  of  6 milli-  ‘ 
curies  of  was  given,  and  patient  seen  eleven  weeks  later  S 
at  which  time  she  felt  much  better  and  had  a nine  pound  I 
weight  gain.  Uptake  curve  had  dropped  to  normal  limits 
and  gave  an  expected  P.B.I.  of  6.2.  Her  actual  P.B.I.  at  this 
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time  was  1 1 .4  microgranis  present.  A repeat  two  weeks  later 
was  6.7  micrograms  per  cent,  agreeing  well  with  the  last 
study.  It  is  postulated  that  the  high  level  of  circulating  hor- 
mone persists  for  varying  periods  of  time  after  thyroid  gland 
function  has  been  decreased  by  F^i.  The  fact  that  the  patient 
is  clinically  much  improved  in  spite  of  a P.B.I.  of  11.4  is 


difficult  to  explain — possibly  the  matter  of  tri-iodothyronine, 
its  greater  proportional  amount  formed  in  a hyperactive 
gland  (and  conversely  its  relative  decrease  as  the  gland 
becomes  normal).  In  any  event  she  represents  a cure  with 
a single  dose  of  6 millicuries.  As  can  he  seen  from  Table  2, 
50  per  cent  fall  into  this  category. 

H.  C.;  Forty-three  year  old  white  female  with  a one  year 
history  of  weight  loss,  increased  appetite,  and  heat  intoler- 
ance. B.M.R.  -|-  40.  Patient  was  placed  on  propylthiouracil 
for  nine  months  and  obtained  a satisfactory  response,  but  she 
stopped  the  drug  two  months  prior  to  studies  because 
her  hair  had  begun  to  fall  out.  A diffusely  enlarged,  firm 
gland  with  a bruit  was  found,  and  her  P.B.I.  was  12.0  micro- 
grams per  cent  and  the  expected  P.B.I.  from  tracer  studies 
ii.o  micrograms  per  cent.  A dose  of  4 millicuries  was  fol- 
lowed by  re-evaluation  in  6 weeks  at  which  time  she  was 
for  all  practical  purposes  unchanged  clinically  but  for  slight 
improvement  in  nervousness.  Her  P.B.I.  had  dropped  to  9.2 
micrograms  per  cent,  hut  her  expected  P.B.I.  from  the  F-"^i 
curve  was  consistent  with  a P.B.I.  of  16.  She  was  given  6 
more  millicuries  and  seen  again  eight  weeks  later.  At  this 
time  the  nervousness  had  completely  disappeared,  pulse  rate 
was  slower,  and  she  had  gained  seven  pounds  of  weight  in 
the  past  three  weeks.  P.B.I.  at  this  time  was  6.7.  Two  weeks 
later  an  uptake  was  compatible  with  a P.B.I.  of  lo.o  micro- 
grams per  cent.  One  year  later  she  was  again  seen  as  a follow- 
up. She  continued  to  feel  excellently  and  had  no  symptoms 
or  signs  referable  to  thyroid  disturbance.  At  this  time  the 
uptake  was  still  slightly  above  normal,  corresponding  to  an 
expected  P.B.I.  of  8.8;  whereas  the  actual  determined  value 
was  5.0.  This  patient  obtained  satisfactory  cure  in  two  doses 
totalling  10  millicuries.  The  discrepancy  of  uptake  and  P.B.I. 
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values  is  interesting  to  speculate  upon.  It  is  felt  that  the 
residual  slightly  elevated  pickup  reflects  the  more  or  less 
permanent  glandular  enlargement  of  the  gland  produced  bv 
her  previous  prolonged  antithyroid  medication. 

E.  W.:  Thirty-seven  year  old  white  female  had  had  a sub- 
total thyroidectomy  eight  years  previously.  Signs  of  recur- 
rent toxicity  during  the  intervening  years  and  treated  with 
antithyroid  drugs.  Because  of  persistent  tacycardia,  patient 
referred  for  diagnosis  and  treatment.  With  an  expected  P.B.I. 
from  uptake  studies  of  11.2  and  an  actual  one  of  11.7,  patient 
was  treated  with  6 millicuries.  At  time  of  next  visit,  eight 
weeks  later,  she  was  “100  per  cent  improved”  with  normal 
cardiac  rate.  As  seen  in  the  graph,  the  uptake  and  P.B.I.  were 
normal  at  this  time.  Six  months  later  she  was  seen  again 
because  of  increasing  fatigue  and  headaches  for  six  weeks. 
Once  again  a tachycardia  was  present.  studies  now 

showed  an  uptake  curve  at  the  initial  level  but  with  a differ- 
ent configuration.  Her  normal  P.B.I.  was  confirmed  a few 
days  later  (6.7  micrograms  per  cent).  Because  of  the  symp- 
toms and  uptake  curve  she  was  considered  a recurrence  in 
spite  of  a normal  P.B.I.  and  accordingly  5 millicuries  were 
administered.  Two  months  later  she  was  again  euthyroid 
from  every  standpoint  and  has  remained  so.  This  case,  the 
only  recurrence  we  have  had  after  uptake  at  the  time 
of  her  exacerbations  of  symptoms,  is  unexplainable  at  this 
time.  All  that  can  be  said  is  that  such  discrepancies  do 
crop  up  after  treatment.  What  they  signify  is  highly  specu- 
lative. 

M.  I).:  Thirty  year  old  white  male  with  history  of  one 
year  of  tremor  of  hands  under  stress  conditions.  This  plus  a 
one  month  weight  loss  of  15  pounds  were  only  symptoms. 
Gland  not  palpable.  B.M.R.  -j-  40.  Patient  given  tapazol  for 
three  weeks  with  some  improvement  but  with  persistent 
tachycardia  and  his  doctor  referred  him  for  Uptake 
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curve  reflected  an  expected  P.B.I.  of  13.4  micrograms  per 
cent  and  actual  determination  was  14. i.  The  majority  of 
the  Endocrine  Group  who  saw  the  patient  questioned  the 
length  and  dosage  of  therapy  with  tapozol  (20  mg.  q.  d.  the 
first  week,  15  mg.  q.  d.  the  next  two)  as  sufficient,  but  it 
was  decided  to  go  ahead  with  treatment.  Accordingly 
a single  dose  of  5 millicuries  was  administered.  He  did  not 
return  for  followup  for  1 1 weeks  at  which  time  he  stated  he 
was  improved  and  had  gained  weight.  His  P.B.I.  was  5.6 
micrograms  per  cent.  His  uptake  curve,  however,  demon- 
strated a surprisingly  profound  effect  of  the  irradiation  on 
his  gland,  the  24  hour  collection  being  3.2  per  cent  and  curve 
comparable  to  a P.B.I.  of  1.8.  He  was  subsequently  placed 
on  5 grains  of  thyroid  extract  daily  because  of  hypothyroid 
symptoms.  He  received  this  medication  for  approximately 
three  months  when  his  doctor  discontinued  it  at  our  request 
for  we  felt  that  this  over  radiation  effect  was  temporary 
and  the  gland  would  function  again  if  given  the  stimulus  for 
doing  so.  He  soon  showed  quite  extreme  hypothyroid 
symptoms  together  with  an  increase  of  12  pounds.  He  was 
next  seen  six  weeks  after  the  exogenous  thyroid  was  stopped 
at  which  time  he  showed  only  slight  subjective  improve- 
ment. Indeed  his  P.B.I.  was  1.7  micrograms  per  cent.  But 
his  uptake  curve  demonstrated  signs  of  thyroid  response  to 
circulating  thyroid  hormone  deficiency,  for  it  had  risen  from 
3.2  per  cent  in  24  hours  to  20,4  per  cent  and  its  curve 
corresponded  to  a normal  P.B.I.  With  this  reawakening  of 
glandular  function  it  was  not  long  before  the  patient  began 
to  feel  subjective  improvement,  and  indeed  two  and  one- 
half  weeks  later  his  P.B.I.  had  risen  to  3.0.  Complete  return 
to  normal  was  noted  and  his  last  P.B.I.  was  6.8  micrograms 
per  cent,  ten  weeks  after  the  rise  in  radioactive  uptake  to 
normal  was  first  noted.  This  was  chosen  as  an  example  of 
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temporary  hypothyroid  state  following  D^i  therapy  for 
thyrotoxicosis  with  recovery  after  exogenous  thyroid  re- 
placement tlierapv  was  discontinued. 

L.  H.:  A tliirtv-five  year  old  wliite  female  witli  a history 
of  thyroid  disease  for  twenty-two  years.  A partial  thyroid- 
ectomy was  performed  for  hyperthyroidism  in  1941.  A col- 
loid adenoma  was  removed  in  1951  from  right  side  of  neck. 
She  was  placed  on  propylthiouracil  and  did  not  improve 
following  surgery.  Right  lobe  still  enlarged  and  m)dular. 
Uptake  studies  in  May  1952  were  comparabe  with  an  11.8 
the  actual  determined  value  of  which  was  8.9.  The 
uptake  over  the  right  lobe  was  over  three  times  that  of  the 
left  and  it  was  felt  that  a recurrent  toxic  adenoma  was  the 
underlaying  cause  of  her  symptoms.  Because  of  past  surgery 
and  apparent  clinical  failure  with  antithyroid  drugs,  was 
given — 6 millicuries  initially.  She  felt  a little  better  tem- 
porarily but  never  showed  good  improvement  and  in  spite 
of  two  additional  doses  of  of  7.6  and  7.9  millicuries, 
respectively,  with  a total  of  21.6  millicuries  in  16  months, 
her  P.B.I.  ranged  between  8.3  and  15.5  micrograms  per  cent 
with  comparable  uptakes.  She  has  subsequently  under- 
gone a right  total  thyroidectomy  (January  1954)  with 
patlK)logical  findings  indicative  of  adenoma  of  the  thyroid 
with  scarring.  Following  this  last  operative  procedure  she 
has  since  been  placed  on  thyroid  extract  and  doing  clinic- 
ally well  according  to  follow-up  reports  from  the  Out 
Patient  Department. 

In  retrospect,  those  who  have  been  cured  elsewhere  of 
their  hyperthyroidism  in  the  presence  of  nodules  have  usual- 
ly required  much  higher  P^^  dosage  (up  to  seventy-five 
millicuries),  and  most  clinics  are  not  satisfied  with  this 
method  of  therapy  in  toxic  nodular  goitre. 

CONCLUSIOXS 

It  is  concluded  that,  if  exogenous  thyroid  medica- 
tion or  iodide  contamination  can  be  excluded  prior 
to  testing,  tracer  studies  as  practiced  in  the  Hart- 


ford Hospital  give  a high  degree  of  accuracy  in  the 
laboratory  confirmation  of  suspected  hyperthyroid- 
ism when  combined  with  protein-bound  iodine 
determinations. 

Therapy  with  for  thyrotoxicosis  is  an  effec- 
tive, easy  form  of  treatment  in  the  absence  of  nodu- 
lar goitre.  It  should  be  reserved  for  patients  over 
forty  years  of  age  (unless  other  forms  of  therapy  are 
contraindicated  or  have  proved  a failure)  until  re- 
sults are  obtained  concerning  the  highly  improbable 
factor  of  carcinogenicity  of  F''^^. 

The  authors  are  indebted  to  Dr.  Ralph  T.  Ogden,  De- 
partment of  Radiology,  Flartford  Hospital,  for  his  advice  in 
the  preparation  of  this  article. 
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MANAGEMENT  OF  THE  PATIENT  WITH  ADVANCED  CANCER 

Surgical  Aspects 

Lemuel  Bowden,  m.d. 


Qince  the  term  “advanced  cancer”  is  open  to  vaiy- 
^ ing  interpretation,  w e have  agreed  to  confine  this 
term  in  this  panel  discussion  to  the  patient  wdth  in- 
curable cancer.  This  is  a necessary  restriction,  since 
in  certain  cases  a large  bulky  cancer  of  many  months 
knowm  duration  may  still  be  amenable  to  potentially 
curative  therapy,  wdaile  in  other  instances  a cancer  of 
seemingly  acute  onset  and  brief  duration  may  never- 
theless be  totally  incurable. 

The  treatment  of  a patient  wdth  incurable  cancer 
is  inextricably  involved  in  the  physician’s  general 
philosophy  and  in  his  concept  of  his  mission  and 
obligation  to  the  sick  and  suffering.  There  are  many 
physicians  wdio,  like  the  average  layman,  feel  that 
cancer  is  essentially  incurable  and  that,  once  the 
diagnosis  has  been  established,  all  active  therapeutic 
measures  should  be  stopped  and  the  patient  allow-ed 
to  die.  With  much  more  conviction  is  such  thera- 
peutic nihilism  applied  to  the  patient  with  incurable 
cancer. 

The  present  discussion  wdll  seem  pointless  to  the 
physician  so  minded.  As  cancer  therapists,  how-ever, 
we  strongly  adhere  to  the  opposite  point  of  view. 
Recognizing  that  life  itself  is  the  universal  “disease,” 
if  you  will,  to  wdiich  we  all  sooner  or  later  succumb, 
we  feel  that  the  physician’s  obligation  to  his  patient 
is  founded  on  the  principle  of  preservation  of  life 
regardless  of  how  hopeless  the  eventual  outlook  may 
be,  provided  that  the  extension  of  life  so  afforded 
is  reasonably  normal  and  free  from  acute  suffering. 

True  palliation,  as  above  defined,  is  often  more 
difficult  to  obtain  and  to  maintain  in  the  patient 
with  incurable  cancer  than  is  cure  in  the  potentially 
curable  patient.  In  striving  for  palliation  each  case 
has  to  be  carefully  evaluated  on  its  own  merits. 
Careful  and  mature  clinical  iudgment  is  required  to 
determine  what  active  therapy,  if  any,  should  be 
given  a patient  w ith  incurable  cancer  to  achieve  true 
palliation.  Individualization  of  therapy  is  imperative. 
Nevertheless  there  appear  to  be  several  general 
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SUMMARY 

In  the  management  of  patients  with  incurable  cancer 
the  place  of  surgery  is  relatively  insignificant  as  com- 
pared with  other  forms  of  therapy.  It  is  of  fundamental 
importance  to  individualize  all  treatment  offered  to  the 
patient  with  incurable  cancer.  Nevertheless,  certain 
general  indications  for  surgical  therapy  are  recognized. 
These  include  hemorrhage,  obstruction,  pain,  funga- 
tion  of  tumor,  and  coincidental  surgical  disease.  By 
means  of  brief  case  presentations  these  indications  for  { 
palliative  surgery  are  illustrated.  | 


indications  for  surgical  treatment  of  the  incurable 
cancer  patient.  (Table  i.) 

Table  i 

Incurable  Cancer 
Indications  for  Palliative  Surgery 
Hemorrhage: 

Acute 

Chronic 

Obstruction: 

Respiratory 

Gastrointestinal 

Biliary 

Urinary 

Vascular 

Pain 

Fungation 

Coincidental  Disease 
A'liscellaneous: 

Spinal  cord  compression 
Infection 

HEMORRHAGE 


Massive  hemorrhage  in  a patient  with  incurable 
cancer  may  occur  as  a result  of  neoplastic  invasion 
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or  radiation  necrosis  of  a major  blood  vessel.  If  not 
effectively  controlled  death  will  promptly  ensue. 

Case  No.  1 — J.  B.  Tliis  45  year  old  bartender  had  had 
previous  surgical,  .\-ray  and  radium  therapy  administered 
elsewhere  for  a squamous  carcinoma  of  the  right  tonsil.  On 
examination  at  Memorial  Hospital  on  August  9,  1947  ^ - 
cm.  necrotic  ulcer  was  noted  in  the  right  tonsillar  ft)ssa,  as 
well  as  induration  and  erythema  in  the  skin  of  the  right  neck 
over  an  area  9 cm.  in  diameter.  It  was  the  feeling  of  the 
examiner  that  the  findings  were  the  result  of  radiation 
necrosis,  and  that  no  identifiable  cancer  was  present.  The 
patient  was  carefully  followed,  and  healing  of  the  tonsillar 
ulcer  noted.  Five  months  later,  however,  a definite  mass 
was  noted  in  the  right  neck.  On  February  25,  1948  a right 
radical  neck  dissection  was  performed  for  metastatic  squam- 
ous carcinoma.  Healing  was  retarded  because  of  previously 
administered  irradiation,  and  secondary  pinch  grafting  was 
required.  On  the  32nd  postoperative  day  the  patient  had  a 
sudden  severe  hemorrhage  from  the  operative  wound  re- 
quiring ligation  of  the  internal  carotid  artery.  Convalescence 
was  prolonged,  but  otherwise  uneventful. 

Comment:  Although  this  patient  eventually  died 
of  residual  and  metastatic  cancer,  he  was  nevertheless 
afforded,  by  prompt  surgical  treatment  of  his  acute 
hemorrhage,  many  months  of  comfortable  living 
before  his  death  came  more  than  three  years  later. 

Palliative  surgery  may  be  required  in  certain  cases 
for  hemorrhage  of  more  chronic  nature,  as  exempli- 
fied in  the  following  case: 

Case  No.  2 — T.  H.  This  54  year  old  office  worker  had  had 
a palliative  colon  resection  for  adenocarcinoma  performed 
elsewhere  in  October  1949.  Peritoneal  implants  and  enlarged 
peri-aortic  nodes  were  found  at  the  time  of  this  resection. 
The  patient  recovered  uneventfully  from  this  procedure  and 
remained  in  good  health  for  7 months.  In  May  1950  he  noted 
the  onset  of  occasional  tarry  stools,  which  increased  in 
frequency  and  were  later  associated  with  episodes  of  hema- 
temesis,  weakness,  anorexia  and  weight  loss.  The  patient, 
on  admission  to  Memorial  Hospital,  was  found  to  be 
chronically  ill  but  not  in  shock,  with  an  enlarged  and 
questionably  nodular  liver  and  a palpable  spleen.  Liver 
function  studies  were  within  normal  limits.  X-ray  studies 
showed  no  esophageal  varices  but  findings  suggestive  of  a 
lesser  curvature  ulcer.  Gastrointestinal  bleeding  continued 
episodically  in  spite  of  a rigid  ulcer  regimen  following  hos- 
pitalization, and  multiple  blood  transfusions  were  required 
to  raise  an  admission  hemoglobin  of  6.3  Gm.  to  normal 
levels.  Because  of  persistent  bleeding  after  four  weeks  of 
medical  treatment  in  the  hospital,  the  patient’s  abdomen  was 
explored  and  subtotal  gastrectomy  performed  (Figure  i) 
on  December  14,  1950,  in  the  face  of  multiple  liver  and 
peritoneal  metastases.  Actually  the  bleeding  was  not  due  to 
gastric  ulceration,  but  to  hitherto  unrecognized  esophageal 
varices.  Interruption  of  collateral  vascular  channels  by  the 
gastric  resection  improved  the  bleeding.  The  varices  were 
further  treated  by  injection  via  the  esophagoscope  on  two 
occasions.  The  patient  died  of  cancer  on  April  ii,  1951. 

Comment:  While  survival  of  only  four  months 


Figure  i 

Case  No.  2:  T.  H.  Surgical  specimen  following  sub- 
total gastrectomy  for  intractable  bleeding,  showing 
metastatic  nodule  secondary  to  adenocarcinoma  of 
the  colon,  but  no  demonstrable  mucosal  ulceration. 

The  cause  of  bleeding  proved  to  be  esophageal 
varices,  which  were  improved  postoperatively  be- 
cause of  interruption  of  many  collateral  vascular 
channels  by  the  gastric  resection 

following  major  abdominal  surgery  is  questionable 
palliation  from  the  objective  standpoint,  both  the 
patient  and  his  family  felt  the  surgery  well  worth 
while. 

OBSTRUCTION 

The  next  most  obvious  indication  for  palliative 
surgery  in  selected  cases  of  incurable  cancer  is 
mechanical  obstruction  of  a vital  anatomical  channel 
or  passage.  Obvious  examples  of  this  indication  in- 
clude respiratory  obstruction  from  an  advanced 
cancer  of  the  tongue  or  larynx  in  which  trache- 
ostomy may  be  indicated,  biliary  obstruction  from 
a nonresectable  cancer  of  the  pancreas  in  which 
cholecystenterostomy  or  choledochoenterostomy 
may  be  indicated,  or  urinary  obstruction  from  an 
inoperable  prostatic  cancer  in  which  transurethral 
resection  may  be  indicated.  Gastrointestinal  obstruc- 
tion is  a frequent  finding  in  abdominal  carcinomato- 
sis, as  exemplified  in  the  following  case: 

Case  No.  3 — E.  D.  F.  A 42  year  old  housewife  had  liad 
bilateral  “cystadenomas”  of  the  ovaries  removed  elsewhere 
in  1932.  She  then  remained  well  until  1949  when,  because 
of  obstructive  symptoms,  she  was  re-explored  elsewhere  and 
diffuse  ovarian  carcinomatosis  found.  Intensive  x-ray  therapy 
to  the  abdomen  was  administered.  Recurrent  obstructive 
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symptoms  one  and  onc-half  years  later  led  to  a transverse 
colostomy  which,  however,  did  not  apjireciably  relieve  the 
patient’s  symptoms.  On  admission  to  Memorial  I lospital  she 
was  found  to  be  emaciated,  weighing  only  75  pounds,  with  a 
large  lower  abdominal  mass  extending  into  the  cul-de-sac. 
After  careful  preparation  her  abdomen  was  re-explored  on 
iMav  3,  1951  and,  in  spite  of  diffuse  carcinomatosis,  a massive 
resection  of  the  lower  abdominal  mass,  reproductive  organs, 
portions  of  ascending  and  sigmoid  colon  as  well  as  two 
segments  of  obstructed  small  bowel  was  performed.  The 
patient’s  convalescence  was  surprisingly  smooth. 

Comment:  This  patient  is  living  almost  three  years 
since  her  radical  surgery  in  spite  of  known  residual 
cancer.  She  weighs  100  pounds,  has  taken  a secretarial 
job  in  addition  to  her  housekeeping,  and  is  free  of 
significant  complaints. 

In  addition  to  respiratory,  gastrointestinal,  biliary 
and  urinary  tract  obstruction,  one  may  find  in  the 
incurable  cancer  patient  signs  of  vascular  obstruc- 
tion, either  arterial  or  venous.  Embolectomy  com- 
bined with  sympathectomy  may  be  well  worthwhile 
in  certain  cases  of  acute  arterial  obstruction,  while 
palliative  removal  of  a neoplasm  causing  compres- 
sion of  major  venous  channels  may  similarly  be 
symptomatically  rewarding. 

PAIN 

It  may  be  stated  that  in  general  the  pain  of  in- 
curable cancer  is  more  often  treated  by  medical  or 
radiotherapeutic  methods.  Yet  in  certain  instances 
surgical  intervention  is  indicated.  The  usefulness  of 
cordotomy  in  the  relief  of  intractable  pain  is  suffi- 
ciently recognized  to  require  no  further  comment 
here.  Occasionally  direct  surgical  attack  on  the  neo- 
plasms itself  is  warranted  for  the  relief  of  pain. 

Case  No.  4 — O.  B.  A 45  year  old  housewife  had  had  a 
sigmoid  resection  and  right  oophorectomy  for  adenocar- 
cinoma of  the  sigmoid  metastatic  to  the  ovary  performed 
elsewhere  in  August  1951.  She  remained  well  for  a few 
months  but  then  developed  steady  lower  abdominal  pain 
coincident  with  the  appearance  of  a pelvic  mass.  On  admis- 
sion to  Memorial  Hospital  the  patient  was  found  to  have  a 
huge,  relatively  fixed  lower  abdominal  mass  and  roentgeno- 
graphic  evidence  of  right  pleural  metastases.  After  consider- 
able study  and  an  uneventful  trial  of  experimental  therapy 
in  the  Research  Division,  she  was  subjected  to  surgical 
exploration  on  September  18,  1952,  and  the  large  pelvic  mass 
successfully  removed  (Figure  2).  Liver  metastasis  was 
identified  at  this  exploration. 

Comment:  The  patient  was  symptomatically 

much  relieved  for  several  months,  although  never 
completely  broken  of  drug  addiction.  Her  death 
was  sudden  from  a cerebral  accident  (?  metastasis) 
ten  months  following  surgery. 


Figure  2 


Case  No.  4:  O.  B.  Surgical  specimen  of  resected 
pelvic  mass,  weighing  3900  Gm.,  believed  to  repre- 
sent a huge  Krukenberg  tumor  of  the  left  ovary. 

The  mass  completely  encompassed  the  uterus,  the 
cervix  of  which  is  identified  by  the  arrow 

FUNGATION 

A most  distressing  complication  of  advanced  can- 
cer is  ulceration  of  the  neoplasm  through  the  over- 
lying  integument  with  its  sequel  of  secondary 
infection,  hemorrhage,  fluid  loss  and  offensive  odor. 
Although  in  some  instances  fungation  of  cancer  is 
not  incompatible  with  cure,  if  it  occurs  at  all  it  is 
usually  found  in  patients  with  incurable  cancer. 
Surgical  removal  of  the  fungating  tumor  is  frequent- 
ly justified  and  welcomed  by  both  patient  and 
family. 

Case  No.  5 — S.  A.  A 37  year  old  sheetmetal  worker  had 
had  a tumor  of  the  left  buttock  excised  elsewhere  in  July 
1949,  and  a recurrent  tumor  removed  elsewhere  in  December 
1949.  On  admission  to  Memorial  Hospital  the  patient  pre- 
sented a 25  X 25  cm.  fixed  nodular  mass  replacing  the  entire 
left  buttock  and  extending  beyond  the  midline,  with  ulcera- 
tion and  fungation  in  its  center.  Palliative  x-ray  therapv  was 
administered  to  the  lesion  from  February  27,  1950  to  April 
3,  1950  for  a total  dose  of  3000  r X 2 (air  dose),  250  KV 
technique,  with  definite  shrinkage  in  size  of  tumor  (Figure 
3).  Electrocautery  excision  of  the  entire  tumor  was  carried 
out  on  April  10,  1950  and  secondary  grafting  subsequently 
performed.  The  lesion  was  classified  as  a pleomorphic  cell 
sarcoma,  probably  myogenic.  Healing  was  delayed  but 
eventually  complete. 

Comment:  The  patient  remained  in  good  general 
condition  until  about  six  weeks  before  his  death  on 


A D A N C E D C A N C E R — B O W D E N 


815 


Figure  3 

Case  No.  5:  S A.  Fungating  plconiorphic-cell  sar- 
coma of  the  left  buttock,  following  palliative  roent- 
gen therapy  and  prior  to  palliative  electrosurgical 
removal 

December  13,  1950  from  pulmonary  hemorrhage 
due  to  metastases.  An  eight  month  survival  is  not 
particularly  long,  but  the  comfort  afforded  the 
patient  by  removal  of  the  fungating  tumor  proved 
the  effectiveness  of  the  palliation. 

COINCIDENTAL  DISEASE 

Occasionally  encountered  in  the  management  of 
incurable  cancer  patients  is  the  development  of 
totally  unrelated  disease  which  requires  surgical 
treatment. 

Case  No.  6 — C.  A.  S.  An  1 1 year  old  school  girl  was  found 
to  have  an  acute  stem-cell  leukemia  five  months  before 
Memorial  Ffospital  admission.  She  had  been  given  ACTFl 
originally  but  had  recently  been  treated  as  an  outpatient 
with  6-mercaptopurine  and  O-diazoaceto-l-serine  with  par- 
tial remission  of  the  leukemic  process.  Because  of  the 
spontaneous  development  of  abdominal  pain  and  signs  of  an 
acute  abdomen,  she  was  admitted  to  the  hospital  as  an 
emergency  and  an  acute  suppurative  appendix  removed. 
Convalescence  was  uneventful. 

Comment;  The  incurable  cancer  patient  appears 
to  be  as  susceptible  to  acute  appendicitis,  strangu- 
lated hernia,  perforated  peptic  ulcer,  etc.,  as  the 
cancer-free  person  of  comparable  age,  sex  and  con- 
stitutional makeup,  but  appears  to  tolerate  inade- 
quate or  indifferent  treatment  of  these  serious  sur- 
gical conditions  poorly,  as  might  be  expected. 

MISCELLANEOUS 

There  are  probably  many  miscellaneous  indica- 
tions for  surgical  treatment  of  the  incurable  cancer 


patient.  1 wo  that  seem  well  worth  mentioning  are 
exemplified  by  the  following  two  cases: 

Case  No.  7 — K.  A.  A 47  year  old  housewife  was  found 
to  have  incurable  follicular  and  alveolar  carcinoma  of  the 
thyroid  at  the  time  of  a pathologic  fracture  of  the  left 
femur  in  September  1950.  The  fracture  was  treated  by  open 
reduction  and  postoperative  x-ray  therapy  elsewhere.  At  the 
time  of  admission  to  Alcmorial  Hospital  in  April  1953  the 
patient  was  found  to  have  radiographic  evidence  of  wide- 
spread osteolytic  metastases.  In  preparation  for  subsequent 
palliative  therapy  witli  radioactive  iodine  she  was  sul)mitted 
to  total  thyroidectomy  on  iVIay  13,  1953.  Pathological  study 
confirmed  the  presence  of  follicular  and  alveolar  adenocar- 
cinoma primary  in  the  right  lobe  of  the  thyroid.  On  the  7th 
postoperative  day  the  patient  rather  suddenly  developed 
motor,  sensory  and  reflex  changes  indicative  of  cord  com- 
pression at  D-5  and  D-6  level.  (Figue  4.)  Emergency 
laminectomy  and  removal  of  metastatic  cancer  was  per- 
formed on  /May  21,  1953,  by  Dr.  Herbert  Parsons.  Palliative 
x-ray  therapy  to  the  region  of  decompression  was  sub- 
sequently given.  She  has  had  complete  return  of  motor 
and  sensory  function  in  the  lower  extremities,  although  still 
dependent  on  crutches  because  of  the  old  left  femoral 
fracture. 


Figure  4 

Case  No.  7:  K.  A.  Roentgenogram  demonstrating 
metastasis  of  follicular  and  alveolar  carcinoma  of  the 
thyroid  to  the  thoracic  spine.  A soft  tissue  mass  to 
the  left  of  D-5  and  D-6  is  noted,  as  well  as  total 
destruction  of  the  transverse  process  of  D-6  and 
head  and  neck  of  the  left  6th  rib.  Spinal  cord  com- 
pression at  this  level  with  early  paraplegia  was 
successfully  corrected  by  prompt  surgical  inter- 
vention 
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Comment:  While  this  patient  is  still  under  pallia- 
tiv^e  x-ray  therapy  to  various  areas  of  osseous  meta- 
stasis, she  is  up  and  about  on  crutches,  thanks  to  the 
prompt  surgical  decompression  of  a spinal  metastasis 
with  impending  transverse  myelitis. 

Case  No.  8 — R.  iM.  A 55  year  old  executive  had  been  sub- 
jected to  a right  thoracotomy  elsewhere  for  an  epidermoid 
carcinoma  of  the  right  upper  lobe  which  had  directly  in- 
vaded the  subclavian  vessels.  An  infected  hemothorax  devel- 
oped and  at  the  time  of  admission  to  Memorial  Hospital  the 
patient,  in  addition,  presented  metastatic  cancer  in  right 
lower  neck  nodes.  Palliative  x-ray  therapy  was  instituted  to 
the  right  upper  chest  and  lower  neck.  Because  of  continued 
spiking  temperature  and  other  signs  of  undrained  sepsis,  an 
open  thoracotomy  was  performed  on  January  25,  1954  by 
Dr.  John  L.  Pool  with  subsidence  of  signs  of  sepsis. 

Comment:  While  it  is  much  too  soon  to  determine 
whether  true  palliation  has  been  achieved  in  this 


case,  it  is  certain  that  the  pleural  infection  and  re- 
sulting toxemia  could  not  have  been  controlled  by 
means  other  than  surgical. 

CONCLUSIONS 

If  the  physician  follows  the  principle  of  preserva- 
tion of  life  so  long;  as  living-  can  be  maintained  in 
relative  comfort,  then  he  w'ill  be  occasionally  re- 
quired to  employ  surgical  treatment  in  selected  cases 
of  incurable  cancer.  While  individualization  of  treat- 
ment is  imperative  for  succesful  palliation,  it  is 
apparent  that  surgical  treatment  may  be  necessary 
when  the  incurable  cancer  patient  has  hemorrhages, 
becomes  obstructed,  has  intractable  pain,  presents 
fungation  of  tumor,  develops  coincidental  surgical 
lesions,  or  presents  certain  other  miscellaneous  com- 
plications. 


SIMULTANEOUS  BILATERAL  BREAST  CANCER 
A Report  of  Two  Cases 

James  R.  Cullen,  m.d.,  Francis  P.  Catanzaro,  m.d.,  and  Gregory  T.  O’Conor,  m.d., 

Hartford 


T T has  been  evident  in  the  recent  literature  that  the 
incidence  of  bilateral  breast  cancer  is  on  the  in- 
crease. However,  the  simultaneous  occurrence  of 
bilateral  breast  cancer  continues  to  be  a rare  clinical 
entity.  The  incidence  of  bilateral  cancer  varies  from 
1 2.9  per  cent  reported  by  Jordan  and  Keyes  to  about 
2 per  cent  as  reported  by  Finney  et  al.  These  statis- 
tics are  based  on  series  of  cases,  mainly  consisting  of 
nonsimultaneous  bilateral  breast  lesions  and  do  not 
at  all  indicate  the  relative  incidence  of  simultaneous 
breast  cancer.  For  example,  in  the  series  of  53  cases 
reported  by  E.  L.  Keyes,  only  two  patients  presented 
simultaneous  bilateral  breast  cancers.  The  remaining 
patients  had  a time  interval  betw^een  involvement  of 
the  two  breasts  ranging  from  two  months  to  seven- 
teen  years.  In  17  patients  the  interval  was  unknown. 
In  the  series  reported  by  Lewis  and  Reinhoff  1.5 
per  cent  of  the  cases  had  bilateral  breast  cancers  on 
admission. 

One  of  the  authors,  J.R.C.,  reported  a case  of 
simultaneous  bilateral  breast  cancer  in  the  Connecti- 
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SUMMARY  i 

One  case  of  bilateral  simultaneous  breast  cancer  with  ! ( 
lesions  of  microscopically  proven  origin  is  reviewed. 
This  patient  is  alive  and  well  five  years  after  staged  : 
bilateral  mastectomy.  j 

A second  case  of  bilateral  simultaneous  breast  cancer 
is  presented  together  with  a discussion  of  the  patho- 
logical findings.  Reference  is  given  to  the  rising  inci- 
dence of  bilateral  breast  cancer  and  should  cause! 

• 

serious  thought  regarding  the  question  of  prophylactic  ‘ 
simple  mastectomy  in  the  other  breast  i 
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CUT  State  Medical  Journal  of  November  1949. 
This  patient  is  alive  and  well  without  evidence  of 
disease  five  years  after  bilateral  radical  mastectomy. 

Me  will  briedv  review  this  case  and  present  one 
other  case  of  bilateral  simultaneous  breast  cancer 
together  with  a discussion  of  the  pathological  find- 
ings in  each  patient. 

CASE  HISTORY 

A 45  year  old  wliitc  widow  entered  St.  Francis  Hospital 
on  December  12,  1948  with  a history  of  having  noted  a mass 
in  her  right  breast  near  the  edge  of  the  nipple  about  six 
months  before  admission.  It  was  described  as  about  the 
size  of  a “robin’s  egg”  and  was  not  painful.  Site  sought 
medical  advice  in  October  and  again  a week  before  admis- 
sion. At  that  time  a small  mass  v'as  noted  in  the  left  breast. 
Systemic  history  was  essentially  negative  as  was  the  past 
history,  except  for  “jaundice  as  a child  following  scarlet 
fever.”  Her  menses  were  still  regular.  On  physical  examina- 
tion the  positive  findings  were  limited  to  the  breasts.  The 
right  breast  had  a 2 cm.  X 2 cm.  hard  mass  which  was  felt 
just  above  and  lateral  to  the  nipple  and  a small  portion  of 
the  mass  was  adherent  to  overlying  skin.  In  the  left  breast 
there  was  a i cm.  X i cm.  firm,  freely  movable  mass  in  the 
upper  inner  quadrant.  On  December  13  both  breasts  were 
prepared  as  for  radical  operation.  A block  of  tissue  encom- 
passing the  tumor  mass  and  nipple  was  excised  from  'the 
right  breast  and  a small  mass  of  tissue  including  the  tumor 
was  resected  from  the  left  breast.  Frozen  section  on  each 
tumor  was  reported  as  carcinoma.  A right  radical  mastectomy 
was  done  using  a triangular  flap  incision.  Ten  days  later  a 
left  radical  mastectomy  was  done  with  a similar  technique. 

P.VTHOLOGY  REPORT 

The  specimens  were  submitted  to  L.  P.  Hastings,  m.d.,  and 
J.  Thayer,  m.d.  They  stated  that  the  material  submitted 
from  both  breasts  confirmed  the  original  report  that  both 
tumors  were  carcinomata  which  anatomically  and  cytologi- 
cally  were  essentially  similar.  Both  were  intraductal  and  both 
exhibited  areas  of  lobular  carcinoma.  The  neoplastic  growth 
in  the  right  breast  was  more  advanced  and  presented  transi- 
tion from  the  above  types  through  a medullary  type  to  a 
highly  scirrhous  type.  Due  to  the  fact  that  both  exhibited 
intraductal  carcinoma  without  evidence  of  metastasis  to 
other  sites,  the  tumors  were  considered  to  be  of  an  inde- 
pendent and  separate  origin.  It  was  noted  that  the  clinical 
history,  the  comparative  size  of  the  growths,  and  the  greater 
histological  variation  of  the  tumor  in  the  right  breast  sub- 
stantiated its  claim  to  priority. 

CASE  HISTORY  II 

A 63  year  old  white  married  female  was  admitted  to  St. 
Francis  Hospital  on  November  9,  1953  with  a history  of 
having  noted  the  presence  of  a small  lump  in  the  upper 
outer  aspect  of  each  breast  about  four  months  prior  to 
admission.  They  were  non  tender  and  did  not  increase  in 
size.  She  denied  weight  loss,  cough,  chest  pain,  arm  edema, 
or  nipple  discharge. 

The  only  significant  findings  in  her  past  history  were  (a) 


bilateral  salpingo-oophorectomy  in  1934,  (b)  the  presence  of 
a cardiac  arrhythmia  during  the  past  five  or  six  weeks  being 
treated  with  Digitoxin. 

The  positive  physical  findings  were  limited  to  both  breasts. 
Located  in  the  upper  lateral  quadrant  of  each  breast  was  a 2 
cm.  X 1 .5  cm.  hard,  irregular,  very  slippery  mass.  These 
were  non  tender  and  not  deeply  attached,  however  the 
lesion  on  the  left  was  partially  fixed  to  the  overlying  skin. 
Slight  dimpling  was  evident  with  the  patient  in  the  sitting- 
position.  Examination  of  the  axillae  was  negative  on  the 
right,  however  in  the  apex  of  the  left  axilla  was  felt  a firm 
I cm.  in  diameter  non  tender  node.  The  admission  labora- 
tory studies  and  x-ray  survey  for  metastasis  were  essen- 
tially within  normal  limits. 

On  November  10,  1953  bilateral  frozen  sections  were  done 
and  both  were  reported  as  positive.  Bilateral  radical  mastec- 
tomies were  performed.  The  patient  tolerated  this  extensive 
procedure  very  well  and  had  an  uneventful  postoperative 
course  with  the  exception  of  a mild  adynamic  ileus  which 
developed  on  the  fourth  postoperative  day.  This  responded 
well  to  the  usual  conservative  measures. 

PATHOLOGICAL  REPORT 

Gross:  The  right  and  left  breasts  arc  submitted  with 
attached  pectoral  is  muscles  and  axillary  tissues.  Both  nipples 
are  erect  and  the  skin  surfaces  are  smooth  without  dimpling 
or  retraction.  In  the  upper  outer  quadrant  of  each  breast, 
just  beneath  the  skin  surface,  there  is  found  a discrete 
hard  nodule  measuring  approximately  2X2X1  cms.  This 
lesion  has  irregular  borders  and  appears  to  be  infiltrating  the 
surrounding  tissue.  They  cut  with  a gritty  sensation  and 


Case  II,  Figure  i 
Tumor  right  breast 


8i8 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Case  II,  Figure  3 
Lymph  node,  left  axilla 


Case  II,  Figure  2 
Tumor,  left  breast 


have  a grayish-pink  color.  The  remaining  breast  parenchyma 
shows  atrophy  and  dilTuse  fatty  replacement  of  the  glandular 
elements.  Two  lymph  nodes  arc  found  in  the  right  axillary 
fat  and  six  are  found  on  the  left  side.  Two  of  the  latter  show 
gross  evidence  of  metastatic  tumor.  Frozen  section  done  on 
both  breast  tumors  prior  to  radical  mastectomy  confirmed 
the  gross  impression  of  bilateral  carcinoma. 

Microscopic:  The  lesions  in  both  breasts  proved  to  be 
infiltrating  carcinoma.  The  tumor  on  the  right  is  character- 
ized by  a rather  pleomorphic  growth.  In  most  areas  there 
is  poor  differentiation  with  only  abortive  gland  formation. 
There  are,  however,  foci  of  recognizable  intraduct  car- 
cinoma. There  is  little  fibrous  tissue  production  and  the 
surrounding  fat  is  infiltrated.  On  the  left  the  neoplasm  is 
highly  anaplastic,  the  cells  occurring  as  small  irregular 
clumps  and  strands  as  a desmoplastic  plane.  Gland  forma- 
tion is  not  readily  apparent.  The  adjacent  breast  tissue  is 
benign  and  atrophic  in  both  breasts.  The  lymph  nodes  from 
the  right  axilla  show  almost  complete  fatty  replacement  and 
no  tumor,  while  two  of  the  left  axillary  nodes  contain 
metastatic  tumor  microscopically  identical  with  the  corre- 
sponding breast. 

DISCUSSION  OF  PATHOLOGY 

It  has  been  suggested  by  Warren  and  Gates  that 
the  full  criteria  should  be  fulfilled  to  consider  in- 
dependent origin  for  bilateral  breast  cancer.  ( i ) 
Each  of  the  tumors  must  present  a definite  picture 
of  malignancy.  (2)  Each  must  be  distinct.  (3)  The 
possibility  of  one  being  metastasis  from  the  other 
must  be  excluded.  The  latter  statement  is  obviously 
the  most  pertinent  and  difficult  to  evaluate  in  a given 
case  and  its  fulfillment  must  necessarily  depend  on  a 
number  of  other  facts  and  observations.  In  many 
cases  a time  interval  between  the  finding  of  the  two 
lesions  enters  into  consideration.  Histological  differ- 
ences in  bilateral  tumors  frequently  are  difficult-  to 
establish  since  the  great  bulk  of  breast  carcinomas 
show  a fair  degree  of  anaplasia  and  even  more  im- 
portant is  the  very  frequent  growth  pattern  and 
cellular  variation  within  a single  tumor.  It  is  not  at 
all  uncommon  to  find  intraductal,  lobular,  and 
epidermoid  carcinoma  in  the  same  lesion. 

Case  II  presented  above  easily  fulfills  the  first  two 
criteria.  The  following  points,  although  they  do  not 
categorically  exclude  the  possibility  of  contralateral 
metastasis,  strongly  suggest  an  independent  origin 
for  each  lesion.  ( 1 ) Both  tumors  were  located  in  the 
upper  outer  quadrant  of  the  breast.  Lesions  in  this 
position  are  much  more  apt  to  metastasize  to  the 
axilla  than  to  the  opposite  side.  ( 2 ) The  lesions  were 
of  the  same  size.  This  of  course  in  itself  means 
little  since  metastatic  lesions  can  be  much  larger 
than  the  primary.  (3)  The  tumor  in  the  left  was 
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tomllv  anaplastic  and  showed  an  identical  micro- 
scopic picture  in  the  metastatic  nodes.  The  tumor  on 
the  right,  however,  did  not  have  axillary  node  in- 
volvement and  the  possibility  of  its  being  metastatic 
from  the  left  side  is  somewhat  obviated  by  the  fact 
that  \\ithin  it  \\  ere  found  areas  of  infiltrating  intra- 
ductal carcinoma. 

The  autochthonous  bilateral  carcinoma  of  the 
breast  may  he  looked  upon  as  a variation  in  the 
concept  of  the  multicentric  origin  of  cancer.  This 
idea  has  been  given  support  in  studies  of  the 
stomach,  lung,  and  bladder.  In  these  organs  we 
postulate  a carcinogenic  stimulus  i\  hich  involves  an 
area  or  multiple  areas  in  a single  region  with  result- 
ant uncontrolled  growth  of  multiple  cells.  If  we 
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apply  the  same  concept  to  the  breast  we  should 
expect  to  find  many  bilateral  and  single  tumors  in 
those  cases  where  the  stimulus  is  postulated  to  be 
of  internal  or  hormonal  origin. 
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SUMMARY 

The  purpose  of  the  Connecticut  Workmen’s  Com- 
pensation Law,  adopted  in  1913,  was  to  place  the  cost 
of  industrial  accidents  on  the  employer,  to  provide  the 
injured  employee,  or  his  family  in  case  of  his  death, 
with  a definite  sum  of  money  based  on  his  wages,  and 
to  provide  the  injured  employee  full  medical  or  sur- 
gical care,  necessary  hospital  and  nursing  services. 
Connecticut  has  one  of  the  most  liberal  compensation 
laws  in  the  nation. 

Medical  testimony  in  compensation  hearings  is  dis- 
cussed and  a comparison  of  methods  of  conducting  the 
same  with  other  states  is  made.  Differences  of  opinion 
often  exist  in  medical  testimony  and  in  estimating 
permanent  disabilities.  The  medical  profession  in  Con- 
necticut has  been  remiss  in  not  standardizing  a method 
of  disability  evaluation. 

Rehabilitation  is  a very  important  part  of  the  medi- 
cal care  of  the  injured  workman.  If  the  physician  is 


not  prepared  to  carry  out  proper  rehabilitation  therapy 
he  should  send  the  patient  to  a rehabilitation  clinic. 
One  of  the  best  methods  of  rehabilitation  is  some  form 
of  gainful  occupation  during  the  convalescent  period. 


Connecticut  Workmen’s  Compensation  Act 
was  adopted  in  1913  and  became  effective  the 
follotving  year.  Two  of  the  main  purposes  of  this 
compensation  law  were  to  eliminate  liability  based 
solely  on  the  employer’s  negligence  and  the  employ- 
er’s defense  that  the  employee  or  co-worker  was 
negligent.  Previous  to  the  enactment  of  this  law  an 
injured  workman’s  only  recourse  was  through  a 
formal  civil  suit,  usually  a long  and  expensive  process 
which  very  few  injured  workmen  were  able  to 
undertake. 

The  philosophy  underlying  compensation  latv  was 
that  responsibility  for  industrial  accidents  arising  out 
of  and  in  the  course  of  employment  should  be 
regarded  as  a proper  charge  in  the  cost  of  operating 
the  employer’s  business.  This  idea,  in  effect,  trans- 
ferred the  cost  of  industrial  accidents  from  the 
worker  and  employer  to  the  consumer. 
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Anorlicr  purpose  ot  the  coiiipens;irif)n  law  was  to 
pi()\  ide  the  iiijuied  woikniaii  with  a weelsly  stipend 
while  he  was  uiiahle  to  work,  ot,  in  the  case  ol 
ileath,  to  pa\  this  stipend  to  his  dependents  lot  a 
specified  nuinhet  of  weeks.  1 he  weekly  payment 
was  haseil  on  a pei'centage  of  the  axetage  weekly 
w at^e  for  the  weeks  ptecetling  the  aceident  with 
specified  niiniimim  anel  niaxiniuni  limits.  I hese  limits 
are  subject  to  rex  ision  h\’  the  State  Legislature.  No 
one  w ill  dispute  the  fact  that  atljustments  should  he 
made  from  time  to  time  in  the  amount  of  these  pa\  - 
nients  to  approximate  the  cost  of  liv  ing  and  the 
prevailing  wage  scale,  .\dpistments  upwaixl,  how- 
ever, should  not  he  increaseal  to  the  point  vv  here  thev 
encourage  malingering  or  make  la/iness  profitahle. 

,\  third  aim,  and  the  one  with  which  we  of  the 
meilical  profession  are  chiefiv  concerned,  was  that 
the  injured  workman  shoukl  he  prov  ideal  full  medical 
or  suruical  care,  including  necessary  hospital  and 
nursiiwj  services.  In  the  event  an  injury  resulted  in  a 
permanent  total  or  a permanent  partial  disahility,  the 
injured  workman  was  to  receive  an  award  in  accord- 
ance with  the  schealule  estahlished  hy  the  (compen- 
sation Act.  This  schedule  establishes  values  for  dif- 
ferent parts  of  the  hodv  in  terms  of  compensation 
weeks,  that  i;->,  weeks  during  which  the  employee 
will  receive  compensation  pav  nients.  In  the  event  an 
estimate  of  vlisahilitv  is  rei|uired  to  effect  a settle- 
ment, it  becomes  the  duty  of  the  medical  profession 
to  make  this  estimate. 

It  is  c|uite  apparent  that  the  responsibility  for 
carrvinj  out  this  portion  of  titc  ( .ompensation  Act 
rests  entireiv'  vv  itli  the  medical  profession.  1 his 
means  that  we  must  proviele  adc(|uate  care  and 
f'-rimate  diwihilities  as  thev  occur,  !t  is  with  that 
phase  of  tItc  Compensation  .Act  that  this  paper  is 
concerned. 

The  State  of  Connecticut  has  one  of  the  most 
liberal  Compensation  .Acts  of  all  the  fortv-eight 
state,^  mil  territories.  ’Fhe  follow  ing  is  an  example 
of  the  (ionnecticut  Act:  effective  October  i, 
vv  eekiv  compensation  pavments  to  an  injured  worker 
are  computed  as  bs)  pu'  cent  of  the  average  vveekIv' 
wage  widi  a maximum  of  $40.  This  amount  con- 
tinues for  life  in  cases  of  total  disabilitv.  1 he  allow- 
ance for  medical  c:ire  is  unlimited  as  long  as  the 
injim'd  person  lives.  1 he  treament,  of  course,  must 
he  for  a condition  acewpted  as  compensable.  1 he  fees 
permitted  to  be  charged  arc  rho  e cu-.tomarv  in  the 
communitv.  ! here  is  no  limit  on  the  total  bill,  pro- 
vided it  is  necessarv  and  reasonable  for  the  services 


rendered.  Onh^  six  other  states,  plus  the  District  of 
( iolumbia  and  Puerto  Rico,  have  medical  benefits 
unlimited  in  lime  and  amount.  In  some  states,  where 
there  is  a limit  to  medical  expense,  provisions  are 
made  to  continue  treatment  in  the  ev'ent  of  an  excep- 
tional case. 

.\ccordin<4  to  the  statistics  of  the  State  Labor  l)e- 
[vartment,  published  in  Siijcty  Xc'-uS  o'  L/cic.v,  April 
1953,  there  were  iK,ioz  lost  time  work  injuries  in 
19^2.  vSuch  an  injurv  represents  one  dav"  or  more 
lost  from  work.  I his  represents  a decrease  of  about 
300  cases  from  the  report  of  the  vear  19^1.  A break 
dow  n to  cover  the  parts  of  the  hodv  injured  reveals 
that  the  back  and  spine  w ith  3,1  7S  cases  lead  all  other 
injuries,  as  in  1951.  Other  injuries  occurred  in  this 
incidence  ot  cases:  fingers,  2,615;  legs,  1,77b;  feet, 
1,744;  liii'ivls,  i,b(S9;  arms,  1,650.  I he  report  estimates 
that  medical,  surgical  and  hospital  expenses  amount- 
ed to  $5,200,000.  I he  report  further  stated  that  all 
injuries  resulted  in  a loss  of  a[)pioximatelv'  1,391,400 
man  davs.  I his  represents  a loss  in  wages  of  $i  3,914,- 
000,  estimating  the  average  wage  rate  as  $10  per 
day.  $S,7(Si,ooo  or  63  per  cent  of  this  wage  loss  was 
returned  to  the  worker  through  W'ork'incn’s  Com- 
pensation. The  uncompensated  w age  loss  of  $5,133,- 
000  sustained  bv'  labor  in  these  dav's  of  the  high 
cost  of  living  remains  a serious  problem  to  the 
injured  workman  and  his  familv.  d hese  statistics  do 
not  cover  the  entire  cost  of  medical  care  because 
the  estimated  expense  was  based  only  on  reportable 
lost  time  cases,  l-'or  everv'  lost  time  case  it  has  been 
estimated  that  there  are  four  no  lost  time  cases. 
These  cases,  of  course,  rcipiire  medical  attention 
w ith  resulting  medical  expense.  Ldiijuestionably  the 
total  medical  expense  is  much  greater  than  that 
estimated  b\'  the  State  Labor  Department. 

M I DIC.'M,  I I S I 1 MOW 

In  addition  to  the  responsibility  of  treating  a large 
volume  of  industrial  accident  cases,  frequentlv'  we 
phv  sicians  hav  e the  added  responsibility  of  testify- 
ing before  a (. ompensation  Commissioner  should  a 
case  go  to  a hearing  for  a final  disposition.  When  the 
point  at  issue  is  purely  a medical  one,  the  Comniis- 
sioner  must  base  his  decision  on  the  testimony 
oflercd.  So  manv'  times  there  is  such  a wide  diver- 
gence in  medical  testimonv'  one  wonders  how  the 
(Commissioner  can  arrive  at  anv  conclusion.  This  dis- 
paritv'  of  opinion  between  medical  witne.sses  has,  in 
fact,  been  the  foundation  of  consideraiile  criticism 
of  the  medical  profession. 
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The  sul)jecr  of  medical  testimony  in  compensation 
hearings  has  interested  me  for  many  years.  In  1949 
1 wanted  to  learn  how  the  other  States  handled  medi- 
cal testimony  and  I wrote  to  the  chairmen  of  the 
Industrial  Accident  Boards  in  47  States  and  three 
territories  and  requested  a copy  of  their  respective 
compensation  laws.  Replies  were  received  from  38 
States  and  three  ' Territories.  Any  study  of  the  com- 
pensation law'  of  a State  is  only  as  up-to-date  as  the 
last  meeting  of  the  State  Legislature.  Undoubtedly 
changes  have  been  made  in  many  States  since  1949. 
At  that  time,  however,  with  ony  a few  exceptions 
all  hearings  were  conducted  as  informal  civil  suits 
before  an  administrative  officer,  with  little  regard  for 
the  rules  of  evidence.  This  is  the  procedure  in  Con- 
necticut. In  one  New  England  State,  if  there  were  a 
conflict  in  the  medical  testimony  the  Commissioner 
could  secure  an  independent  examination.  It  was 
interesting  to  note  that  the  fee  for  this  w'as  $5,  plus 
travel  expenses.  Another  New  England  State 
allowed  the  Commissioner  an  independent  examina- 
tion but  the  examiner  selected  could  not  have  testi- 
fied more  than  three  times  during  the  preceding  12 
months,  regardless  of  the  side  for  which  he  had 
appeared.  In  a few  States  provisions  were  written 
into  the  act  to  establish  panels  of  doctors  skilled  in 
industrial  diseases,  chiefly  the  pneumoconioses,  and 
they  acted  as  a board  to  which  medical  problems 
could  be  referred.  The  method  of  selecting  these 
panels  seemed  fair.  Nominations  of  from  three  to 
five  doctors  were  made  by  three  of  these  various 
sources:  the  dean  of  a state  medical  school;  the 
president  of  a state  medical  society;  the  council  of  a 
state  medical  society;  the  state  Commissioner  of 
Health;  or,  in  one  case,  the  Goyernor.  Erom  this 
panel  each  side  was  to  select  one  member  and  the 
two  so  selected  w ould  select  a third.  A Commisioner 
w'ould  refer  medical  problems  to  this  board.  The 
board  was  empow^ered  to  hear  witnesses,  examine  the 
claimant  and,  in  the  case  of  death,  order  an  autopsy. 
After  the  board  files  its  report  wdth  the  Compensa- 
tion Commissioner,  or  Industrial  Accident  Board,  the 
States’  statutes  vary  somewhat  as  to  how  the  report 
w-as  to  be  accepted.  One  stated  the  Commissioner 
could  either  accept  or  reject  the  findings.  Another 
stated  the  findings  w'ere  binding  on  all  parties.  Erom 
a medical  standpoint,  these  panels  seemed  a reason- 
able solution  of  a medical  problem.  When  these 
provisions  in  the  various  Compensation  Acts  were 
review-ed  by  higher  courts,  the  statutes  w^ere  held 
unconstitutional.  The  reviewing  courts  found  many 


reasons  for  their  decisions.  The  basic  reason  was  the 
fact  that  the  party  was  deprived  of  due  process  of 
the  law,  that  is,  the  right  of  a party  to  confront  the 
opposing  witness  and  cross  examine  him.  Also,  it 
was  contrary  to  the  traditional  idea  that  the  one  wdio 
decides  must  hear. 

In  an  attempt  to  obtain  disinterested  medical 
opinions,  free  of  legal  objections,  there  is  an  interest- 
ing experiment  going  on  in  New'  York  City  at  the 
present  time  with  regard  to  tort  cases.  Through 
the  generosity  of  the  Eord  iVIotor  Co.  Fund  and  the 
Alfred  P.  Sloane  Foundation  the  sum  of  $40,000  has 
been  made  available  to  pay  for  independent  medical 
examinations  in  personal  injury  cases.  The  program 
will  operate  through  the  nomination  of  a panel  of 
experts  by  the  New^  York  Academy  of  iVledicine. 
These  experts  will  be  selected  from  the  yarious 
branches  of  medicine.  From  this  panel  the  court  will 
make  designations  as  required  of  specially  qualified 
doctors  who  w'ill  make  examinations  of  the  plaintiff 
in  personal  injury  cases,  and  report  as  to  the  nature 
and  extent  of  injury.  The  report  goes  to  the  court 
and  counsel  on  both  sides.  If  the  case  goes  to  trial,  the 
doctor  will  be  subject  to  call  at  the  trial  and,  like  any 
other  witness,  subject  to  cross  examination.  This 
does  not  prevent  the  parties  from  obtaining  their 
ow'n  medical  experts  if  they  so  desire.  However,  the 
hope  behind  this  experiment  of  these  qualified  in- 
dependent examiners  is  that  their  opinion  wall  carry 
so  much  weight  with  the  court  and  jury  that  eventu- 
ally no  attempt  will  be  made  to  refute  their  opinion. 
This  would  end  the  battle  of  the  experts  and  con- 
serve many  court  days.  This  plan  appears  to  have 
great  possibilities  in  regard  to  personal  injuries  in 
tort  cases  but  it  is  doubtful  if  it  could  be  applied  to 
compensation  cases  in  small  communities. 

I have  indicated  some  of  the  procedures  that  have 
been  tried  to  bring  a little  order  out  of  the  diver- 
gence of  medical  testimony  that  occurs  frequently. 
In  a waiy,  the  fact  that  these  steps  have  to  be  taken 
does  not  reflect  credit  on  the  medical  profession.  In 
all  probability  the  system  in  vogue  in  this  State, 
and  in  practically  all  others,  in  settling  compensation 
cases,  namely,  by  informal  civil  suits  presided  over 
by  an  administrative  officer,  w'ill  remain  the  accept- 
ed procedure.  The  medical  witnesses  will  continue 
to  give  their  testimony  and  no  matter  how'  bewilder- 
ing it  is  to  the  administration  officer,  lie  alone  will 
have  to  make  the  decision. 

The  question  naturally  arises,  why  do  we  have  this 
wide  divergence  of  medical  opinion  at  times?  It 
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mi!2ht  l)c  well  to  ;tnal\/c  this  point.  Hrsr  ami  lore- 
most,  a reasonable  biflerence  of  opinion  among  rhe 
members  of  the  metlieal  prolession  o\'er  rhe  years 
has  made  lor  proitress.  1 herelore,  a reasonable  dil- 
ferenee  of  opinion  should  be  considered  legitimare. 

\ dilference  of  opinion  is  nor  limired  to  our  proles- 
sion but  it  IS  usuallv  rhe  basis  ol  mosr  lormal  ci\il 
suirs.  It  is  rare  rhar  even  our  highesr  legal  rribunals 
render  an  unanimous  opinioti.  1 hey  :ire  usually 
ilivideal.  I low  ewer,  when  rhe  medical  resrimony  in  a 
t^ix  en  case  is  so  w idelv  ilivergenr  rhat  ir  is  dilliculr 
ro  reali/e  rhe  meelical  w irnesses  are  ralking  abour 
rhe  same  case,  rhen  somerhing  musr  be  w rong.  1 his 
siruarion  frecpienrly  occitrs  w hen  rhe  coniplainrs  are 
[Hirely  sitb)ecri\’c.  A subjecrix  e contplainr  is  one  made 
by  a [xarienr  of  a condiriotr  perceix  able  onl\’  ro  him 
and  ir  is  nor  alxx  ays  evidenr  ro  rhe  examiner.  Isvalua- 
rion  of  subjecrive  coniplainrs  xx  irh  regard  ro  claims 
for  disabiliry  is  always  difficulr.  Iti  rhis  circumsrancc 
rhe  aitii  of  rhe  examining  ph\xsician  is  fairness  ro  rhe 
injured  person  and  rhe  employer,  lie  musr  make  a 
careful  and  unbiased  examinarion,  which  will  give 
a sound,  fair  appraisal  of  the  coniplainrs. 

Ir  is  conceivable  rhar  an  examining  physician  for 
rhe  defendanr,  w ho,  afrer  a rhorough  examinarion 
linds  no  objecrix  e ex  idence  ro  confirm  rhe  com- 
plainrs,  xxill  reach  rhe  conclusion  rhere  is  norhing 
xvrong  XX  irh  rhe  individual.  On  rhe  orher  hand,  the 
examining  physician  for  the  plainrilf,  w ho,  in  spiire 
of  the  facr  rhere  are  no  real,  objective  findings  to 
verify  the  complaints,  might  be  inclined  to  agree 
with  the  patient.  In  these  itistances  the  (juestion 
becomes  “Do  you,  or  do  you  not  believe  the 
patient?”  riiis  situation  should  tiot  occur.  1 hesc 
cases  present  a challenge  to  the  examinitig  physician. 
I le  should  accept  rhe  challenge  ro  establish  or  dis- 
proxe  rhe  medical  authetiticiry  of  these  subjective 
complaints. 

N KXt.XM'.NT  msAlill.l  I 1 

l*'i'e(]uentl\'  there  is  a xx  ide  tlix  ergence  among 
medical  xx  irnesses  in  estitnaring  permanent  disabil- 
ities. One  reason  is  rhe  fact  that  man\’  members  of 
the  medical  profession  xx  ho  make  estimates  never 
have  read  rhe  chapters  on  compensation  for  partial 
incapacity  in  the  Workmen’s  ( iompensation  Act. 
I he  latest  bulletin  No.  22,  issued  October  1,  195^. 
coxers  this  in  section  1314-B.  Knowledge  of  rhis 
section  docs  not  soix  e all  rhe  problems  but  at  least 
it  XX  ill  serx  e as  a foundation  in  evaluating  disabilities. 

1 his  probably  is  one  held  xx  here  our  oxx  n pro- 


fession has  been  somexx  bar  remiss  in  that  no  organ- 
ized medical  ImhIx  has  nuule  an  artempr  to  standard- 
ize a merhotl  ol  tlisabihtx'  exaluation.  1 he  (jnesrion 
arises  xxhelher  rhis  sramlanlizarion  should  be  done 
on  a state  or  national  lex  el.  I might  point  out  that  a 
conimirree  I rom  the  I x e,  far,  Nose  and  I hroat 
Section  of  rhe  (ionnecricur  Stare  Medical  Society 
has  formulated  a sraiulaixlized  scale  lor  esrimating 
loss  in  x ision  and  it  has  proved  x er\'  satisfactory. 

I he  present  applicable  lirerature  on  rhis  subject 
illustrates  the  need  lor  uniform  standards  in  that 
each  author  presents  his  oxxn  idea  on  hoxx’  to  arrive 
at  a percentage  of  disabiliry.  One  author  takes  into 
consitlcrarion  seven  xariables  in  his  determination, 
f.ach  of  these  variables  is  assigned  a certain  percent- 
age of  the  normal  function,  f ach  x ariablc  is  estimated 
accordingly.  I he  more  variables  there  arc  in  esti- 
mating a disal)ility,  rhe  more  chance  that  dirtcrcitccs 
of  opinion  will  occur  among  doctors.  1 herefore,  the 
simplest  formula  possible  is  to  be  desired.  A system 
based  solely  on  an  anatomical  basis,  xx  hich  of  course 
xx’ould  cover  the  functional  loss,  xx  ould  be  the  most 
practical.  In  the  case  of  joints,  the  loss  of  motion 
could  be  measured  xx  irh  a pi'otractor  against  a normal 
opposite  side  and  a percentage  of  disabilitv  could  be 
given  for  the  degree  of  motion  lost.  1 his  would 
reduce  the  problem  to  a mathematical  one  and  should 
lead  to  UK)rc  uniform  opinions. 

The  part  of  rhe  body  most  difficult  to  evaluate  is 
the  back.  As  far  as  I could  ascertain,  no  State 
ascribes  a definire  value  to  the  back  in  terms  of 
compensation  weeks,  nor  do  any  of  the  authors  I 
have  read  mention  disability  evaluation  of  the  back. 
When  XX  e consider  rhat  in  (ionnecticut  back  injuries 
lead  all  others,  the  necessity  for  something  definite 
on  xx’hich  to  base  an  estimate  of  disabilitv^  becomes 
apparent.  At  rhe  present  time  the  percentage  of  loss 
of  the  back  is  estimated  on  rhe  basis  of  7X0  com- 
pensation weeks.  I bis  represents  rhe  entire  body.  If 
the  statute  assigns  certain  values  to  ai'iiis  and  legs, 
eyes  ami  ears,  rhen  rhere  is  no  reason  \x  h\^  a xailue 
should  not  be  placed  on  rhe  bade.  Repeated  attempts 
have  been  made  in  past  sessions  of  the  State  Legis- 
lature to  introduce  such  a clause  into  the  (Compensa- 
tion Act.  None  of  these  efforts  hax  c succeeded.  If 
a x alue  is  to  be  assigned,  the  area  included  must  be 
specified.  I he  back  might  be  tlefined  as  from  the 
I St  dorsal  vertebra  to  the  cocev  x.  These  limits  bring 
in  rhe  lumbosacral  junction  vx  here  most  of  our  back 
sti'ains  occur,  and  the  coccyx  xx  hich,  as  everyone 
knoxvs,  presents  a rather  vexing  problem  vx  hen  it  is 
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injured.  Tlic  cervical  region  could  he  assigned  a value 
in  conipensarion  weeks  to  cover  discs  and  fractures 
and/ or  dislocations. 

The  authors  who  have  contrihuted  to  the  litera- 
ture on  the  subject  of  disability  evaluations  have 
advanced  carefully  thought  out  methods  for  the 
determination  of  the  percentage  loss.  All  differ  in 
one  ^\•ay  or  another  with  the  result  that  the  final 
percentages  differ.  Some  of  the  procedures  seemed 
unnecessarily  complicated  because  practically  all 
states  have  assigned  values  to  the  various  parts  of 
the  body.  The  Connecticut  law'  assigns  values  dow  n 
to  “more  than  half  a phalanx  or  less  than  half  a 
phalanx.”  These  illustrations  serve  to  point  out  the 
need  for  a uniform,  standardized  procedure  for  dis- 
ability evaluation.  This  could  best  be  done  at  the 
national  level. 

The  Academy  of  Orthopedic  Surgery  has  intro- 
duced instructional  courses  in  disability  evaluation 
in  the  last  two  annual  meetings.  This  is  a step  in  the 
right  direction  and  it  is  to  be  hoped  that  something 
may  come  of  it.  Another  group  that  could  become 
interested  in  this  field  is  the  Committee  on  Trauma 
of  The  American  College  of  Surgeons. 

REHABILITATION 

A very  important  phase  in  the  medical  care  of  an 
injured  workman  is  that  of  rehabilitation.  It  should 
be  the  aim  of  the  medical  profession  to  return  every 
injured  w'orkman  to  full  economic  usefulness,  or 
as  near  to  it  as  is  humanly  possible.  The  first  step 
in  the  rehabilitation  program  starts  at  the  first  visit. 
It  is  an  accepted  fact  that  a poor  initial  result  wall 
rarely  give  a good  end  result.  We  should  make  cer- 
tain that  the  injured  part  receives  the  best  accepted 
treatment  of  the  day.  This  demands  that  we  should 
ask  ourselves,  “Am  I capable  of  treating  this  patient’s 
particular  injury?”  If  the  answ^er  is  no,  the  patient 
should  be  referred  to  one  who  has  had  more  expe- 
rience in  treatment  of  this  injury. 

Another  important  point  in  the  early  rehabilitation 
of  the  patient  is  to  make  no  statement  w hich  w ould 
allow  the  patient  to  believe  his  condition  is  more 
serious  than  it  actually  is.  Many  times  while  taking 
a history  in  chronic  back  cases,  who  have  been  dis- 
abled  a year  or  more,  the  patients  have  told  me  that 
at  the  first  examination  by  their  doctor  they  w^ere 
advised  they  had  wrenched  every  muscle  in  their 
backs.  One  man  leaned  over  my  desk,  brought  his 
clenched  hands  together,  then  twisted  them  around 
I'  as  if  he  were  wringing  out  a wet  tow  el.  This  w'as  to 
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describe  to  me  what  he  had  done  to  his  back.  Other 
patients  have  assured  me  that  their  first  examination 
show^ed  their  backs  w^ere  “all  shot.”  I have  always 
made  it  a point  to  tell  these  patients  that  I doubted 
their  doctors  made  such  statements,  or  that  they  had 
misunderstood  them.  How^ever,  the  patients  insisted 
the  statements  were  made.  Whatever  the  case,  the 
patients  had  convinced  themselves  that  they  were 
ruined  for  life,  thus  setting  up  a mental  barrier  that 
made  rehabilitation  almost  impossible. 

Another  factor  that  predisposes  to  chronicity  in 
back  cases  is  the  substitution  of  heat  instead  of  rest, 
either  bed  rest  or  immobilization  at  the  initial  treat- 
ment. There  is  a good  saying  to  the  eflfect  that  if  a 
part  hurts  you,  put  it  at  rest.  A baking  lamp  does 
not  do  this.  When  an  acute  back,  like  an  acute 
sprained  ankle,  becomes  subacute  or  chronic  because 
of  inadequate  immobilization,  it  is  very  difficult  to 
effect  a cure.  One  week  of  absolute  bed  rest  at  the 
start  in  an  acute  back  case  does  more  good  than  two 
months  of  baking. 

Many  patients  wdio  have  an  acute  back  strain  are 
very  apprehensive  about  their  condition,  more  so 
than  any  other  type  of  industrial  accident.  Sprained 
ankles,  on  the  other  hand,  no  matter  how  painful, 
seldom  are  causes  for  concern.  This  apprehension 
about  back  injuries  goes  back  to  the  days  when  the 
sacro-iliac  strain  was  the  dreaded  back  condition. 
The  lay  people  keep  abreast  of  medical  progress 
with  the  result  that  today  ruptured  discs  have  sup- 
planted sacro-iliac  strains  as  the  most  serious  back 
injury.  If  the  patients  are  not  worried  about  a disc, 
they  are  certain  that  some  bone  is  out  of  place  in 
their  backs.  This  appears  to  be  due  to  the  vogue 
enjoyed  by  manipulative  practitioners. 

After  a thorough  examination  has  been  made  it  is 
advisable  to  spend  a little  time  explaining  to  the 
patient  that  what  has  happened  to  his  back  is  com- 
parable to  a sprain  of  an  ankle,  namely,  that  a 
muscle  or  ligament  has  been  stretched  beyond  its 
normal  limit.  Frequently  such  an  explanation  seems 
to  satisfy  the  patient.  It  is  unnecessary  to  bring  up 
the  question  of  a ruptured  disc,  hypertrophic 
arthritis,  or  an  anomaly  at  the  lumbosacral  junction 
at  the  start  of  the  treatment.  This  wfill  only  serve  to 
confuse  and  worry  the  patient.  This,  of  course,  does 
not  mean  w^e  should  not  be  alert  to  detect  any  com- 
plication or  any  condition  that  might  have  a bearing 
on  the  prognosis  or  treatment. 

Another  important  phase  in  the  rehabilitation  is 
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the  aftercare  in  the  office.  Once  more  the  doctor 
should  ask  himself  if  he  is  prepared  to  give  the 
patient  the  proper  amount  of  time  at  each  visit.  It 
is  not  enough  to  simply  expose  the  part  to  a baking 
lamp  or  diathermy  machine.  1 here  has  been  con- 
siderable criticism  directed  toward  our  profession 
because  of  bills  of  $300  to  $400  rendered  for  baking 
treatments  that  have  not  improved  the  condition 
treated.  If  the  doctor  decides  he  is  not  equipped  to 
give  proper  rehabilitation  care  then  he  should  refer 
the  patient  to  a rehabilitation  clinic.  There  is  one 
very  important  point  to  remember  if  the  patient  is 
to  be  referred  to  a rehabilitation  clinic.  He  must  be 
referred  early  in  the  treatment  and  not  wait  until 
the  disability  is  beyond  repair.  Otherwise,  it  is  not 
fair  to  the  clinic  where  the  patient  has  been  referred. 

Hippocrates  is  supposed  to  have  said  that  the 
desire  for  a cure  on  the  part  of  the  patient  is  half 
the  treatment.  This  is  particularly  true  in  rehabilita- 
tion. Unfortunately  there  exists  a small  minority  of 
injured  workmen  who  are  not  imbued  with  the 
desire  for  a cure,  or  at  least  they  will  not  admit  they 
are  cured.  This  group  remains  small  but  like  the 
concern  for  the  one  lost  sheep  we  forget  about  the 
vast  majority  who  cooperate  so  diligently  to  obtain 
a cure.  This  minority  group  realizes  there  are  certain 
compensation  awards  for  certain  permanent  disabil- 
ities. When  a patient  becomes  legal  minded  it  is 
practically  impossible  to  effect  a cure.  These  patients 
usually  are  troublesome,  not  only  to  the  doctor  but 
also  to  their  attorneys,  because  they  have  exalted 
ideas  about  the  amounts  of  money  they  should 
receive. 

There  are  a few  injured  workmen  who  develop 
a defeatist  attitude  toward  rehabilitation.  They 
reason  that  there  is  no  sense  in  being  rehabilitated 
since  they  will  be  unable  to  resume  their  old  jobs 
and  there  is  no  other  work  for  them.  This  situation 
should  be  remedied.  Granting  that  it  is  rarely  pos- 
sible to  place  a physically  handicapped  person  in 
construction  work,  there  should  be  a place  in  every 
large  factory  for  an  employee  who  has  a physical 
handicap  as  a result  of  an  injury  sustained  at  work 
there. 

Fortunately  injuries  resulting  in  a severe  physical 
handicap  are  uncommon.  Severe  crushing  injuries  to 
the  hand  which  result  in  a large  percentage  of  loss 
are  the  most  common.  Many  factories,  where  the 
accident  occurs,  have  a place  for  the  employee  as 
soon  as  his  wound  has  healed  sufficiently  to  return  to 


^\■ork.  These  same  factories  also  provide  suitable 
temporary  jobs  for  injured  employees  who  may  not 
be  able  to  do  their  regular  work  because  of  an  injury, 
but  can  do  a different  job  during  their  period  of 
temporary  disability.  In  other  factories  it  is  impos- 
sible to  place  an  injured  workman  during  his  period 
of  temporary  disability  although,  as  in  the  aftercare 
of  a fracture,  light  exercise  of  the  part  is  desired. 
The  rule  in  these  factories  seems  to  be  that  the 
patient  cannot  return  to  work  until  he  is  able  to  do 
his  regular  job.  I have  looked  into  this  matter  and 
have  been  told  these  persons  cannot  transfer  to  other 
departments  for  suitable  work  because  of  union 
seniority  rights.  If  this  is  a fact,  then  the  unions 
could  render  a great  service  to  their  members  by 
remedying  this  situation.  Possibly  the  combined 
efforts  of  union  and  management  are  necessary  to 
effect  this. 

After  all  is  said  and  done  on  the  subject  of  re- 
habilitation, one  of  the  very  best  procedures  is  to 
return  the  injured  workman  to  a gainful  occupation 
during  his  convalescent  period.  Daily  work  not  only 
hastens  return  of  function  but  improves  the  patient’s 
morale  because  he  is  not  suffering  the  financial  loss 
that  compensation  payments  of  60  per  cent  of  his 
average  weekly  wage  entails.  As  far  as  the  truly 
physically  handicapped  persons  are  concerned,  if  the 
handicap  occurred  as  the  result  of  an  industrial 
accident,  then  industry  should  have  a place  for  these 
persons.  This  is  not  charity,  it  is  their  just  due.  The 
value  of  the  physically  handicapped  in  industry  is 
being  proved  daily  throughout  the  nation.  They  take 
their  places  as  useful  members  of  the  community  and 
as  such  assume  all  the  obligations  that  good  citizen- 
ship requires. 

To  summarize:  Two  facts  can  be  emphasized: 

I St,  the  medical  profession  under  the  Connecticut  ' 
Workmen’s  Compensation  Act  is  in  no  way  limited  ' 
in  the  professional  care  of  an  injured  workman;  2nd,  ; 
in  spite  of  the  constant  efforts  of  industrial  safety  i 
engineers,  and  the  efforts  of  the  Connecticut  Labor  j: 
Department,  with  its  safety  inspection  and  consult- 
ing  service  and  statistical  department,  showing  how  I 
and  where  accidents  occur,  we  still  have  accidents.  || 
From  these  two  facts  a conclusion  is  obvious.  With  : 
no  restrictions  imposed  on  us  and  with  the  large 
number  of  accidental  injuries,  the  responsibility  is 
ours  to  return  these  injured  workmen  to  full  eco-  jj 
nomic  usefulness,  or  as  near  to  it  as  is  humanly  1 
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Robert  A.  Moore,  m.d.,  St.  Louis 


C F.LF  evaluation  and  self  improvement  have  alw  ays 
^ been,  and  I hope  alw  ays  w ill  he,  an  integral  part 
of  medicine  and  of  the  medical  profession.  We  may 
well  be  proud  of  those  men  who  in  1847  issued  the 
call  for  an  organizing  meeting  of  what  became  the 
American  iMedical  Association  and  stated  in  the  first 
sentence,  “It  is  believed  that  a National  Convention 
would  he  conducive  to  the  elevation  of  the  standard 
of  medical  education  in  the  United  States.”  From 
that  day  the  medical  profession  through  various 
groups  has  concerned  itself  with  improving  medical 
education  and  medical  care  so  that  mankind  might 
benefit.  With  this  viewpoint  medicine  may  qualify 
as  a profession  in  the  fullest  sense  of  Judge  Pound, 
“A  profession  is  an  organized  calling  in  w hich  men 
pursue  a learned  art  and  are  united  in  the  pursuit  of 
it  as  a public  service— no  less  a public  service  be- 
cause they  make  a livelihood  thereby.” 

Specialization  within  the  profession  has  brought 
with  it  problems  and  conflicts.  The  original  group 
to  recognize  some  need  for  self  evaluation  in  the 
specialty  field  w^as  the  ophthalmologists.  On  May 
15,  1917  the  American  Board  for  Ophthalmic  Exam- 
inations w as  incorporated  and  thus  wdiat  is  now  the 
American  Board  of  Ophthalmology  has  been  in  con- 
tinuous service  for  37  years.  In  the  succeeding  16 
years  there  were  only  three  other  groups  w hich  saw^ 
the  advantages  of  self  evaluation— the  otolaryngolo- 
gists in  1924,  the  obstetricians  and  gynecologists  in 
1930,  and  the  dermatologists  and  syphilologists  in 
1932.  The  four  groups  with  representatives  of  the 
medical  schools,  federation  of  state  medical  boards, 
the  Council  of  the  American  Medical  Association, 
the  Hospital  Association,  and  the  National  Board  of 
Medical  Examiners  held  an  organizing  meeting  at 
the  annual  convention  of  the  American  Medical 
Association  in  MiKvaukee  in  1933  of  what  is  now  the 
Advisory  Board  for  Medical  Specialties. 

The  Advisory  Board  is  thus  2 1 years  old  this  year 
and  is  an  adult.  With  individual  human  beings  the 
2ist  birthday  is  an  important  event  and  it  should  be 
also  with  human  institutions.  It  is  a time  w'hcn  full 
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SUMMARY 

The  origin  of  the  Advisory  Board  for  Medical 
Specialists  is  traced.  The  theme  referred  to  in  the  title 
is  that  a specialty  board  is  a voluntary  agency  con- 
cerned with  certification  of  the  competency  of  profes- 
sional health  personnel  in  limited  fields  of  practice. 
Variations  of  this  theme  are  developed:  (1)  a specialty 
board  is  not  an  educational  agency;  (2)  it  is  not  the 
only  agency  concerned  with  maintaining  and  elevating 
standards;  (3)  it  is  not  a standardizing  agency;  (4)  a 
specialty  board  is  not  a guild;  (5)  it  is  not  a licensing 
agency;  (6)  it  is  not  an  agency  concerned  with  the 
economic  status  of  medical  practice;  and  (7)  a specialty 
board  is  not  an  agency  out  of  the  field  of  medicine 
and  out  of  touch  with  the  world. 

If  any  one  has  any  doubts  as  to  the  proper  place  of 
the  specialty  board,  Dr.  Moore’s  exposition  should 
dispel  them. 


responsibility  is  conferred  and  assumed.  The  days  of 
hiding  behind  others  and  shifting  responsibility  to 
others  are  over.  The  adult  must  take  his  place  in 
society  and  give  leadership  to  those  ideas  and  prin- 
ciples for  which  he  stands. 

As  your  president  on  this  21st  birthday,  I have 
chosen  to  speak  not  as  the  father  lecturing  his  son, 
but  as  the  son  admonishing  himself  and  enunciating 
a philosophy.  It  is  also  a farewyll,  as  I have  spent  my 
twelve  years  on  the  Board  of  Pathology  and  hence 
am  not  eligible  for  reelection  under  our  Articles  of 
Incorporation  and  By-Laws.  I have  both  a sense  of 
relief  and  a feeling  of  regret.  The  sense  of  relief 
comes  in  that  I shall  not  have  to  work  18  hours  a 
day  for  six  days  in  two  periods  each  year  and  then 
go  home  to  make  up  the  lost  sleep  and  reaccumulate 
adrenalin.  The  feeling  of  regret  is  dervied  from  many 
sources— the  opportunity  of  close  association  with 
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my  colleagues,  the  opportunity  to  see  young  men 
and  women  come  before  the  board  as  youngsters 
and  then  a few  years  later  hold  responsible  positions 
in  their  professions,  and  the  opportunity  to  play  a 
small  part  in  the  broad  program  of  self  evaluation  to 
benefit  medical  care. 

I have  chosen  as  my  topic  “Variations  on  a 
Theme.”  I am  not  a musician;  in  fact,  I am  tone 
deaf.  But  what  I wish  to  discuss  with  you  is  anala- 
gous  to  the  musical  concept  of  variations  on  a theme. 
The  theme  is  that  a specialty  board  is  a voluntary 
agency  concerned  with  certification  of  the  compe- 
tency of  professional  health  personnel  in  limited 
fields  of  practice.  Let  me  read  that  again  because  the 
remainder  of  my  remarks  are  just  variations  on  this 
theme.  A specialty  board  is  a voluntary  agency  con- 
cerned \\’ith  certification  of  the  competency  of  pro- 
fessional health  personnel  in  limited  fields  of  prac- 
tice. The  essential  points  or  full  notes  of  the  theme 
are  “a  voluntary  agency,”  “certification  of  compe- 
tency,” “professional  health  personnel,”  and  “limited 
fields  of  practice.” 

The  first  variation  on  the  theme  is  that  a specialty 
board  is  not  an  educational  agency.  Most  boards  ac- 
knowledge this  and  so  state  specifically  in  their 
booklets.  The  usual  statement  is;  “The  Board  is  in 
no  sense  an  educational  institution  and  the  certifi- 
cates of  the  Board  are  not  to  be  considered  degrees.” 
Yet,  one  Board  has  this  statement:  “To  encourage 
improvement  of  educational  facilities  and  clinical 
training  in  Xology  at  undergraduate  and  graduate 
levels  in  medical  schools  and  hospitals.”  To  make 
sure  you  heard  six  words  in  that  quotation  let  me 
repeat  them  together:  “At  undergraduate  levels  in 
medical  schools.”  It  is  true  that  the  introductory 
three  words  are  mild— “To  encourage  improvement” 
—but  just  the  same  here  is  an  outside  pressure  group 
in  a specialty  attempting  to  influence  undergraduate 
medical  education.  Let  us  not  forget  that  we  were 
and  are  physicians  before  we  were  specialists.  One 
of  the  fundamental  defects  of  medical  education 
today  is  the  teaching  of  more  and  more  specialties 
and  less  and  less  medicine.  We,  of  all  people,  should 
know  that  a special  superstructure  must  rest  on  a 
firm  broad  foundation.  We  must  support  the  prin- 
ciples recently  formulated  by  the  Association  of 
American  Aledical  Colleges. 

Undergraduate  medical  education  must  provide  a 
solid  foundation  for  the  future  physicians’  develop- 
ment. It  should  not  aim  at  presenting  the  complete 
detailed  systematic  body  of  knowledge  concerning 


each  and  every  medical  and  related  discipline. 
Rather,  it  must  provide  the  setting  in  which  the 
student  can  learn  fundamental  principles  applicable 
to  the  whole  body  of  medical  knowledge,  establish 
habits  of  reasoned  and  critical  judgment  of  evidence 
and  experience,  and  develop  an  ability  to  use  these 
principles  and  judgments  in  solving  problems  of 
health  and  disease. 

Thus,  as  the  kettledrums  roll  for  the  end  of  the 
first  variation,  I say  let  the  specialty  boards  stay  out 
of  the  field  of  undergraduate  medical  education 
entirely  and  completely.  It  is  not  a proper  location 
of  operation  for  those  concerned  with  and  interested 
in  specialties. 

The  second  variation  on  the  theme  is  that  a special- 
ty board  is  not  the  only  agency  which  is  concerned 
with  maintaining  and  elevating  standards.  There  are 
many  other  groups  which  are  vitally  interested  and 
I venture  to  say  may  know  more  about  “maintaining 
and  elevating  standards”  than  do  the  trustees  of  the 
specialty  boards.  I would  be  the  first  to  defend  the 
thesis  that  a specialty  board  must  be  an  independent 
agency  and  not  be  forced  to  respond  to  every  pres- 
sure brought  to  bear  on  it  from  minority  groups. 

We  thus  have  the  possibility  of  two  evils— too  little 
and  too  much. 

On  the  category  of  too  much  I would  place  this 
statement  of  one  Board.  A certificate  may  be  re- 
voked if  the  diplomate  is  guilty  of  violation  of  the 
standards  of  ethical  practice  and  “the  expulsion  from  i 
or  suspension  from  the  rights  and  privileges  of  mem- 
bership in  the  American  Aledical  Association  or  any 
state  or  county  medical  society  affiliated  therewith, 
any  recognized  Canadian  Society,  the  American 
Association  of  Xology,  the  American  Xological 
Society  shall  be  conclusive  evidence  of  the  violation 
of  such  standards  of  ethical  practice  of  medicine.” 

In  my  book  the  American  Medical  Association  and 
national  societies  should  be  and  have  been  a force 
for  good  and  should  be  supported.  But  I fail  to  see 
how  competency  to  practice  a specialty  of  medicine 
is  influenced  one  whit  by  these  memberships  unless  a 
we  assume  they  are  the  only  source  of  continuation  r 
education  and  they  are  not.  Again,  I have  every  “ 
regard  for  Boards  of  Censors  and  Judicial  Councils, 
but  in  my  concept  of  democracy  action  by  a self 
constituted  group  is  not  final.  There  must  always  be 
the  right  of  appeal.  I much  prefer  the  procedure  of 
another  Board  which  provides  for  possible  revoca- 
tion of  the  certificate  “if  the  physician  so  certified 
shall  violate  the  standards  of  ethical  practice  of 
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medicine  or  shall  have  been  convicted  by  a court  of 
competent  jurisdiction  of  a felony  or  of  any  mis- 
demeanor in\  ()l\  ing,  in  the  opinion  of  the  Board  of 
Directors,  moral  turpitude  in  connection  with  his 
practice  of  medicine.” 

On  the  score  of  too  little  let  us  not  forget  the 
admonition  of  Arthur  Dean  Bevan  in  his  first  chair- 
man’s address  of  the  Council  on  Medical  Education 
in  1905:  “The  conclusion  was  reached  that  the  most 
effective  work  could  be  done  by  this  Council  not 
independently  but  by  cooperating  with  other  agen- 
cies which  y ere  interested  in  and  working  for  the 
elevation  of  standards  of  medical  education.”  For 
the  moment,  and  the  moment  only,  I will  acknowl- 
edge that  the  type  and  (|uality  of  graduate  medical 
education  is  of  some  concern  to  the  specialty  board. 
One  Board  expresses  this  as  “To  act  as  advisers  to 
prospective  students  in  Xology.”  Another  states 
“The  American  Board  of  Xology  shall  encourage 
the  establishment  of  appropriate  educational  and 
training  standards  and  shall  determine  that  candi- 
dates for  certification  receive  adequate  preparation.” 
Still  another  has  as  a chief  function  of  the  Board:  “To 
consider  and  advise  as  to  any  course  of  study  and 
technical  training,  and  to  diffuse  any  information 
calculated  to  promote  and  ensure  the  fitness  of  per- 
sons desirous  of  qualifying  for  a certificate  of  quali- 
fication to  be  issued  thereby.” 

Strains  of  the  first  theme  are  now  intermingled 
with  those  of  the  second.  All  three  of  these  state- 
ments indicate  a possible  concern  with  the  details 
of  the  graduate  training.  If  we  approve  certain  insti- 
tutions and  individuals  to  provide  training,  and  I 
suppose  we  must  do  this  if  for  nothing  more  than 
information,  let  us  not  then  second  guess  the  man 
who  is  responsible  for  the  training.  For  example,  do 
not  provide  that  the  practical  examination  may  in- 
clude a separate  visit  to  the  institution  where  train- 
ing was  secured,  and  “inspection  of  clinical  records, 
reports  of  departmental  activities,  library  facilities, 
available  apparatus,  etc.”  If  these  were  not  satisfac- 
tory the  residency  should  never  have  been  approved. 

As  the  violas  carry  the  first  variation  and  the 
cellos  repeat  the  second  variation  the  trumpet  comes 
forth  with  the  third  variation— that  a specialty  board 
is  not  a standardizing  agency.  One  Board  expresses 
this  well:  “The  Board  assumes  the  responsibility  for 
determining  the  standards  of  knowledge  to  be  ac- 
quired, but  upon  the  candidate  rests  the  responsibil- 
ity of  acquiring  the  knowledge  to  fulfill  these 


standards.”  Fet  us  not  forget  that  in  all  education, 
including  graduate  medical  education,  learning  is 
more  important  than  teaching. 

On  the  other  hand,  another  Board  states:  “The 
Board  is  attempting  to  increase  and  to  standardize 
the  facilities  for  Xologic  training  in  teaching  insti- 
tutions.” I was  more  than  a little  shocked  to  find  that 
my  own  Board  of  Pathology  states  “Its  chief  aim, 
as  stated  above,  is  to  standardize  the  qualifications 
for  the  specialty  of  pathology  . . .”  There  is  a 

difference  between  standardization  and  minimal 
standards  and  the  two  should  not  be  confused. 

In  many  things  in  the  last  decade,  especially  in 
medical  research,  the  glamour  of  the  project  or  the 
system  has  put  the  man  into  the  shadow.  Progress 
will  end  when  a group  of  men,  no  matter  how  wise 
they  may  be,  force  all  other  men  into  a groove  of 
standardization.  We  will  really  be  in  a rut  then— the 
rut  of  status  quo. 

Now  with  every  instrument  playing  and  repeating 
in  full  volume— let  us  emphasize  the  brain  of  man 
even  if  we  have  to  discard  entirely  the  system.  Let 
us  have  more  of  the  policy  of  one  Board:  “In  excep- 
tional circumstances,  certain  candidates  who  cannot 
meet  all  the  above  requirements  may  be  accepted  for 
examination,  upon  recommendation  of  the  Creden- 
tials Committee,  substantiated  by  action  of  the 
Board;”  or  of  another  Board:  “In  specific  instances 
the  Board  may  waive  any  part  of  these  requirements 
with  the  exception  of  the  item  of  personal  appear- 
ance.” When  I first  read  this  I got  the  same  shock 
that  perhaps  some  of  you  did.  Well,  here  it  really  is. 
Competence  is  related  to  personal  appearance— shoes 
shined,  trousers  pressed,  ears  washed.  But  rereading 
showed  it  was  that  the  person  is  to  come  before  the 
Board.  Only  one  Board  provides  that  the  diplomate 
whose  certificate  is  in  question  may  appear  before 
the  Board,  a fundamental  part  of  democracy  for 
which  our  forefathers  fought. 

Let  us  change  just  one  note  in  this  variation  and 
thus  bring  up  a musical  picture  of  what  is  the  funda- 
mental reason  for  education  and  training.  No  one 
will  disagree  that  the  ultimate  objective  of  educa- 
tion and  training  is  the  improvement  of  our  society 
and  the  development  of  men  and  w'omen  better  able 
to  serve  society.  Yet,  there  has  grown  up  in  our 
educational  system  the  idea  that  I must  do  this  or 
that  or  I must  learn  this  or  that  to  satisfy  someone 
else  or  some  group  or  to  pass  an  examination.  Mow 
many  times  have  you  been  told  when  you  asked  a 
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young  man  why  he  wanted  a residency,  “In  order 
to  qualify  for  the  Board.”  Only  rarely  do  we  hear, 
“In  order  to  improve  my  knowledge  of  medicine.” 
Graduate  medical  education  and  the  specialty  boards 
are  not  the  sole  offenders  here,  but  each  segment  of 
education  should  do  everything  it  can  to  change  this 
attitude  and  philosophy  of  “why  secure  an  educa- 
tion.” 

Again  let  us  change  another  note  in  this  third 
variation  to  explore  further  the  man  and  not  his 
origin.  The  postwar  years  have  brought  to  this  coun- 
try many  men  and  women  who  had  their  education 
and  training  in  other  lands.  There  are  two  aspects  of 
this  problem,  which  can  be  summarized  in  one  sen- 
tence. America,  for  its  own  welfare,  must  remain  a 
land  of  opportunity;  but  the  quality  of  medical  care 
must  be  maintained  or  even  elevated.  The  quality  of 
medical  care  is  the  sum  total  of  the  individuals  who 
are  rendering  it.  Thus  again  we  return  to  the  man. 
Why  not  approach  this  problem  as  one  Board:  “A 
candidate  trained  in  a foreign  country  must  be  able 
to  give  proof  of  medical  and  graduate  training  com- 
parable to  the  requirements  of  the  Board.”  Yet  this 
same  Board  requires  that  a candidate  be  a full  citi- 
zen for  three  years  before  admission  to  examination. 
We  must  remember  that  we  of  the  specialty  boards 
are  passing  on  physicians  who  already  have  the  right 
to  practice  medicine  granted  by  a legally  constituted 
state  governmental  agency.  What  then  does  citizen- 
ship for  three  years  have  to  do  with  competency. 
State  boards  quite  properly  require  citizenship  for  a 
license. 

I hope  the  day  will  come  when  there  will  be  no 
requirements  for  admittance  to  a board  examination 
except  good  character,  graduation  from  medical 
school,  a license  to  practice  medicine,  and  belief  by 
the  candidate  that  he  knows  enough.  And  that  the 
examination  will  become  a welcome  challenge  to  the 
examinee  and  not  an  expression  of  the  sadism  of  the 
examiner.  To  attain  this  objective  of  the  examination 
we  must  give  increasing  attention  to  improving  our 
examination  procedures  and  not  go  on  year  after 
year  with  outmoded  techniques. 

Before  leaving  this  theme  may  I have  all  the  in- 
struments in  crescendo  repeat  it  again— let  us  empha- 
size the  intellectual  capacity  of  the  man  even  if  we 
must  discard  entirely  the  system.  America  and 
American  medicine  have  grown  and  prospered  by 
the  originality  and  ability  of  men,  not  by  standardi- 
zation. 


And  now  the  strong  notes  of  the  bassoon  enunciate 
the  fourth  variation  of  the  theme— that  a specialty 
board  is  not  a guild.  One  Board  openly  disclaims  the 
guild  idea  with  this  statement:  “This  Board  has  been 
organized,  not  to  prevent  qualified  Xologists  from 
obtaining  certificates,  but  to  assist  them  in  becoming 
recognized  in  their  communities  as  men  competent 
to  practice  in  the  special  field  of  Xology.”  Several 
other  boards  even  go  further;  one  expresses  the 
idea  as  follows:  “The  major  object  of  the  Board  is 
to  pass  judgment  on  the  competence  of  Xologists 
who  desire  certification— not  to  determine  who  shall 
or  shall  not  practice  Xology  as  a specialty.”  In  con- 
trast, another  Board  states  that  a function  is:  “To 
establish  criteria  of  fitness  to  be  designated  a special- 
ist in  the  practice  of  Xology.”  Less  bold  but  also 
broad  is  another  Board.  “The  Board  has  been  estab- 
lished primarily  to  determine  the  competence  of 
physicians  who  specialize  in  Xology.” 

Several  Boards  repeat  and  expand  this  variation  of 
the  theme  more  exhaustively.  Typical  is  this  state- 
ment: “The  American  Board  of  Xology  is  not  con- 
cerned with  any  mechanism  which  gains  special 
privilege  or  specific  recognition  for  those  physicians 
who  have  been  certified  in  Xology.  It  has  never 
been  the  intent  of  the  Board  to  define  requirements 
for  membership  on  the  staffs  of  hospitals.”  Another 
Board  goes  on  to  say:  “The  Board  specifically  dis- 
claims interest  in  or  recognition  of  differential 
emoluments  that  may  be  based  on  certification.” 

On  the  other  hand,  it  is  clearly  stated  by  several 
Boards,  of  which  I cite  one,  that  diplomates  are 
given  a special  mark  in  the  American  Aledical  Direc- 
tory, but  the  Board  “does  not  give  such  special 
recognition  to  Diplomates  who  are  not  members  of 
the  American  Medical  Association.” 

Even  a more  powerful  instrument,  say  the  tuba, 
now  sets  the  fifth  variation  on  the  theme— that  a 
specialty  board  is  not  a licensing  agency.  Many 
boards  frankly  disclaim  this  function.  One  Board 
puts  it  plainly:  “The  certificate  does  not  confer  on 
any  person  legal  qualifications,  privileges,  or  license 
to  practice  medicine  or  the  specialty  of  Xology.  The 
Board  does  not  purport  in  any  way  to  interfere  with 
or  limit  the  professional  activities  of  any  licensed 
physician.” 

Yet  another  Board  gives  as  one  of  its  functions: 
“To  protect  the  public  against  irresponsible  and 
unqualified  practitioners.”  This  might  be  interpreted 
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as  just  theoretical  but  a folloMing  function  puts 
teeth  into  it:  “To  do  all  things  necessary  or  inci- 
dental to  the  foregoing  specified  purposes.” 

A minor  deviation  of  this  theme  relates  to  the 
continuing  responsibility  of  the  Board  for  the  com- 
petence of  its  diplomates.  One  Board  provides  that  a 
certificate  may  be  revoked  if  “the  physician  so 
certified  shall  at  any  time  have  neglected  to  main- 
tain the  degree  of  competency  in  the  practice  of 
Xology  as  set  up  by  the  Board  and  shall  refuse  to 
submit  to  reexamination  by  the  Board.”  I seriously 
doubt  that  Boards  can  enter  into  policing  the  prac- 
tice of  their  specialty,  which  is  after  all  only  a part 
of  the  practice  of  medicine.  The  state  boards  of 
medical  examiners  were  established  to  protect  the 
public  in  malpractice  and  dyspractice. 

The  sixth  variation  on  the  theme  comes  forth 
when  a plaintive  note  from  a woodwind— that  a 
specialty  board  is  not  an  agency  concerned  with  the 
economic  status  of  medical  practice.  No  Board  pub- 
lishes this  fact  but  let  us  face  up  to  the  truth  that 
some,  at  least  discussions  of  eligibility  and  revoca- 
tion of  certificates  in  the  last  few  years,  have  re- 
volved about  economics.  Unless  some  action  is  clear- 
ly unethical  by  general  definition,  it  has  no  relation 
to  competency.  We  can  not  separately  set  up  criteria 
for  the  ethical  practice  of  medicine  and  the  ethical 
practice  of  a specialty  of  medicine;  it  is  all  the  prac- 
tice of  medicine  and  control  of  practice  is  not  a 
proper  function  of  a specialty  board. 

The  seventh  and  final  variation  on  the  theme  is— 
that  a specialty  board  is  not  an  agency  out  of  the 
field  of  medicine  and  out  of  touch  with  the  world. 
So  far  as  I can  learn  only  one  Board  openly  espouses 
this  idea  in  stating  its  purposes:  “The  purpose  is 
advancing,  elevating,  and  developing  the  practice  of 
medicine  in  the  United  States  of  America  and  else- 


w'here  by  encouraging,  teaching,  and  elevating  that 
branch  of  medical  practice  which  deals  with 
Xolo  gy.”  Each  person  is  first,  a human  being  living 
in  a changing  world;  second,  he  is  a physician;  and 
third,  he  is  a specialist.  At  least  one  Board  recognizes 
this  in  a published  statement:  “Properly  qualified 
candidates  ^\'ho  are  permanent  residents  in  and  citi- 
zens of  other  countries  and  are  legally  qualified  to 
practice  medicine  there,  and  who  have  received  their 
training  in  Xology  in  the  United  States  or  Canada 
may  apply  for  certification.” 

A good  composition  of  variations  on  a theme  at 
some  time  returns  to  the  principal  theme.  To  close 
my  composition  I do  so— that  a specialty  board  is  a 
voluntary  agency  concerned  with  certification  of 
competency  of  professional  health  personnel  in 
limited  fields  of  practice.  One  of  the  major  obliga- 
tions of  a voluntary  agency  is  leadership. 

In  my  opinion  the  specialty  boards  have  made  a 
real  contribution  to  the  improvement  of  medical 
practice  in  the  United  States.  They  can  make  even 
a greater  contribution.  But,  as  I have  played  the 
variations  this  morning,  there  have  been  discordant 
notes  certainly  from  the  French  horn  and  also  from 
even  more  reliable  instruments.  As  these  discordant 
notes  have  been  played  in  the  last  few  years,  others, 
both  friends  and  opponents,  have  in  typical  Viennese 
fashion  shufiied  their  feet. 

The  conductor  of  this  orchestra  is  the  Advisory 
Board  for  Aledical  Specialties  which  is  2 1 years  old 
and  an  adult.  A good  and  able  conductor,  especially 
one  of  legal  age,  can  eliminate  discordant  notes  and 
can  bring  balance  and  harmony  into  a composition 
which  fits  into  the  thinking  of  the  people  and  from 
which  everyone  derives  satisfaction  and  benefit.  I 
urge  the  Advisory  Board  to  seize  the  conductor’s 
baton  and  lead. 
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1 his  prcscnrarion  concerns  our  work  on  the 
coronary  artery  problem.  It  is  hascai  upon  4,000  to 
5,000  experimental  operations  on  (.logs,  it  is  also  based 
upon  operations  on  k;:  human  patients  with  coro- 
nary artery  disease.  I he  direct  approach  to  the 
coronary  arteries  and  \eins  was  used  in  this  work. 

I bis  dii'cct  approach  is  emphasi/ed  because  it  yield- 
ed information  that  could  not  he  obtained  h\’  any 
other  method.  \^arious  experimental  procerlures 
w ere  carried  out  on  the  heart  and  the  results  of  these 
were  ohseiwed.  In  order  to  accept  the  results  of  the 
ex[K“riments  it  was  necessary  for  us  to  change  any 
preconceix  ed  ideas  that  stood  in  the  \va\'  of  accept- 
ance. In  other  words,  it  was  necessaiA'  for  us  to 
change  our  attitude  in  accordance  w ith  the  ohscrya- 
tions.  Our  attitude  towards  coronary  artery  occlu- 
sion, therefore,  is  hasetl  upon  tacts  that  were  estab- 
lished l)y  experiment. 

MKI  HOnS  OF  STUDY 

Two  methods  of  study  w ere  used: 

( 1 ) (Coronary  Artery-1  agation-Alortality-Infarct 
Method. 

This  method  was  used  early  and  extensively  in 
our  x\  ork.  It  was  evolved  in  (uir  laboratory.  It  con- 
sists in  placing  a ligature  around  a major  coronary 
artery  in  order  to  produce  total  coronary  occlusion. 

I he  artery  useil  w as  either  the  descending  ramus  or 
the  circumflex  ramus  of  the  left  coronary  artery  or 
the  right  coronary  artery.  As  soon  as  the  ligature  is 
rieal  two  statistical  studies  are  carried  out.  One  con- 
cerns mortality  and  the  other  concerns  the  size  of 
the  infarct  in  those  dogs  that  li\e  long  enough  to 
develop  an  infarct.  Statistical  stiulies  arc  obtained 
on  mortality  and  size  of  infarct  in  normal  control 
dogs  using  the  same  test  artery.  Similar  studies  are 
obtained  in  dogs  in  which  a procedure  under  in- 
x estigation  was  applictl  to  the  heart  at  some  previous 
time.  The  interval  f)f  rime  between  the  procedure 


I Ik'  Author.  I'rojcss/jr  oj  (.'.ardiovasciilar  Surgery, 
Westen/  Reserve  University  and  tl:e  University 
I / ospitals,  Cleveland 


SUMMARY 

The  coronary  artery  problem  has  been  under  investi- 
gation by  Beck  and  his  associates  for  the  past  25  years. 
Several  important  facts  have  been  established  by  this 
investigation.  It  has  been  shown  beyond  any  doubt 
that  operative  methods  can  aid  a crippled  coronary 
circulation.  It  has  been  showm  that  by  supplying  a 
small  amount  of  blood  to  an  ischemic  area  of  myo- 
cardium the  mortality  was  reduced  after  a major  test 
artery  was  ligated.  This  small  quantity  of  blood  also 
preserved  the  viability  of  the  heart  muscle.  These  facts 
have  been  applied  to  human  patients.  The  transfer 
from  the  laboratory  to  the  patient  has  been  made  in  an 
orderly  and  scientific  fashion.  The  results  obtained  on 
patients  support  the  laboratory  studies.  About  four  out 
of  five  patients  get  a good  or  excellent  result  following 
operation.  Operation  cannot  stop  the  occlusive  disease 
in  the  arteries  nor  can  it  undo  degenerative  changes  in 
the  muscle.  Operation  can  aid  the  heart  to  withstand 
the  next  occlusion.  It  can  relieve  symptoms  and  it  can 
restore  vigor  and  energy  to  the  patient. 


under  investigation  and  the  ligation  of  the  test  artery 
is  determined  by  the  experimenter.  I'he  dogs  are 
kept  several  months  in  oi'der  to  obtain  both  early 
and  late  mortality,  d he  size  of  the  infarct  w as  deter- 
minexl  b\-  making  cross  sections  of  the  heart  at 
\ arious  levels  and  obserx  ing  and  measuring  the  size 
of  the  infarct.  It  xxas  readily  possible  to  determine 
XX  hether  the  infarct  xx  as  grosslv'  absent,  small, 
medium,  or  large. 

This  test  gaxe  us  important  information.  Moxx- 
exer,  it  must  be  carried  out  pi'operlxg  otherxx  ise  it 
XX  ill  haxx'  little  or  no  x alue.  A number  of  xairiables 
are  pi'esent  in  this  test.  One  variable  is  based  upon 
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certain  differences  in  the  coronary  circulation  itself 
in  normal  do«'S.  The  communications  between  one 
coronarv  artery  and  another  are  variable.  In  order  to 
take  care  of  this  factor  it  is  necessary  to  apply  the 
test  to  a sufficiently  large  number  of  dogs.  There  are 
other  variables  in  the  test.  These  arc  as  follows:  the 
general  health  of  the  dog,  the  absence  of  distemper 
and  other  diseases,  the  nutritional  condition  of  the 
dog,  the  size  of  the  dog,  the  anesthesia,  the  surgical 
technique,  the  placement  of  the  ligature  in  refer- 
ence to  any  branches  that  might  be  missed  coming 
off'  the  artery  ligated,  the  completeness  of  the  occlu- 
sion, postoperative  care,  etc.  These  variables  must 
be  taken  care  of  in  the  best  possible  manner. 

(2)  Alautz-Gregg  Backflow'  Method. 

This  method  is  carried  out  as  follows;  The  cir- 
cumflex ramus  of  the  left  coronary  artery  is  dis- 
sected out.  This  artery  is  ligated  proximally.  The 
artery  is  cut  distal  to  the  ligature  and  measurements 
are  made  on  the  backflow  from  this  severed  artery. 
The  amount  of  backflow'  is  measured  as  is  also  the 
oxygen  content  of  the  blood.  This  method  of  study 
has  yielded  important  information  and  has  been 
used  extensively  by  my  associates,  Richard  Eckstein 
and  David  S.  Leighninger. 

COMXrENT  ON  THE  CORONARY  CIRCULATION— ITS 
VULNERABILITY 

The  coronary  arteries  carry  more  blood  to  the 
heart  than  is  necessary  for  normal  function.  The 
correctness  of  this  statement  is  indicated  by  the 
severe  reductions  in  the  lumina  of  the  coronary 
vessels  as  sometimes  found  at  autopsy  examination. 
In  some  of  these  specimens  the  lumen  of  the  arteries 
is  greatly  reduced  or  completely  occluded.  These 
reductions  may  be  so  severe  that  one  wonders  how 
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the  heart  received  enough  blood  to  keep  on  beating 
as  it  did  up  to  the  time  of  death.  Experimentally 
Richard  Hahn  and  I w'ere  able  to  produce  severe 
occlusions  of  the  coronary  arteries  in  dogs.  Indeed 
w e were  able  to  occlude  all  coronary  arteries  except 
the  septal  artery.  We  were  also  able  to  occlude  all 
coronary  arteries  including  the  septal  artery  with 
the  exception  of  a lumen  of  i.o  to  1.5  mm.  in  the 
circumflex  artery.  These  dogs  were  strong  and  active 
after  these  occlusions  were  produced.  The  heart  beat 
can  be  maintained  in  the  presence  of  severe  and 
extensive  coronary  artery  occlusion.  I cannot  give 
any  figures  in  terms  of  bloodflow  to  indicate  how' 
much  the  inflow'  can  be  reduced  and  still  maintain 
the  heart  beat  but  I estimate  that  the  inflow'  can  be 


reduced  by  as  much  as  90  per  cent  of  the  total 
normal  inflow.  To  accomplish  this  the  occlusions 
must  be  carried  out  in  stages  and  no  one  occlusion 
can  be  too  abrupt.  In  order  to  accomplish  this  it  is 
also  necessary  that  the  coronary  arteries  communi- 
cate one  with  another  by  intercoronary  channels  so 
that  the  danger  of  unequal  distribution  is  avoided. 

In  many  human  patients  the  occlusive  process  in 
the  arteries  is  brought  to  a halt  by  death  before  the 
occlusion  becomes  complete  or  extensive.  Thus 
Yater  found  that  the  specimens  in  one-third  of  all 
victims  of  coronary  artery  disease  show^ed  no  myo- 
cardial infarcts,  either  old  or  recent.  The  coronary 
artery  system  has  an  Achilles’  heel.  This  vulnerable 
aspect  of  the  coronary  circulation  is  brought  about 
by  an  ischemic  area  in  the  heart  muscle.  An  ischemic 
area  may  destroy  the  coordinated  mechanism  of  the 
heart  beat  and  replace  it  by  ventricular  fibrillation 
or  asystole. 

I applied  the  term  “trigger  mechanism”  to  this 
type  of  death.  In  this  condition  the  cause  of  death 
is  not  due  to  a severe  reduction  in  total  inflow  but 
rather  to  an  uneven  distribution  of  the  blood  that 
enters  the  coronary  arteries. 

MUSCLE  DEATH  VERSUS  MECHANISM  DEATH 

These  terms  were  introduced  by  my  associate, 
Herman  Hellerstein.  They  are  self  explanatory. 
Mechanism  death  is  one  in  which  the  mechanism  is 
destroyed.  The  normal  coordinated  mechanism  is 
replaced  by  ventricular  fibrillation  or  ventricular 
asystole.  The  heart  is  capable  of  continued  function. 
In  some  instances  the  muscle  is  not  severely  damaged 
and  it  may  be  normal.  The  arteries  may  not  be 
extensively  occluded  and  they  may  be  normal  or 
almost  normal.  In  other  instances  the  arteries  are 
occluded  and  one  or  more  infarcts  may  be  present 
but  the  heart  is  not  severely  damaged  and  is  capable 
of  continued  function.  These  people  die  at  any  time 
and  under  a large  variety  of  circumstances.  Death 
may  occur  at  rest,  after  a meal,  shoveling  snow, 
w atching  an  athletic  contest,  etc.  These  deaths  offer 
a challenge  to  the  medical  profession.  In  my  opinion 
this  is  an  important  problem  in  medicine.  It  is  im- 
portant because  it  kills  a large  segment  of  our  popu- 
lation each  year.  It  is  important  because,  in  my 
opinion,  something  helpful  can  be  done  to  prevent 
it.  Experimentally  the  heart  can  be  protected  against 
mechanism  death.  We  have  shown  this  to  be  a fact. 
It  will  be  necessary  to  accept  this  fact  and  after  it  is 
accepted  it  w ill  be  reasonable  to  consider  application 
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tliereof  to  human  beings.  Several  steps  are  necessary 
for  this  new  era  in  coronary  artery  disease  to  evolve. 
First,  the  problem  needs  definition.  It  should  he 
recognized  that  we  are  dealing  with  a type  of  death 
which  occurs  about  as  frecjiiently  as  did  death  from 
pneumonia  before  the  advent  of  sulfa  drugs  and  the 
antibiotics.  We  must  recognize  that  death  occurs  in 
people  whose  hearts  are  capable  of  continued  func- 
tion. These  deaths  are  similar  to  those  that  occur  in 
the  operating  room  and  surgeons  are  learning  to 
resuscitate  these  patients  with  good  hearts.  Courses 
in  resuscitation  are  being  set  up  in  some  medical 
centers.  These  mechanism  deaths  make  me  think  of 
the  act  of  turnino-  off  the  ignition  switch  in  a motor 
car  and  throwing  away  the  key.  If  the  reader  accepts 
the  fact  that  mechanism  death  can  be  prevented  in 
the  experimental  laboratory,  then  the  next  reason- 
able step  is  to  iipply  this  protection  to  those  people 
who  need  this  protection. 

WHAT  SURGICAL  METHOUS  CANNOT  ACCOMPLISH,  AND 
WHAT  SURGICAL  METHODS  CAN  ACCOMPLISH 

In  order  to  understand  what  can  be  accomplished 
by  surgical  operation  it  is  important  to  understand 
what  cannot  be  accomplished  by  operation.  It  is 
scarcely  necessary  to  state  that  surgical  operation 
cannot  stop  the  occlusive  process  of  the  coronary 
arteries.  It  is  also  scarcely  necessary  to  state  that 
surgical  operation  cannot  restore  the  degenerated 
myocardium.  Surgical  operation  cannot  give  the 
heart  a new  system  of  coronary  arteries.  What  it 
can  do,  however,  is  to  supply  a crutch  to  a crippled 
coronary  circulation.  It  can  provide  a small  amount 
of  blood  (6  to  8 cc.  per  minute)  to  an  ischemic  area 
of  heart  muscle.  This  blood  reduces  mortality  and 
helps  to  preserve  the  viability  of  heart  muscle  after 
a major  coronary  artery  is  ligated. 

METHODS  BY  WHICH  THE  BLOOD  SUPPLY  TO  THE 
HEART  CAN  BE  IMPROVED 

There  are  tw  o methods  for  improving  the  blood 
supply  to  the  heart.  One  of  these  is  by  the  produc- 
tion of  a more  uniform  distribution  of  the  blood 
that  goes  through  the  coronary  arteries.  An  English 
surgeon,  iVlr.  Michael  Wilson,  who  spent  the  past 
year  in  our  experimental  laboratory,  stated  it  well 
when  he  said  it  is  a matter  of  “rationing  the  blood 
in  short  supply.”  This  can  be  accomplished  by  sur- 
gical operation.  The  other  method  for  improving  the 
circulation  is  by  the  addition  of  blood  to  the  myo- 
cardium. We  studied  two  methods  for  additional 
blood.  One  consisted  in  placing  grafts  upon  the  heart 


in  the  expectation  that  blood  would  flow  across 
from  the  graft  to  the  heart.  We  used  various  grafts, 
as  follows;  parietal  pericardium,  mediastinal  fat, 
internal  mammary  artery  with  substernal  muscle, 
lung,  chest  wall,  skin,  omentum,  spleen,  and  bowel. 
We  have  had  a certain  amount  of  success  with  these 
methods.  We  have  specimens  in  which  anatomical 
communications  are  present  between  graft  and  heart 
but  we  have  no  flow  measurements.  We  expect  to 
make  pedicle  grafts  which  can  be  clamped  off  and 
then  opened  up  so  that  measurements  can  be  made  by 
the  Mautz-Gregg  method  of  backflow.  Measured  by 
the  coronary  artery  ligation-mortality-infarct  meth- 
od these  grafts  are  beneficial.  However,  in  these 
experiments  the  protection  due  to  intercoronary 
flow  was  not  separated  from  any  possible  flow  from 
the  grafts.  Almost  any  operative  procedure  on  the 
heart  produces  some  intercoronary  communications. 
Leighninger  and  Eckstein  have  shown  that  sham 
operations  produce  intercoronary  channels  and  that 
these  carry  enough  blood  to  be  protective. 

Another  method  for  adding  blood  to  the  heart  is 
by  way  of  the  venous  system  in  the  heart.  Red  blood 
was  delivered  to  the  coronary  sinus  system  of  veins 
by  placing  a vein  graft  between  aorta  and  coronary 
sinus.  This  aspect  of  the  problem  has  been  studied 
for  the  past  eight  years  in  our  laboratory.  This  work 
was  done  by  Drs.  Stanton,  Batiuchok,  Leiter,  Mc- 
Allister, Leighninger,  Hahn,  Kim,  Dalem,  and  Wil- 
son. Eckstein  in  his  own  laboratory  has  made  im- 
portant contributions  on  backflow  measurements  in 
dogs  in  which  we  had  performed  this  operation.  It 
was  shown  that  blood  flowed  from  the  venous 
system  through  the  capillary  bed  in  a backward 
direction.  It  was  shown  that  this  blood  gave  up  its  ; 
o.xygen  and  emerged  from  a cut  artery  as  reduced  | 
venous  blood.  It  was  shown  that  this  additional  i 
blood  from  the  aorta  afforded  good  protection  to  ^ 
the  heart  after  ligation  of  a test  artery.  Protection  ; 
was  afforded  in  tw  o ways  by  this  method.  One  was  i; 
by  the  addition  of  blood  to  the  heart  through  the  j; 
graft  from  the  aorta.  This  additional  blood  entered  " 
the  heart  for  six  to  eight  weeks.  Then  this  backward 
flow  stopped,  due  to  intimal  thickening  of  the 
veins.  In  the  dog  flow  from  this  source  ceased  com-  ■ 
pletely.  Whether  this  occurs  in  human  patients  can- 
not be  stated  at  the  present  time.  While  backflow 
from  this  source  was  decreasing  after  the  graft  was  1 
placed,  another  source  of  backflow  appeared.  This  | 
backflow  came  from  intercoronary  channels  and  : 
these  channels  afforded  significant  protection  after  : 
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rest  ligation  of  a coronar\'  arterw  I his  protection 
was  present  after  a year  and  we  assnnic  it  to  be 
perinancnt. 

There  arc  other  possibilities  for  improving  a 
crippled  coronar\'  circulation  w hich  at  present  arc 
not  applical)lc.  One  of  them  is  the  replacement  of  a 
diseased  segment  of  coronary  arter\'  by  graft.  An- 
other is  the  removal  of  atheromatous  and  calcified 
deposits  in  the  walls  of  the  coronary  arteries.  An- 
other is  to  graft  a systemic  yessel  to  a coronary 
artery  beyond  an  occlusion.  These  ideas  are  not 
practical  because  the  diseased  coronarv^  arteries  can- 
not be  manipidated  at  operation  w ithout  fibrillating 
the  heart.  If  the  heart  could  be  put  at  rest  by  any 
of  the  methods  now  being  developed,  it  might  be 
possible  to  do  operative  procedures  on  the  coronary 
arteries  themselves  w ithout  inducing  fibrillation. 

xA.  foundation  in  fact  has  been  laid  for  surgical 
operation  in  the  treatment  of  coronary  artery  disease. 
Operation  can  protect  the  life  of  a dog  if  it  is  done 
before  a major  coronary  artery  is  occluded.  Opera- 
tion also  can  reduce  the  size  of  the  infarct  after  a 
major  coronary  artery  is  occluded.  Two  operations 
have  been  measured  in  our  laboratorv"  and  we  know 
what  they  can  accomplish.  Several  other  operative 
procedures  have  been  described  by  various  surgeons. 
These  procedures  should  be  measured  so  that  their 
accomplishments  will  be  known.  Methods  for 
measurement  exist  and  these  measurements  should  be 
a prerequisite  to  application  to  patients.  Emphasis  is 
placed  upon  these  scientific  measurements.  After 
all  such  measurements  have  been  made  then  the  most 
effective  procedures  can  be  selected  and  incorpor- 
ated into  the  best  operation  for  the  patient.  Without 
these  measurements  there  is  no  satisfactory  way  to 
determine  what  any  given  procedure  wall  accom- 
plish. 

TtVO  OPERATIONS 

Tw  o operations  w ere  developed  in  my  laboratory. 
My  associates  refer  to  these  as  the  Beck  I Operation 
and  the  Beck  II  Operation.  The  number  I operation 
consists  of  the  followdng  procedures:  abrasion  of  the 
epicardium  and  the  lining  of  the  parietal  pericardium, 
application  of  an  inflammatory  agent  to  these  sur- 
faces in  the  form  of  pow’dered  asbestos  (0.2  Gm.), 
partial  ligation  of  the  coronary  sinus  and  the  graft- 
ing of  mediastinal  fat  and  parietal  pericardium  to  the 
surface  of  the  heart.  Each  of  these  procedures  has 
been  studied  and  measured.  Grouped  together  as  an 
operation  they  protect  the  heart  primarily  by  the 


tlevelopment  of  intercoronary  and  extracoronary 
arterial  communications.  We  do  not  have  flow 
studies  on  the  extracoronary  communications  from 
the  grafts  and  we  cannot  make  a statement  concern- 
ing their  importance  relative  to  the  intercoronary 
communications.  The  number  II  operation  consists 
of  diverting  red  blood  from  the  aorta  into  the  coro- 
nary sinus  and  its  tributaries.  This  is  accomplished 
by  placing  a short  vein  graft  betw  een  the  aorta  and 
the  coronary  sinus.  This  establishes  a fistula.  Two  to 
three  weeks  later  the  fistula  effect  is  reduced  by 
placing  a ligature  around  the  coronary  sinus  wdiere 
it  enters  the  right  auricle  and  occluding  it  to  a lumen 
of  about  3 mm.  This  operation  protects  the  heart 
by  diverting  blood  from  the  aorta  to  the  heart 
muscle.  It  also  protects  the  heart  by  the  development 
of  intercoronary  arterial  channels.  As  stated  else- 
where, the  retrograde  flow'  from  the  aorta  stops  after 
six  w eeks  and  the  protection  thereafter  is  due  entire- 
ly or  almost  entirely  to  intercoronary  arterial  com- 
munications. 


BECK  I OPER/VTION 

SAVE5  LIFE  AFTER  A MAJOR  CORONARY  ARTERY  IS  TIED  OFF. 
TEST  ARTERY  LIGATED- — . 

DESCENDING  RAMUS  OF  LEFT  CORONARY  ARTERY. 


JO  DOGS  PROTECTED 
BY  BECK  I OPERATION 
Dead  Zb.6% 


Living 


73.4% 


30  DOGS  NOT  PROTECTED 
BY  OPERATION 
Dead  70  % 


Living 


3 0 %. 


SAVED  BY  OPERATION 
13  out  £rf  30 

43.3  % 





T.able  I 


The  amount  of  protection  provided  by  these  two 
operations  is  shown  in  Tables  I and  II.  The  number 
II  operation  affords  greater  protection  than  does 
the  number  I operation.  These  tests  on  the  number 
II  operation  were  done  about  three  w eeks  after  the 
second  stage  of  the  operation  was  completed,  and 
the  protection  at  this  period  is  due  to  backflow'  from 
both  the  aorta  and  the  other  nonoccluded  coronary 
arteries.  The  size  of  the  infarct  was  determined  in 
these  hearts  that  recovered  from  the  test  artery 
occlusion.  In  the  number  I operation  the  infarct  w as 
reduced  by  6o  to  70  per  cent  and  in  the  number  II 
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BECK  n OPERATION 

SAVES  LIFE  AFTER  A MAJOR  CORONARY  ARTERY  IS  TIED  OFF. 
TEST  ARTERY  LIGATED  ■ — . 

DESCENDING  RAMUS  OF  LEFT  CORONARY  ARTERY. 


45  DOGS  PROTECTED 
BY  BECK  n OPERATION 
Dead  8.97. 

Living'^^  — 91. 1 7. 


45  DOGS  NOT  PROTECTED 
BY  OPERATION 
Dead  % 

Living^^  — ' 30  7« 


SAVED  BY  OPERATION 
n out  of  45 — • 

60  7o 


operation  the  infarct  was  reduced  by  8o  to  90  per 
cent. 

Backflow  measurements  on  the  number  I operation 
showed  an  average  of  8.9  cc.  per  minute.  After  the 
number  II  operation  the  backflow  measurement  gave 
an  average  of  13.7  cc.  The  median  backflow  on  41 
normal  dogs  (Eckstein)  was  2.8  cc.  If  we  subtract 
the  median  normal  from  the  above  the  figures  the 
number  I operation  increased  backflow  by  6.1  cc. 
(8. 9-2. 8)  and  the  number  II  operation  increased 
backflow  by  10.9  cc.  (13.7-2.8).  The  assumption  is 





Table  II 


TRIGGER  MECHANISM  KILLS  A LARGE  SEGMENT 
OF  POPULATION. 

IT  IS  ACTIVATED  BY  ANOXIA.  Measurements. (Eckstein) 
CIRCUMFLEX  ARTERY  LIGATION  — death  in  1 hour. 

ZO  NORMAL  DOGS 
Dead  jJL  14-707. 

Living  6 — 3 0 7. 

CIRCUMFLEX  ARTERY  LIGATION  — death  in  1 hour. 

RED  BLOOD  DELIVERED  TO  CORONARY  SINUS  AT  PRESSURE 
OF  50mtn.Hg.  INCREASES  BACKFL0V7  BY  4cc.  PER  MINUTE 
FROM  2.8cc.  NORMAL  TO  6Bcc.  AVERAGE  IN  14  DOGS. 

EO  DOGS 

Dead  0—  07. 

Living  ZO'^  1007. 

ISCHEMIC  AREA  - CIRCUMFLEX  LIGATION  — IS  507.  LEFT  VENTRICLE 
DEACTIVATED  BY  4-cc.  BLOOD  PER  MINUTE. 

SMALLER  ISCHEMIC  AREAS  ARE 

DEACTIVATED  BY  DROPS  OR  1 OR  Zee.  BLOOD  PER  MINUTE. 

Table  III 


made  that  these  figures  account  for  the  reduction  in 
mortality  and  the  reduction  in  muscle  destruction 
after  ligation  of  a test  artery.  Considerable  protec- 
tion is  afforded  by  several  cc.  of  blood  per  minute. 

As  further  evidence  concerning  the  importance  of 
a small  amount  of  blood  delivered  to  a critical  area 
of  myocardium,  I should  like  to  present  Table  111. 

T his  table  is  self  explanatory.  It  shows  that  4 cc.  of 
blood  per  minute  delivered  to  that  large  area  of 
myocardium  supplied  by  the  circumflex  artery  pro- 
duces measurable  protection.  The  muscle  mass  sup- 
plied by  the  circumflex  artery  is  about  one-half  of 
the  entire  left  ventricle.  Inasmuch  as  4 cc.  per  minute 
deactivates  such  a large  ischemic  area,  it  is  reasonable 
to  assume  that  smaller  quantities  would  effectively 
deactivate  smaller  ischemic  areas.  It  is  thus  possible 
to  consider  drops  or  one  or  two  cc.  per  minute  as 
being  beneficial  to  a small  ischemic  area  of  myo- 
cardium. These  experiments  again  emphasize  the 
importance  of  small  quantities  of  blood  to  critical 
areas  in  the  heart. 

Another  aspect  of  the  work  brought  out  by  the 
experiments  concerns  the  adaptation  of  the  coronary 
circulation  after  the  heart  recovers  from  the  crisis 
of  a major  coronary  artery  occlusion.  We  have 
carried  out  studies  on  dogs  that  recovered  from 
circumflex  artery  occlusion.  These  backflow  studies 
were  made  on  the  circumflex  artery  one  day,  two 
days,  three  days,  etc.,  after  the  artery  was  tied  off. 
On  the  first  day  the  backflow  was  10.8  cc.,  second 
day,  42.0  cc.,  third  day,  68.0  cc.,  sixth  day,  20.0  cc. 
The  backflow  in  24  dogs  obtained  one  day  to  four 
months  after  the  artery  was  ligated  showed  an  aver- 
age of  62.0  cc.  per  minute  (Leighninger).  When  the 
circumflex  artery  is  ligated  in  a normal  dog  the  mor-  I 
tality  is  90  per  cent.  If  the  heart  is  protected  by  the  : 
number  II  operation  the  mortality  from  ligation  of  . 
this  artery  is  45  per  cent  (Leighninger  and  Dalem).  ; 
The  operation  helps  to  carry  the  dog  over  the  crisis  1 
of  the  occlusion  and  then  after  a period  of  time  the  i 
coronarv  circulation  recovers  to  a great  extent  and  ' 
the  net  result  is  a good  coronary  circulation  and  a 
good  myocardium  after  a major  coronary  artery  I 
occlusion.  The  operation  plays  an  important  part  in  ' 
carrying  the  dog  over  the  crisis  and  the  final  result 
is  an  excellent  heart. 

SELECTION  OE  PATIENTS  EOR  OPERATION 

The  most  desirable  patient  for  operation  is  an 
individual  who  has  had  the  disease  for  a year  or 
more,  who  has  had  one  or  more  infarcts,  who  is  still ! 
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able  to  get  around  and  do  sonic  w ork,  who  is  lean 
and  not  obese,  and  who  has  some  coronary  pain. 
We  allow  a period  of  six  months  to  elapse  between 
the  last  infarct  and  operation.  This  is  done  so  that 
the  heart  w ill  develop  intercoronary  channels  spon- 
taneously following  the  occlusion  and  also  for  his 
disease  to  level  off  as  much  as  possible.  The  contra- 
indication to  operation  is  a large,  failing  heart.  In 
these  patients  the  myocardium  is  extensively  dam- 
aged and  there  is  little  hope  of  repairing  it.  Also  these 
patients  are  going  to  die  in  the  not  too  distant  future 
and  it  is  preferable  not  to  have  this  occur  during 
or  immediately  after  operation.  A number  of  patients 
have  died  in  the  hospital  while  the  studies  were 
being  made  prior  to  operation,  and  we  would  have 
accepted  these  patients  for  operation.  We  have 
operated  on  some  patients  in  the  20’s  and  in  the  30’s. 
In  this  young  age  group  it  is  our  opinion  that  the 
disease  may  be  rapidly  progressive,  in  which  event 
the  risk  is  greater  during  operation  and  immediately 
thereafter.  We  have  accepted  patients  who  are  in 
status  anginosus.  We  have  also  accepted  patients 
with  some  mild  enlargement  of  the  heart  and  in  a 
number  of  instances  we  have  found  an  aneurysm  at 
operation.  It  is  scarcely  necessary  to  state  that  oper- 
ation will  not  restore  damaged  myocardium. 

RESULTS  OF  OPERATION 

In  evaluating  the  result  of  operation  in  patients 
certain  variables  are  present  w hich  should  be  con- 
sidered. These  variables  concern  the  occlusive 
process  in  the  arteries  and  also  the  development  of 
intercoronary  arterial  communications.  Occlusion 
of  a major  coronary  artery  stimulates  the  develop- 
ment of  intercoronary  arterial  communications. 
This  occurs  in  the  dog  and  in  the  human  patient.  In 
the  dog  these  develop  in  a period  of  days  or  w^eeks. 
In  the  human  patient  a period  of  six  months  was 
placed  between  occlusion  and  operation  so  that  these 
communications  would  have  developed  prior  to 
operation.  After  this  period  of  time  the  patient  may 
follow  one  of  three  courses.  There  may  be  some 
further  development  of  intercoronary  arterial  chan- 
nels without  operation.  In  this  event  the  improve- 
ment after  operation  cannot  be  separated  from  the 
improvement  wTich  might  have  occurred  without 
operation.  The  second  possible  course  is  for  the 
occlusive  process  and  for  the  clinical  condition  to 
remain  static.  In  this  event  it  is  possible  to  compare 
the  condition  before  operation  with  the  condition 
after  operation  and  determine  the  effect  of  the  oper- 
ation. The  third  possible  course  is  for  the  occlusive 


process  to  become  more  severe.  In  this  event  the 
effect  of  the  operation  cannot  be  measured.  For 
illustration  let  us  assume  that  operation  helped  the 
patient  by  50  undefined  points.  Now  the  patient  is 
better.  Another  arterial  occlusion  occurs  and  makes 
the  patient  worse  by  ^5  points.  The  patient  now 
has  a deficit  of  15  points;  he  is  worse  than  he  w^as 
before  operation.  Nevertheless  the  patient  might 
not  have  been  able  to  tolerate  a loss  of  65  points. 
On  the  basis  of  these  assumptions  the  patient  is  worse 
off  than  before  operation,  yet  the  operation  saved 
his  life.  It  should  not  be  assumed  that  operation  will 
stop  the  occlusive  process  in  the  arteries.  It  should 
not  be  assumed  that  the  patient  will  be  free  of  fur- 
ther heart  attacks  after  operation,  nor  should  it  be 
assumed  that  the  patient  will  not  die  of  coronary 
occlusion.  Operation  cannot  remove  these  possibil- 
ities. It  is  reasonable  to  expect  the  operation  to 
ameliorate  the  effects  of  repeated  occlusions.  In  this 
event  the  death  may  be  due  to  myocardial  failure 
rather  than  to  disturbance  of  mechanism.  For  the 
patient  this  means  extension  of  life. 

The  clinical  results  have  not  been  disappointing. 
They  are  as  good  as  I would  expect  them  to  be  on 
the  basis  of  the  experimental  work.  For  the  Beck  I 
Operation  36.3  per  cent  of  the  patients  stated  they 
had  no  pain  after  operation;  48.5  per  cent  stated 
they  had  less  pain  after  operation.  This  is  a total  of 
84.8  per  cent;  27.2  per  cent  of  the  patients  stated  they 
were  better  able  to  wmrk  without  any  limitations  and 
5 1 .4  per  cent  of  the  patients  stated  they  were  able  to 
work  with  some  limitations,  for  a total  of  78.6  per 
cent.  For  the  Beck  II  Operation  39.6  per  cent  of  the 
patients  stated  they  had  no  pain  after  operation;  48.8 
per  cent  stated  they  had  less  pain  after  operation. 
This  is  a total  of  88.4  per  cent;  41.9  per  cent  of  the 
patients  stated  they  were  better  able  to  work  with- 
out any  limitations  and  37.2  per  cent  of  the  patients 
stated  they  were  able  to  work  with  some  limitations, 
for  a total  of  79.1  per  cent.  Approximately  four  out 
of  five  patients  are  able  to  return  to  work  feeling 
very  much  better.  It  is  almost  necessary  to  talk  with 
these  patients  in  order  to  realize  the  full  extent  of 
improvement. 

It  may  be  possible  later  on  to  find  out  whether 
operation  prolongs  the  life  of  the  patient.  We  liave 
shown  that  it  accomplishes  this  in  the  experimental 
laboratory  but  we  x\all  not  be  able  to  demonstrate 
this  so  readily  on  patients  because  similar  groups 
with  operation  and  without  operation  \v\W  be  neces- 
sary for  comparisons  to  be  made.  Flowever,  this 
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Study  in  the  future  no  doubt  will  yield  important 
information. 

The  mortality  figures  in  the  period  1951  to  1953 
inclusive  (108  human  patients)  are  as  follows:  thora- 
cotomy alone  2.8  per  cent,  Beck  I Operation  7.5  per 
cent.  Beck  II  Operation  26.1  per  cent.  The  two  stage 
operation  is  more  difficult  to  do.  It  rec|uires  two 
stages  and  it  carries  a higher  mortality.  However, 
the  experimental  measurements  of  benefit  are  great- 
er than  in  the  number  I operation.  Since  January  i, 
1954  a total  of  31  operations  were  done.  The  mor- 
tality was  1 from  thoracotomy  alone,  1 for  the 
number  I operation  and  o for  the  number  II  opera- 
tion. At  the  present  time  preference  is  given  to  the 
number  I operation. 

CONCLUSIONS 

1.  A large  segment  of  population  dies  from  a dis- 


turbance to  the  normal  mechanism  of  the  heart.  The 
underlying  pathology  in  the  heart  may  be  slight  or 
moderate  in  degree.  This  important  problem  needs 
definition.  Something  can  be  done  to  prevent  mech- 
anism death. 

2.  vSurgical  operation  can  save  the  life  of  a dog 
after  a major  coronary  artery  is  tied  off,  provided 
the  operation  is  done  before  the  artery  is  tied.  Oper- 
ation can  also  reduce  the  size  of  the  infarct  after 
a major  artery  is  occluded. 

3.  Two  operations  were  developed.  These  opera- 
tions were  measured  for  protection.  Backflow  studies 
were  also  carried  out. 

4.  These  operations  were  applied  to  human 
patients  with  coronary  artery  disease.  The  results  so 
far  show  that  about  four  out  of  five  received  a good 
or  excellent  result  following  operation. 


OPPORTUNITIES  FOR  THE  AGED ---  PAST  AND  FUTURE 

Ira  Hiscock,  sc.d.,  New  Haven 
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SUMMARY 

The  problem  of  the  aged  and  of  the  chronically  ill 
calls  for  cooperative  joint  action  by  all  concerned  in 
Connecticut.  The  most  crucial  factors  today  in  this 
problem  are  the  needs  for  employment;  economic 
security;  medical,  dental  and  nursing  care;  recreational 
and  spiritual  resources;  and  special  housing  with 
proper  living  arrangements.  There  is  a need  for  con- 
certed action  by  the  medical  profession  with  the  com- 
munity agencies  to  combat  the  growing  problem  of 
chronic  illness.  Health  measures  in  the  President’s 
message  to  Congress,  January  18,  1954,  are  listed. 

In  the  future,  as  the  numbers  of  older  people  in- 
crease, there  will  be  an  anticipated  increase  in  the 


demands  for  physicians’  services,  hospital  care,  and 
nursing  services  both  in  the  home  and  in  the  hospital. 
Exploration  of  alternatives  to  institutional  care  is 
needed.  The  outlook  for  a better  life  for  these  older 
people  in  Connecticut  is  good. 


OPPORTUNITIES  OF  THE  CONFERENCE 

Recent  pictures  of  this  field  in  Connecticut  remind 
us  of  an  unprecedented  increase  of  older  people  in 
our  population  offering  a dramatic  opportunity  “to 
integrate  this  ‘new  generation’  into  our  social  and 
cultural  life.”  How  nearly  adequate  are  our  existing 
services  and  facilities  to  meet  the  needs  of  the 
13,000,000  persons  in  the  United  States  who  are 
sixty-five  years  of  age  and  over,  and  the  estimated 
400,000  being  added  each  year?  Who  set  the  age 
sixty-five  as  the  dividing  line?  When  \vas  the  figure 


Presented  at  the  Conference  on  the  Problems  of  Aging,  arranged  by  the  Connecticut  Health  League,  State  Veterans'  Home 
and  Hospital,  Rocky  Hill,  Connecticut,  April  7, 
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ndoprcd  iind  b\-  w horn?  Tliis  is  a country  ydicre  so 
much  is  ort'crctl  in  some  states  for  enriching  the 
\ ears,  and  w here  age  is  no  barrier,  according  to 
covers  of  state  annual  reports  in  New  York,  for 
example,  and  w liere  men  and  women  over  sixty-five 
think  and  feel  as  others  do,  according  to  a compre- 
hcnsix  c report  from  Rhode  Island,  another  neighbor. 

Is  there  a chance  of  survival  from  the  chronic 
crisis  w hich  is  now  experienced  in  America?  Presi- 
dent Melen  McAfee  Horton,  formerly  of  Wellesley 
and  the  ^^’A^'ES  and  now  of  the  National  Social 
\^’elfare  Asseml)lv,  said  yes  in  no  uncertain  terms 
on  last  Friday  in  New  ^ Ork.  Bur  while  we  all  have 
privileges,  we  have  responsibilities  in  all  age  and 
economic  and  social  groups  and  neighborhoods. 

A\dio  are  the  aged?  What  are  their  potentials? 
Are  there  approaches  to  an  old  problem  which  we 
can  explore  and  come  up  with  some  practical  answers 
without  recommending  merely  that  another  study 
be  conducted  or  another  committee  be  formed?  Or, 
if  we  do  find  it  necessary  to  conduct  additional 
studies  by  new  committees,  must  we  start  “from 
scratch”  or  can  we  build  on  present  foundations 
here  which  are  the  result  of  previous  conferences, 
of  numerous  earlier  studies  and  even  of  reports  of 
State  Commissions  of  services  in  several  committees, 
and  of  experience  and  studies  elsewhere? 

Surely  coordinated  review  and  planning  should 
lead  to  cooperative  joint  action  by  all  concerned  in 
our  enlightened,  industrial,  and  relatively  healthy 
and  wealthy  State  community  of  two  million  people 
who  are  blessed  with  unsurpassed  facilities  for  com- 
munication, education  and  professional  care.  Now 
approaching  so-called  old  age,  and  having  lived  for 
various  lengths  of  time  in  different  parts  of  the 
world,  Connecticut  appeals  to  me  as  a satisfactory 
place  to  choose  “If  I Were  Unborn”  and  could 
choose!  But  this  statement  is  made  with  the  provision 
that  complicating  and  selfish  vested  interests,  as  well 
as  complacency  be  reduced  considerably  and  that 
visibility  of  programs,  of  activity  be  increased  for 
the  attainment  of  the  great  common  purpose.  It  is  in 
this  spirit  that  we  all  enter  this  conference  which 
should  be  a milestone. 

THE  OBJECTIVE 

Older  people  can  lead  more  satisfying  lives  with 
meaning  for  them  and  their  families,  despite  physical 
and  psychological  limitations,  if  the  community  pro- 
vides essential  economic  and  social  opportunities. 
1 his  is  not  unrelated  even  to  America’s  need  to  do 
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much  to  help  preserve  peace  and  to  enhance  pros- 
perity and  happiness,  all  of  which  are  interrelated 
factors  in  our  complex  social  structure.  Most  crucial 
are  the  needs  for  employment;  economic  security; 
medical,  dental  and  nursing  care;  recreational  and 
spiritual  resources;  and  special  housing  with  proper 
living  arrangements.^ 

Speaking  at  the  National  Flealth  Forum  of  the 
National  Health  Council  recently.  Dr.  Detlev  W. 
Bronk,  president  of  the  Rockefeller  Institute  for 
, Medical  Research,  called  for  a campaign  against  the 
still  wide  areas  of  ignorance  to  achieve  the  great  new 
age  of  man.  He  deplored  the  sordid  search  for 
security  which  keeps  mankind  from  the  pinnacle  of 
achievement.  And  at  the  same  time  President  Eisen- 
hower asserted  that  progress  toward  improved  health 
of  America  would  “surely  result”  from  a partner- 
ship of  the  professions.  Such  a growing  partnership 
is  responsible  for  this  conference  in  Connecticut, 
with  the  physician  a key  person  in  line  v'ith  states- 
manship exhibited  over  the  years  by  the  Connecticut 
State  Medical  Society,  as  well  as  by  the  numerous 
other  voluntary  and  official  agencies  charged  with 
increasingly  recognized  responsibilities  for  attention 
to  the  health  and  welfare  of  older,  as  well  as  younger 
people  in  the  Nutmeg  State. 

It  is  important  to  remember,  with  Dr.  Bronk,  that 
in  these  times  of  stress  and  uncertainty,  fear  for  the 
future  grips  many  thoughtful  men  and  women;  but 
that  this  “fear  and  lack  of  hope”  may  be,  and  doubt- 
less is,  a temporary  consequence  of  our  changing 
scene.  Weary,  bewildered  men  covet  security  for- 
getting that  in  security  there  is  stagnation,  decline, 
and  atrophy  of  the  spirit  which  discriminates  man 
from  beast;  and  in  change  is  true  growth  and  hope.” 
Hence,  in  this  exciting  atomic  age,  increasing  atten- 
tion is  being  given  to  human  and  relative  values,  for 
the  hope  and  welfare  of  mankind. 

Meanwhile,  with  special  reference  to  health  affairs, 
the  National  Conference  on  Care  of  the  Lono-Term 
Patient,  meeting  recently  in  Chicago,  urged  con- 
certed action  by  the  medical  profession  with  the 
community  agencies  to  combat  the  growing  problem 
of  chronic  illness,  with  the  onset  insidious  and  the 
course  long,  and  with  families  drained  emotionally 
and  economically,  coupled  w ith  the  need  for  con- 
tinuing investigation  of  causes  and  methods  of  care 
w ith  the  same  enthusiasm  and  financial  support  as 
are  presently  applied  to  other  areas  of  scientific 
endeavor. 
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THE  SITUATION 

Concerning  employment,  the  proportion  of  self- 
employed  in  both  industry  and  agriculture  is  higher 
at  the  older  ages  than  at  the  younger.  At  the  same 
time,  many  people  who  continue  in  employment  in 
their  later  years  are  able  wisely  to  reduce  their 
activity  to  part-time  work. 

But  the  iVIetropolitan  Life  Insurance  Company 
finds  that  fully  three-fifths  of  the  men  at  ages  sixty- 
five  to  sixty-nine  are  still  employed,  with  nearly 
two-fifths  at  ages  seventy  to  seventy-four,  dropping 
to  one-fifth  at  ages  seventy-five  and  over.  For 
women,  the  corresponding  proportions  are  smaller. 
The  influence  of  economic  need  in  keeping  older 
people  at  work  is  considerable;  all  through  the  older 
ages  the  proportion  working  is  higher  for  married 
men  than  for  single  men,  but  many  women  who 
remain  unmarried  have  to  support  themselves.  “The 
increase  in  the  chances  of  survival  to  the  older  ages 
has  brought  into  sharp  focus  the  social  and  economic 
problems  of  the  elders  in  our  population.  Although 
the  average  age  at  retirement,  according  to  Social 
Security  records,  is  about  sixty-nine,  people  who 
reach  that  age  still  have  an  expectation  of  life  of 
about  twelve  years.  To  make  adequate  provision  for 
this  period  calls  for  a program  of  savings  and  careful 
planning  during  the  productive  years. 

As  emphasized  not  long  ago  by  Surgeon  General 
Leonard  A.  Scheele,'^  health  is  at  the  heart  of  every 
aspect  of  aging.  The  burden  of  ill  health  among  the 
elderly  has  increased  in  volume,  and  will  continue. 
Older  people  get  sick  more  often  and  their  illnesses 
are  more  frequently  disabling  and  last  longer. 
Chronic  “degenerative”  diseases  c ccur  four  times  as 
frequently  among  the  old-age  group  as  in  the  general 
population.  Long-term  illness,  disabling  thirty  days 
or  longer,  occurs  twice  as  frequently  among  the 
elderly,  and  the  average  period  of  disability  due  to 
chronic  illness  is  more  than  four  times  as  long  for 
the  older  person  as  for  the  average  person  in  the 
general  population. 

Historically,  if  we  accept  the  Biblical  story  of 
creation,  then  aging  in  man,  according  to  an  Indiana 
Bulletin,'^  began  in  Eden  and  every  man  and  woman 
since  Adam  and  Eve  has  experienced  the  symptoms 
of  aging  in  greater  or  lesser  degree.  The  medical 
problems  connected  with  the  process  of  aging  and 
aging  people  are  listed  as  three  as  follows: 

I.  To  maintain  the  best  possible  state  ot  good 
health; 


2.  To  maintain  the  highest  possible  degree  of 
physical  activity  and  efficiency; 

3.  To  maintain  mental  alertness,  poise  and  judg- 
ment. 

The  President’s  January  18,  1954  message  to  Con- 
gress on  the  Nation’s  health  problems  embraced 
several  measures  to  improve  the  health  of  the  Ameri- 
can people,  giving  special  attention  to  problems 
related  to  age  distribution  as  for  example: 

1 . Adedical  Care— Reinsurance  for  special  addition- 
al risks  involved  in  broader  protection; 

2.  Rehabilitation,  having  in  mind  2,000,000  dis- 
abled persons  who  could  be  rehabilitated  and  re- 
turned to  productive  work; 

3.  Construction  of  medical  facilities,  with  federal 
grants  based  on  a State’s  population  and  per  capita 
income.  Eor  Connecticut,  for  example,  the  need  is 
apparent  to  give  increased  attention  to  the  health 
of  older  people  in  homes  for  the  aged  and  in  nursing 
homes.  Resources  are  too  limited  for  medical  and 
health  services  properly  organized  generally,  for 
mental  health  services,  for  facilities  for  care  of  the 
sick  and  disabled,  for  prevention  and  care  of  acci- 
dents in  the  home  and  on  the  street,  for  homes  for 
the  aged,  and  for  non  institutional  living  arrange- 
ments.^ 

THE  FUTURE 

Simultaneously  with  the  future  anticipated  in- 
crease in  numbers  of  older  people  we  should  expect 
increased  demands  for  physicians’  services  ( especial- 
ly those  of  the  general  practitioner),  hospital  care, 
and  nursing  services  both  in  home  and  in  hospital. 
There  may  be  expected  concentration  of  services  on 
chronic  diseases.  Nationally,  the  rate  of  admissions 
for  persons  over  sixty-five  in  State  mental  hospitals, 
for  example,  has  increased  from  148  per  100,000  in 
1933  to  225  in  1948.  Mental  diseases  of  old  age 
account  for  about  twenty-seven  per  cent  of  first 
admissions  and  for  eleven  per  cent  of  all  resident 
patients.  Of  patients  who  have  been  in  the  hospital 
from  one  to  four  years,  twenty-one  per  cent  have 
been  admitted  for  diseases  of  old  age.  New  York 
estimates  that  two  per  cent  of  its  entire  older  popu- 
lation is  resident  in  mental  hospitals.  Consequently, 
future  planning  must  embrace  a consideration  of 
many  factors. 

Our  State  and  local  health  and  welfare  agencies 
have  a background  of  experience. We  are  inclined 
to  rely  upon  self  discipline  and  cooperation  with 
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State  and  local  governments  to  give  standards  of 
medical,  dental,  nursing,  educational,  legal,  and  other 
professional  services.  Currently,  the  National  Social 
Welfare  Assembly  located  in  New  York  City  and 
its  Committee  on  the  Aging  are  developing  sugges- 
tions in  the  best  traditions  of  country  and  state. 
Much  attention  is  being  given  to  the  problem  also 
by  Councils  of  Churches,  having  in  mind  that  re- 
ligion is  concerned  with  human  fulfillment." 

Much  additional  fact  finding  remains  to  be  done 
including  the  development  of  alternatives  to  institu- 
tional care.  Exploration  might  be  fruitful  of  preven- 
tive factors  and  of  alternatives  and  values  to  be 
found  in  apartment  projects,  group  homes,  residence 
clubs,  foster  home  care  plans,  home  medical  care 
programs,  and  other  arrangements  for  older  people 
outside  institutions. 

To  quote  Surgeon  General  Scheele  speaking  in  a 
somewhat  similar  position  before  representatives  of 
a group  of  States  recently: 

“We  need  not  have  high  proportions  of  the  older 
people  in  institutions  bedfast,  dependent,  mentally 
confused— and  leading  a worse  than  vegetable  exist- 
ence. Their  care  need  not  be  such  a heavy  task, 
physically;  and  such  a discouraging  task,  spiritually! 
The  place  to  begin  better  care  for  better  health  ( and 
happiness)  is  here— at  conferences  like  this— and  in 
our  States  and  committees,  in  their  health  and  wel- 
fare programs,  and  in  the  work  of  public  and  private 
institutions.”  Opportunities  for  constructive  leader- 
ship and  service  are  open.  May  the  future  for  many 
be  better  and  brighter  from  our  Connecticut  delib- 
erations  on  rehabilitation,  chronic  illness,  health 
maintenance,  education,  recreation,  employment  and 
retirement  in  the  light  of  modern  yiews  on  problems 
of  the  aging.  May  Connecticut’s  interest  be  imple- 
mented in  terms  of  human  and  relative  values. 

In  these  days  of  complexity,  stress,  broadened 
horizons,  and  opportunity,  people  benefit  from  con- 
tinuing appraisal  of  needs  and  resources  and  from 
cooperative  action  which  are  fostered  through  State 


and  local  facilities,  as  well  as  National,  such  as  the 
Connecticut  Health  League  which  helps  to  develop 
mutual  understanding  and  progress  toward  more 
adequate  and  coordinated  community  health  and 
welfare  programs. 

Considerable  alteration  in  individual  and  com- 
munity agency  operations  may  be  required,  or  a 
major  operation,  but  in  the  words  of  a brilliant  and 
active  thoughtful  secretary  of  a dear  friend  in 
Japan,  “Please  take  your  heart  at  ease,  since  the  sur- 
geon says  that  he  is  progressing  favorably  after  the 
operation.”  1 he  prognosis  is  promising  for  a better 
life  for  the  older  people,  our  family  members,  our 
friends  and  neighbors,  ourselves,  in  Connecticut. 
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SEMI-ANNUAL  COUNTY  ASSOCIATION  MEETINGS 
Litchfield,  Tuesday,  October  5 

I'ORRINGTON  CoUN  I RY  ClUR,  GoSHEN 

Social  hour:  6:30  p.  m.  Dinner  7:00  p.  m.  Business  meeting:  8:00  p.  m. 

Speaker:  Mr.  Philip  Staats 
Subject:  ADVENTURE  IN  AERICA 

Fairfield,  Wednesday,  October  6 

Ridgewood  Coun  iry  Ceur,  DANP.um 

Business  meeting:  4:  30  p.  m.  Dinner  7:00  p.  m. 

Speaker:  Mr.  Rex  Stout,  Mystery  Writer 
Subject:  THE  PHYSICIAN  IN  AIYSTERY  WRITING 

New  London,  Thursday,  October  7 

UNCAs-oN-tiiE  Thames,  Norwich 

Business  meeting:  4:  30  p.  m.  Dinner  7:00  p.  m. 

Speaker:  Arthur  Thibodeau,  m.d..  Professor  of  Orthopedics,  Tufts  Medical  School 
Subject:  LOW^BACK  PAIN  WITH  EVALUATION  OF  THE  PRESENT  STATUS  OF  ACTH 

and'cortisone  in  orthopedics 

Middlesex,  Thursday,  October  14 

Resteand  Farms,  Northeord 

Business  meeting:  4:30  p.  m.  Social  Hour  and  Dinner:  6:30  p.  m. 

Speaker:  D.  Olan  Meeker,  m.d. 

Subject:  MEDICAL  LEGISLATION 

Tolland,  Tuesday,  October  19 

Oed  Homestead  Inn,  Somers 

Dinner:  6:30  p.  m. 

Speaker  and  subject  to  be  announced 

Windham,  Thursday,  October  21 

Natchaug  Convaeescent  Hospttai.,  Wielimantic 
Dinner:  7:00  p.  m.  Business  meeting:  8:00  p.  m. 

Speaker  and  subject  to  be  announced 

Hartford,  Tuesday,  October  26 

Manchester  Country  Ceur,  Manchester 

Golf:  12:00  p.  M.  Business  meeting:  4:30  p.  m. 

Social  hour:  6:30  p.  m.  Dinner  7:00  p.  M. 

Speaker:  Richard  Ford,  m.d..  Medical  Examiner  of  Suffolk  County 
Subject:  PROBLEMS  OF  THE  PATHOLOGY  OF  INJURY  ’ ^ 

New  Haven,  Thursday,  October  28 

The  17 1 1 Inn,  Meriden 


Business  meeting:  4: 30  p.  m. 
Speaker  and  subject  to  be  announced 


Dinner:  7:00  p.  m. 
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EDITORIALS 


The  Eighty-Third  Congress 

A revfiew'  of  the  accomplishments  of  the  83rd  Con- 
gress should  be  quite  satisfying  to  the  medical  pro- 
fession. Two  proposals  sponsored  by  the  Adminis- 
tration and  opposed  by  the  American  Medical 
Association  were  defeated,  viz.,  the  reinsurance  bills 
and  the  clause  in  the  social  security  extension  bill 
including  physicians  under  compulsory  coverage. 
On  the  other  hand  the  Bricker  Amendment  to  the 
Constitution  was  rejected  even  though  our  spokes- 
man before  the  Senate  committee  made  it  very  plain 
that  its  passage  v'ould  be  of  material  aid  in  prevent- 
ing certain  treaty  entanglements  affecting  the  prac- 
tice of  medicine. 

Out  of  a total  of  16,470  bills  and  resolutions  intro- 
duced, there  were  407  measures  of  medical  interest. 
The  following  became  public  law  by  approval  of 
Congress  and  the  signature  of  the  President;  Fire- 
works  ban;  Transfer  of  Indian  hospitals  to  Public 
Health  Service;  Creating  Commission  on  Organiza- 
tion of  Executive  Branch;  Hospital  Construction 
Act  amendments;  Establishment  of  Department  of 
Health,  Education,  and  Welfare;  Establishing  Com- 
mission on  Intergovernmental  Relations;  Western 
States  compact  for  higher  education;  Doctor  draft 
amendments;  Federal  charter  for  National  Fund  for 
Medical  Education;  Factory  inspection  by  Food  and 
Drug  agents;  Presumption  of  service  connection  for 
tuberculosis;  Eliminating  medical  supervision  of 
Army  food  preparation;  Broadening  the  Vocational 
Rehabilitation  Act;  Creating  National  Mental  Health 
Week;  Aid  to  Philippines  for  veterans;  Medical  ex- 
pense tax  deductions;  Permitting  oral  narcotic  pre- 


scriptions; Social  security  amendments;  Fife  insur- 
ance for  federal  employees;  and  amending  Unem- 
ployment Compensation  Act. 

We  may  expect  the  President  to  renew  his  request 
for  a reinsurance  plan  in  the  next  Congress  which 
convenes  on  January  5,  1955.  Neither  the  medical 
profession  nor  the  insurance  companies  seem  to  have 
been  successful  thus  far  in  convincing  him  of  the 
lack  of  necessity  for  such  a program.  The  President 
is  also  convinced  of  the  need  for  increased  medical 
care  for  military  dependents  and  undoubtedly  will 
urge  support  of  this  in  the  next  Congress.  We  shall 
watch  developments  with  interest.  The  suggestion 
has  been  made— and  it  is  a good  one— that  each  one 
of  us  pay  our  Congressman  a visit  or  drop  him  a 
note  to  thank  him  for  his  past  interest  in  our  views 
and  to  tell  him  how  we  feel  about  some  of  the  issues 
of  the  day. 

More  Doctors  For  America 

Critics  of  the  medical  profession  who  have  been 
wildly  claiming  an  alleged  shortage  of  doctors  and  a 
scarcity  of  teaching  facilities  will  find  no  comfort 
in  the  latest  annual  report  on  medical  education  in 
the  United  States. 

That  report,  by  the  American  Medical  Associa- 
tion, tells  a heartening  story  of  continued  progress 
and  expansion  to  produce  an  ever  increasing  supply 
of  well  trained  physicians  dedicated  to  the  welfare 
of  their  patients.  Among  the  highlights: 

—The  number  of  doctors  is  at  a record  low  ratio  of 
one  for  every  730  persons,  a proportion  exceeded 
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only  by  Israel,  which  has  an  abnormal  number  ()f 
refugee  physicians. 

— I he  nation’s  medical  schools  have  record  total 
enrollments  and  graduating  classes  and  the  largest 
freshman  class. 

— 1 en  new'  four  year  medical  schools  are  schetluled 
to  begin  operation  within  the  next  five  to  six  years, 
and  three  more  are  under  consideration. 

T he  expansion  bears  out  the  opinion  of  many 
medical  education  experts  that  the  big  problem  in 
the  near  future  may  be  a shortage  of  well  qualified 
applicants  rather  than  a shortage  of  teaching 
facilities. 

\oung  people  wdll  be  interested  that  only  21  per 
cent  of  the  freshmen  entering  medical  school  last 
fall  had  “A”  averages  in  their  premedical  studies,  69 
per  cent  had  “B”  averages  and  10  per  cent  had  “C” 
averages. 

In  other  words,  they  don’t  have  to  be  “grinds,” 
bookw’orms  or  Phi  Beta  Kappas  to  get  into  medical 
school.  Most  young  people  who  have  the  character 
and  a sincere  desire  to  serve  their  fellowmien  as 
physicians  have  an  excellent  chance  of  entering 
medical  school. 

The  Incurable  Cancer  Patient 

Life  is  dear  to  almost  every  human  being.  It  has 
always  been  the  function  of  the  physician  to  pre- 
serve life  and  to  prolong  it  under  the  best  conditions 
possible.  Strangely  enough  when  patients  with  incur- 
able cancer  must  be  cared  for  there  are  some  who 
immediately  become  therapeutic  nihilists  and  afiord 
no  measures  to  tide  the  suft'erers  over  the  rouoh 

O 

spots.  Not  even  do  these  physicians  have  the  good 
grace  to  render  the  spiritual  encouragement  which 
they  should  for  the  physician  is  a minister  as  w^ell  as 
a healer.  This  all  serves  to  boost  the  stock  of  the 
proponents  of  euthanasia.  The  good  internist  and 
the  good  physician  will  recognize  his  obligation  to 
the  sick  and  suffering. 

Elsewhere  in  this  issue  Dr.  Lemuel  Bowden,  from 
his  experience  at  the  Memorial  Center  for  Cancer 
and  Allied  Diseases  in  New  York  City,  offers  some 
very  concrete  measures  w hich  may  be  utilized  in  the 
surgical  care  of  patients  wdth  advanced  cancer.  Some 
of  these  measures  have  added  a few  months  to  the 
life  of  the  sick  one,  others  a few'  years,  but  in  each 


instance  they  have  been  years  of  less  suflFering  than 
otherw  ise  w ould  have  been  the  case. 

Too  much  emphasis  cannot  be  placed  on  one  fact, 
that  the  incurable  cancer  patient  may  be  heir  to 
acute  episodes  requiring  immediate  remediable  sur- 
gery just  as  any  other  individual  may  experience. 
Because  of  low  ered  resistance  he  demands  the  best 
in  surgical  judgment  and  technique. 

The  Specialty  Board 

In  his  presidential  address  before  the  Advisory 
Board  of  Medical  Specialties,  Robert  A.  Moore  of  St. 
Louis  has  presented  very  clearly  the  proper  place 
the  specialty  board  should  occupy  in  the  practice 
of  medicine.  We  are  fortunate  to  be  able  to  present 
the  text  of  this  speech  in  our  columns  this  month. 
There  is  much  grist  contained  therein  for  the  intel- 
lectual mill.  He  points  his  finger  sharply  at  wdrat  he 
terms  the  fundamental  defect  of  medical  education 
today,  namely,  the  teaching  of  more  and  more 
specialties  and  less  and  less  medicine.  Our  medical 
schools  are  culpable  for  this  state  of  affairs  but  the’v 
have  suffered  much  from  pressure  from  w ithout  and 
should  not  alone  be  held  responsible. 

How  often  we  hear  a young  intern  or  resident  sav, 
“I  w ant  to  learn  more  about  this  disease  or  that  sur- 
gical procedure  or  a certain  pathological  lesion  in 
order  to  qualify  for  the  Board,”  w hen,  as  Dr.  Moore 
points  out,  the  basic  reason  should  be  expressed,  “in 
order  to  improve  my  know  ledge  of  medicine.” 

Complaints  have  been  expressed,  and  rightfully 
so,  that  our  specialty  boards  are  setting  up  standards 
of  medical  education.  This  must  never  be  if  we  wish 
to  maintain  progress.  No  one  wall  deny  that  the 
specialty  boards  have  made  a real  contribution  to 
the  improvement  of  medical  practice  in  the  United 
States.  They  must  be  recognized  for  what  they  are, 
in  the  w ords  of  Dr.  Moore,  “voluntaiT  agencies  con- 
cerned with  the  certification  of  the  competency  of 
professional  health  personnel  in  limited  fields  of 
practice.”  It  is  that  competency  w hich  w e as  prac- 
tising physicians  should  do  all  in  our  powder  to 
develop  in  order  that  our  successors,  the  physicians 
of  tomorrow^  may  be  w'ell  qualified  to  provide  the 
best  in  medical  care  for  their  patients. 

It  was  Sir  William  Osier  who  said  “To  have 
striven,  to  have  made  an  effort,  to  have  been  true  to 
certain  ideals— this  alone  is  w orth  the  struggle.” 


li  U 1 I C)  K I A 1.  S 


«45 


Thoughtful  Progress 

1 he  recent  decision  on  the  part  of  the  State  Ad- 
ministration to  convert  Undercliff  Sanatorium  into 
a facility  for  the  chronically  ill,  aged  and  infirm,  is 
a significant  development  ^\•hich  has  caused  expres- 
sion of  w idel\'  di\  ergent  view  s. 

On  one  hand,  the  Hiirtford  Coiircuit  describes  the 
e\  ent  as  “a  milestone  in  institutional  history.”  In  an 
editorial,  the  Coitrant  states,  “Not  only  is  the  1 uber- 
culosis  Ciommission’s  act  unique,  but  it  speaks  more 
than  volumes  could  about  the  effective  manner  in 
which  tuberculosis  is  being  controlled  in  this  state.  ’ 

On  the  other  hand,  the  New  Haven  x\rea  1 uber- 
culosis  and  Health  x\ssociation  expresses  misgivings 
in  its  September  number  of  ‘A  our  TB  Association 
Reports  . . .”  They  are  quick  to  point  out  that 

“approximately  30  per  cent  of  all  TB  patients  leave 
state  TB  hospitals  without  physician  consent— some 
still  in  a contagious  state.  Financial  problems  are 
responsible  for  some  of  these  premature  and  unwise 
dpeartures.  . . . And  it  is  a fact  that  most  Con- 

necticut communities  have  residents  with  active, 
contagious  TB  . . .” 

As  physicians,  we  must  at  this  juncture  be  xvary 
lest  we  succumb  to  the  fallacy  that  the  entire  TB 
problem  has  been  solved  in  our  state,  even  though 
it  was  possible  to  release  a 300  bed  institution  at  this 
time,  \dgorous  efforts  designed  to  further  reduce 
morbidity  and  mortality  from  this  disease  must  be 
continued. 

We  should  also  recognize  that  the  decision  was 
not  made  simply  because  of  the  reduction  in  hos- 
pitalized tuberculosis  cases,  but  because  the  State 
has  felt  that  a more  concerted  effort  must  be  ex- 
pended for  the  chronically  ill  and  elderly.  In  recent 
years  we  have  seen  Connecticut  develop  a far- 
reaching  program  designed  to  rehabilitate  the  handi- 
capped and  to  treat  infirm  elderly  patients  in  settings 
other  than  mental  hospitals.  This  program  of  the 
Commission  on  the  Care  and  Treatment  of  the 
Chronically  111,  Aged  and  Infirm  has  made  strides 
virtually  unequalled  in  the  nation.  The  addition  of 
Undercliff  to  its  facilities  at  this  time  should  enable 
a notable  demonstration  of  the  true  value  of  this 
approach. 

This  Society  has  been  in  close  contact  wfith  the 
program  of  the  Commission  for  the  Chronically  111 
and  Aged  since  the  beginning.  The  plans  to  ap- 
proach the  operation  of  Undercliff  as  not  simply 
a service  program,  but  as  an  opportunity  to  deter- 


mine the  ultimate  effect  on  the  mental  hospitals  of 
expansion  of  their  facilities,  can  only  be  endorsed 
as  a much-needed  step  in  the  right  direction. 

We  arc  w itnessing  a phenomenon  in  State  admin- 
istration which  represents  the  kind  of  good  govern- 
ment that  has  always  made  Connecticut  an  advan- 
tageous place  in  which  to  live  and  work.  Here  is 
demonstrated  rare  cooperation  betw'een  the  three 
agencies  concerned  xvith  the  institutional  care  of 
patients  for  whom  the  State  feels  a responsibility. 
The  Tuberculosis  Commission,  the  Mental  Health 
(Commission,  and  the  Commission  for  the  Chronic- 
ally 111  and  Aged  should  all  be  congratulated  on 
their  joint  planning  and  real  concern  for  the  needs 
of  all  the  people  of  the  State. 

We  feel  that  this  present  demonstration  of  co- 
operation betw  een  the  agencies,  gives  assurance  that 
the  present  conversion  is  not  irreversible,  should 
tuberculosis  beds  again  be  required.  It  should  be 
noted  that  in  a report  submitted  by  the  heads  of 
these  three  agencies  in  July,  1954,  they  themselves 
expressed  the  need  for  flexible  planning  should  the 
present  anti-tuberculosis  drugs  lose  their  effective- 
ness. It  seems  preferable  to  utilize  the  facilities  now 
for  non-infectious  chronic  disease  and  to  reconvert 
for  TB  if  necessary,  rather  than  leave  valuable  facil- 
ities vacant  against  an  eventuality  w^hich  may  never 
occur. 

An  aspect  of  this  development  which  is  of  salient 
importance  is  the  opportunity  afforded  for  demon- 
stration that  adequate  facilities,  staffed  with  suffi- 
cient numbers  of  high  quality  physicians,  nurses, 
therapists  can  acomplish  a real  measure  of  control  of 
a major  health  problem.  It  also  represents  an  invest- 
ment in  professional  skills  which  can  readily  be 
adapted  to  other  related  problems  as  they  arise.  We 
hope  that  this  demonstration  in  tuberculosis  will 
encourage  our  professional  xvorkers  in  other  fields 
to  new^  effort.  We  hope  it  will  encourage  our  elected 
representatives  to  take  bold  strides  to  meet  our 
mental  health  and  chronic  illness  problems  as  effec- 
tively. 

We  trust  that  in  the  utilization  of  Undercliff  for 
the  chronically  ill  and  aged,  effort  will  be  concen- 
trated on  controlling  the  nexv  cases  arising  so  that 
early  treatment  will  prevent  them  from  becoming 
custodial  problems  impossible  to  reclaim.  We  look 
forward  to  the  day  when  all  our  institutions  can 
meet  the  needs  of  the  patients  who  require  their 
specialized  facilities,  and  are  stabilized  at  the  point 
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where  annual  discharges  equal  annual  admissions. 
We  salute  the  present  change  at  UnderclifF  as  a 
significant  event  which  tends  to  bring  that  day 
closer. 

Accuracy  in  Medical  Observation 

While  medicine  is  not  a science  but  a mixture  of 
science  and  art,  there  is  no  reason  why  measureable 
physical  finding  should  not  be  accurately  recorded, 
especially  in  those  patients  in  whom  the  only  neces- 
sary mechanism  is  a properly  graduated  tape  meas- 
ure. Of  course  there  are  patients  in  whom  accurate 
measurements  are  not  particularly  important,  but 
there  are  others  in  whom  changes  in  the  size  of 
measurable  abnormalities  is  decidedly  significant. 

The  writer’s  attention  was  focussed  on  this  aspect 
of  medical  recording  by  a recent  report  in  which  a 
patient  was  stated  to  have  a palpable  abdominal  mass 
“approximately  the  size  of  a honey  dew  melon.” 
We  recall  a much  older  report  in  which  a patient 
was  described  as  having  a pulmonary  cavity  “the 
size  of  a walnut  with  the  shell  off.”  Descriptions  of 
masses  the  size  of  an  orange  or  a grapefruit  are  quite 
common,  though  in  the  latter  instance  it  is  not 
usually  stated  whether  the  recorder  is  referring  to  a 
Florida,  Texas,  or  California  grapefruit.  Other  com- 
mon statements  are  to  the  effect  that  the  liver,  or 
spleen  is  palpable  “3  fingers’  breadths  below  the 
costal  margin”  although  obviously  all  fingers  are  not 
of  the  same  width  and  the  costal  margin  is  not  a 
straight  line. 

There  are  two  aspects  of  such  inaccurate  methods 
which  are  important,  the  psychological  and  the  ob- 
jective. The  use  of  such  casual  appraisals  raises  the 
question  whether  the  observer  is  not  also  inaccurate 
in  other  clinical  observations  and,  in  some  patients 
it  is  important  to  know  whether  a mass  or  an  en- 
larged organ  is  increasing  or  decreasing  in  size. 
Accurately  graduated  metal  tape  measures  are  not 
expensive  and  are  easy  to  carry.  Why  not  use  one? 

G.B. 

Personal  Incomes 

From  time  to  time  the  Journal  comments  on 
economic  affairs  in  our  State  in  the  belief  that  the 
economic  climate  has  a direct  influence  on  the  prac- 
tice of  medicine.  Persons  with  comfortable  and  high- 
level  incomes  are  bound  to  demand  and  be  able  to 
afford  superior  medical  service.  The  people  of  Con- 
necticut fall  into  this  group. 


The  U.  S.  Commerce  Department  has  recently 
reported  on  personal  incomes  for  1953  and  show's  an 
increase  in  all  except  five  States. 

The  top  gainers  w'ere  Michigan,  Florida,  South 
Dakota,  Ohio,  Indiana  and  Nevada,  w'here  individual 
income  totals  rose  by  9 to  12  per  cent.  The  overall 
national  average  of  personal  incomes  was  up  to 
$1,709,  an  increase  of  6 per  cent  compared  wfith  the 
year  before. 

Per  capita  income  exceeded  the  national  average 
in  17  States.  In  nine  States,  including  Connecticut, 
the  per  capita  was  above  $2,000  per  year.  Delaw'are 
had  the  highest  average  income,  $2,304  and  only 
two  states— Mississippi  with  $834  and  Arkansas  with 
$939— had  per  capita  income  of  less  than  $1,000. 

The  following  tabulation  show's  for  each  State 
the  estimate  of  total  income  for  1952.  The  figures 
are  listed  in  order  of  total  income  for  1952;  total 
income  for  1953;  per  cent  of  change  from  1952 
to  1953;  per  capita  income,  and  per  cent  of  national 
average  of  per  capita  income  in  1953. 

United  States:  $256,091,000,000;  $270,577,000,000; 
up  6 per  cent;  $1,709;  100  per  cent. 

New  England:  $16,707,000,000;  $17,686,000,000; 
up  6 per  cent;  $1,824;  107  per  cent. 

Connecticut:  $4,393,000,000;  $4,744,000,000;  up  8 
per  cent;  $2,194;  ^^8  per  cent. 

Maine:  $1,250,000,000;  $1,287,000,000;  up  3 per 
cent;  $1,369;  80  per  cent. 

Massachusetts:  $8,421,000,000;  $8,880,000,000;  up 
5 per  cent;  $1,812;  106  per  cent. 

New  Hampshire:  $781,000,000;  $818,000,000;  up 
5 per  cent;  $1,620;  95  per  cent. 

Rhode  Island:  $1,362,000,000;  $1,429,000,000;  up 
5 per  cent;  $1,749;  102  per  cent. 

Vermont:  $500,000,000;  $528,000,000;  up  6 per 
cent;  $1,401;  82  per  cent. 

Thus  it  wall  be  seen  that  Connecticut  is  among  the 
top  ranking  States,  a position  that  it  consistently 
occupies,  and  is  the  most  favored  State  in  New 
England. 

Carol  and  Edna 

If  the  arrival  of  this  issue  of  the  Journal  is  de- 
layed, the  blame  must  be  placed  on  those  two  furies, 
Carol  and  Edna,  who  recently  visited  New  England 
and  vented  their  spite  on  its  industrious  and  long- 
suffering  inhabitants.  Not  satisfied  with  denying  us 
electricity,  the  means  by  which  we  sustained  our 
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very  existence  in  obtaining  water  and  food,  for  four 
days  the  second  bout  of  nature  deluged  us  with  eight 
inches  of  rain  in  half  as  many  hours  and  left  in  its 
wake  a shambles  of  fallen  trees,  washed  out  roads 
and  wrecked  boats. 

^ Our  editor  rode  out  both  storms  on  an  island  off 
the  Maine  coast  where  he  had  gone  for  a period  of 
rest  and  mental  as  well  as  physical  recuperation. 
Carol  did  her  worst,  sending  ocean  spray  inland  for 
two  miles  and  leaying  a brown  blight  on  the  foliage 
which  reminded  one  of  those  late  spring  frosts  which 
catch  Mother  Nature  unfolding  her  plumage  at  an 
unpropitious  time.  Seemingly  to  out  do  her  vicious 
sister,  Edna  added  to  the  onslaught  eleven  days 
later  by  blocking  much  of  the  transportation  in  the 
Pine  Tree  State,  including  boat  service  to  the 
islands  and  all  rail  communications  along  the  sea- 
board, and  leaving  the  trees  as  bare  as  in  winter. 

It  was  a grim  vacation. 


THE  DOCTOR’S  OFFICE 

Monroe  Coleman,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  allergy  at  86  Prospect 
Street,  Stamford. 

Stephen  H.  Deschamps,  m.d.  announces  the  open- 
ing of  an  office  for  the  private  practice  of  internal 
medicine  and  gastroenterology  at  923  East  Main 
Street,  Bridgeport. 

Charles  Erederick  Dyer,  m.d.  announces  the  open- 
ing of  an  office  for  the  practice  of  general  surgery  at 
302  State  Street,  New  London. 

Marvin  Garrell,  m.d.  announces  the  opening  of  an 
office  for  the  general  practice  of  medicine  at  205 
Stillson  Road,  Fairfield. 

Anton  N.  Lethin,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  pediatrics  at  45  iMain 
Street,  Middletown. 


Diabetes  Drive 

For  six  years  now  the  American  Diabetes 
Association  has  conducted  a Diabetes  Week. 
At  first  it  was  called  “Diabetes  Detection 
Drive”  and  the  emphasis  was  on  testing  urines 
for  sugar  from  as  many  persons  as  possible. 
This  was  an  attempt  to  find  the  million  un- 
known diabetics  in  our  nation  and  get  them 
under  treatment  before  irreparable  damage  had 
been  done. 

In  the  last  tw'o  years  the  special  week  has 
been  called  Detection  and  Fiducational  Drive 
and  to  this  it  would  seem  the  public  has  re- 
sponded even  better. 

More  and  more  people  take  a sample  of  urine 
wdth  them  when  they  go  to  the  doctor’s 
office.  For  the  most  value  the  doctor  should 
insist  on  a urine  voided  two  hours  after  a meal. 
When  sugar  is  found  in  a sample  of  urine,  the 
patient  is  already  on  a carbohydrate  restricted 
diet  before  a blood  sugar  can  be  taken  next 
day,  so  a blood  sugar  should  be  taken  on  the 
spot.  The  chances  are  it  will  be  worth  more 
than  a glucose  tolerance  test  later. 

Recently  many  people  recognize  the  poly- 
uria and  thirst  of  diabetes  and  specifically 
request  a diagnostic  test.  This  and  other  educa- 
tional factors  explain  the  fall  in  admission  of 
diabetics  in  coma  to  the  major  hospitals. 

The  Seventh  Diabetes  Drive  will  be  Novem- 
ber 14  to  20  and  is  sponsored  by  the  Con- 
necticut Diabetes  Association  and  also  by  the 
various  co-medical  associations. 

It  is  hoped  that  during  this  period  each 
doctor  will  cooperate  by  doing  a routine  urine 
examination  for  sugar  on  each  patient  who 
comes  to  his  office. 
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PROGRESS  IN  CLINICAL  MEDICINE 


LENTE  INSULIN 

Barnett  Greenhouse,  m.d.,  New>  Haven 


T EN'iE  Insulin,  a newer  type,  long  acting  insulin, 
^ marks  a notable  departure  in  insulin  preparation. 
It  is  a cloudy  insulin  suspension  containing  a small 
amount  of  zinc  (0.2  mgm.  per  100  units)  and  is 
slowly  soluble  at  the  pH  of  the  blood.  It  is  not  unlike 
NPH  Insulin  in  appearance  and  action  except  that 
the  retarded  effect  is  obtained  without  the  use  of 
protamine,  globin  or  other  modifying  proteins.  The 
prolonged  action  of  Lente  Insulin  is  achieved  rather 
by  the  use  of  small  amounts  of  zinc  which  in  the 
presence  of  an  acetate  buffer  has  been  found  to  have 
a sustaining  effect  upon  insulin. 

The  significance  of  employing  an  acetate  buffer, 
rather  than  the  phosphate  buffer  routinely  used  in 
insulin  preparation,  lies  in  the  recent  discovery  that 
phosphate  ions  have  an  affinity  for  zinc,  precipitating 
it  out  of  solution,  and  by  changing  to  an  acetate 
buffer,  which  does  not  have  as  great  a degree  of 
affinity,  zinc  could  be  made  to  combine  with  insulin 
in  such  a way  that  the  resulting  product  was  rela- 
tively insoluble  at  pH  7.2. 

Thus  a simple  method  of  prolonging  insulin  action 
is  achieved  with  zinc  alone  and  without  the  need  of 
the  delaying  action  of  protein  modifying  agents. 
Indeed,  protamine  and  globin  might  not  have  come 
into  use  had  it  been  recognized  earlier  that  phosphate 
ions  have  such  an  inhibiting  effect  on  the  physical- 
chemical  relation  between  zinc  and  insulin. 

INTERACTION  RETWEEN  ZINC  AND  INSULIN 

7dnc  is  an  essential  element  in  the  framework  of 
insulin,  greatly  influencing  its  action.  It  is  capable 
of  precipitating  insulin  and  is  a necessary  factor  for 
its  crystallization.  The  retarding  effect  of  zinc  on 
insulin  made  insoluble  by  combination  w ith  prota- 
mine and  globin  is  well  known  and  is  the  basis  for 


The  Author.  Attending  I’hysiciav  in  Medicine,  in 
charge  of  the  Metabolic  Service  and  Diabetic  Clinic, 
General  Service  Medical  Staff,  Grace-New  Haven 
Co'innmnity  Hospital,  New  Haven,  Connecticut; 
Governor  of  the  American  Diabetes  Association  for 
Connecticut 


SUMMARY 

Lente  Insulin  is  the  most  recently  developed  inter- 
mediate-acting  insulin  modification.  It  is  a cloudy  and 
slowly  soluble  insulin-zinc  suspension  closely  resem- 
bling NPH  Insulin  in  appearance  and  action  but  con- 
taining no  protamine.  Its  prolonged  action  is  obtained 
by  the  use  of  zinc  alone  in  the  presence  of  an  acetate 
buffer. 


Protamine  Zinc  Insulin,  NPH  and  Globin  Insulin 
with  Zinc.  The  new'  discovery  is  that  insulin  alone, 
in  precipitated  state,  together  with  a small  quantity 
of  zinc  gives  a prolonged  insulin  effect. 

The  precipitated  insulin  containing  0.2  mg.  of 
zinc  per  100  units  can  be  made  to  take  twm  different 
forms  depending  upon  pH  adjustment.  A crystalline 
form  is  quite  insoluble  and,  therefore,  is  absorbed 
slowly  by  the  body.  Total  activity  has  been  showm 
under  experimental  conditions  to  exceed  ninety 
hours.  An  amorphous  form  containing  precisely  the 
same  amount  of  zinc  is  more  easily  dispersed  and 
absorbed  by  the  body  tissues  and,  therefore,  has  a 
much  shorter  activity— about  twelve  hours. 

By  combining  the  two  forms,  one  can  arrive  at 
intermediate  preparations  aimed  at  approximating  the 
desirable  action  of  NPH  Insulin,  and  a mixture  con- 
sisting of  70  per  cent  of  the  crystalline  form  and  30 
per  cent  of  the  amorphous  form  was  found  by  trial 
to  be  the  most  satisfactory. 


brotn  Dr.  Greenhouse's  Clinic,  Grace-New  Haven  Community  Hospital 

Presented  at  the  Clinical  Session  of  the  Interim  Convention  of  the  Phi  Lambda  Kappa  Fraternity  held  in  Miami  Beach, 
llorida,  April  2,  ipS4,  and  at  a Syniposimn  on  Diabetes  held  during  the  Annual  Meeting  of  the  Connecticut  State  Medical 
Society  in  Hartford,  April  2(j, 
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Dr.  K.  Hallas-Moller  and  his  associates  of  Den- 
mark who  developed  these  new  forms  named  the 
very  slow  acting  crystalline  form  Ultra-Lente;  the 
short  acting  amorphous  form  Semi-I.ente,  and  the 
intermediate  combination  simply  Lente.  The  term 
Lente  means  slow. 

CLINICAL  USE  OF  LEN'tF,  INSULIN 

Our  clinical  observations  for  the  past  nine  months 
seem  to  indicate  that  Lente  Insulin  is  an  intermediate 
acting  insulin  in  the  same  category  with  NPH  and 
Globin  Insulin.  However,  it  does  have  a longer 
action  approaching  rather  that  of  Protamine  Zinc 
Insulin  as  evidenced  by  a recurrence  of  early  morn- 
ing reactions.  In  its  present  form  it  is  probably  too 
long  acting  and  not  rapid  enough  to  overcome  the 
glycosuria  after  breakfast.  Generous  bedtime  feed- 
ings are  necessary  to  prevent  reactions  during  the 
night,  and  the  added  use  of  crystalline  insulin  is 
often  needed  to  hasten  the  insulin  effect  at  breakfast. 

Lente  Insulin  may  otherwise  be  used  interchange- 
ably with  NPH,  unit  for  unit,  though  less  of  the 
Lente  Insulin  will  often  be  required.  As  with  other 
insulins,  patient  reaction  will  need  to  be  individual- 
ized and  dosage  adjusted  according  to  response  to 
treatment. 

We  have  adopted  the  same  procedure  with  Lente 
Insulin  as  we  have  with  NPH  Insulin.  The  meals 
are  equally  divided  but  allowing  a substantial  feed- 
ing before  retiring,  and  often  also  a snack  in  mid- 
afternoon. The  insulin  dosage  is  controlled  mainly 
by  the  second  specimen  on  arising.  Just  enough 
insulin  is  given  to  keep  this  specimen  sugar  free,  and 
if  sugar  appears  later  on  during  the  day,  5 to  15 
units  of  crystalline  insulin  are  added  in  the  same 
syringe  with  the  Lente  Insulin  to  sharpen  its  effect. 
Attempts  to  keep  sugar  free  on  Lente  Insulin  alone 
in  higher  dosage  levels  have  caused  severe  and  pre- 
cipitous reactions  during  the  night.  As  a result  we 
have  learned  to  cut  back  on  the  Lente  Insulin  and 
add  a little  crystalline  insulin  with  good  effect. 

When  the  dose  of  Lente  Insulin  is  unduly  large, 
the  danger  of  insulin  reaction  is  increased.  This  may 
be  offset  by  divided  insulin  dosage,  giving  twu)- 
thirds  of  the  total  daily  dose  before  breakfast  and 
one-third  before  supper.  The  morning  insulin  is 


adjusted  for  daytime  control,  while  the  supper  dose 
is  regulated  to  cover  the  evening  and  early  morning 
hours.  Often  as  little  as  5 to  10  units  may  be  sufficient 
at  supper  time.  If  needed,  crystalline  insulin  may  be 
added  to  the  morning  dose  but  it  is  wiser  to  avoid 
doing  so  with  the  supper  dose  of  Lente  Insulin  for 
fear  of  night  reactions. 

INSULIN  ALLERGY 

Because  of  the  highly  puriffed  crystalline  state  of 
Lente  Insulin  and  the  absence  of  foreign  proteins,  it 
was  anticipated  that  the  incidence  of  allergy  would 
be  less  following  its  use.  However,  w^e  have  since 
had  tw  o patients  w ith  an  allergic  response.  1 he  local 
skin  reactions  subsided  in  one  patient  w ithout  chang- 
ing the  insulin,  ddie  other,  a known  case  of  insulin 
allergy,  had  to  discontinue  Lente  Insulin  and  go 
back  on  Special  (Beef)  NPH  Insulin  to  which  she 
w'as  less  sensitive.  It  was  suggested  that  we  might 
have  here  a case  of  species  specificity  since  the 
recrystallized  insulin  used  in  Lente  Insulin  is  made 
from  both  beef  and  pork. 

COMMENT 

Lente  Insulin  is  the  third  intermediate  acting 
insulin  to  become  available,  supplementing  NPH 
and  Globin  Insulin.  Subtle  differences  in  action  may 
be  observed  between  the  three  insulins  giving  the 
physician  a wader  choice  of  insulin  effects.  The 
advantages  of  Lente  Insulin  lie  not  in  its  superiority 
to  NPH  or  Globin  Insulin  clinically,  but  rather  in 
the  basic  principle  of  its  preparation  and  the  elimina- 
tion of  foreign  protein  modifying  agents.  The  pos- 
sibilities offered  by  the  newer  crystalline  insulin 
compounds  are  intriguing,  and  open  new^  avenues 
to  the  insulin  of  the  future. 
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THE  THERAPEUTIC  TRIAL 

TP  he  past  thirty  years  have  witnessed  the  introduction  into  medicine  of  scores  of 
diagnostic  tests,  many  of  them  having  specific  significance.  It  is  natural  and  inevitable 
that  as  these  tests  have  increased  in  number  and  specificity,  physicians  have  placed 
less  and  less  reliance  upon  the  deductive  reasoning  and  trials  of  therapy  that  formerly 
aided  in  reaching  correct  diagnoses. 

To  many  of  us  who  entered  medicine  several  decades  ago,  it  seems  that  diagnostic 
testing  is  sometimes  carried  to  unnecessary  lengths.  Patients  are  admitted  to  hospitals 
in  order  that  ten  to  twenty  tests  may  be  performed,  relating  to  almost  every  organ  or 
system  of  the  body.  If  the  diagnosis  is  really  obscure,  there  can  be  no  possible  objection 
to  this  procedure,  but  sometimes  the  diagnosis  can  be  made  with  confidence  on  the 
basis  of  a therapeutic  trial.  Let  me  speak  briefly  of  several  matters  that  lie  within  the 
range  of  my  personal  experience. 

When  an  adult  patient  complains  chiefly  of  difficulty  in  breathing  at  night,  and  is 
found  to  have  enlargement  of  the  heart  or  hypertension,  most  physicians  think  imme- 
diate! v of  early  failure  of  the  left  ventricle  and  of  bronchial  asthma  as  possibilities. 
The  differentiation  between  these  often  can  be  made  quickly  by  the  administration  of 
full  doses  of  digitalis.  If  there  is  prompt  relief  of  the  symptom  it  is  highly  probable 
that  the  heart  was  responsible;  if  there  is  no  relief,  the  chances  are  great  that  the 
dyspnea  was  not  due  to  the  heart.  Similarly,  the  use  of  adequate  doses  of  bronchodila- 
tor  drugs  may  provide  immediate  and  convincing  evidence  that  the  nocturnal  breath- 
lessness was  due  to  bronchospasm. 

Pain  or  pressure  behind  the  sternum  may  be  extremely  puzzling  at  times,  since  it 
may  be  typical  of  angina  in  some  respects  but  not  in  others.  One  may  have  to  consider 
spastic  phenomena  in  various  portions  of  the  gastrointestinal  tract,  hiatus  hernia, 
disease  of  the  gallbladder,  pathological  conditions  in  the  spine,  neurocirculatory 
asthenia,  and  perhaps  several  other  conditions.  Helpful,  and  sometimes  crucial,  in- 
formation may  be  obtained  by  a careful  therapeutic  trial  of  nitroglycerine.  True,  this 
is  not  infallible,  inasmuch  as  this  drug  occasionally  relieves  discomfort  arising  from 
organs  other  than  the  heart,  but  speedy,  invariable  relief  from  nitrites  speaks  strongly 
in  favor  of  angina.  Surely  this  simple  test  should  be  applied  before  the  patient  is  sub- 
jected to  the  expense  and  loss  of  time  involved  in  hospitalization  or  x-ray  studies  of  the 
intestinal  tract  and  gallbladder.  This  is  especially  true  since  there  is  at  present  no 
objective  test  that  will  prove  the  existence  of  angina.  The  diagnosis  still  depends  upon 
the  history,  and  the  response  to  effort  and  to  coronary  artery  dilators  may  be  the 
most  decisive  items. 

Occasionally  adults  with  known  heart  disease  but  without  heart  failure  complain 
bitterly  of  inability  to  sleep,  and  this  symptom  may  not  respond  to  the  ordinary  mild 
sedatives.  In  these  circumstances  one  suspects  that  Cheyne-Stokes  respiration  may  be 
responsible  for  the  wakefulness,  even  though  the  patient  insists  that  there  is  no 
abnormality  of  his  breathing.  If  the  suspected  diagnosis  cannot  be  confirmed  by 
observations  of  members  of  the  family,  it  may  find  ready  confirmation  in  the  response 
to  respiratory  stimulants  such  as  aminophylline. 

Undoubtedly  there  are  many  other  conditions  that  can  be  identified  readily  on  the 
basis  of  simple  therapeutic  trials.  Even  if  the  patient  does  have  Blue  Cross  member- 
ship, it  may  be  a serious  disservice  to  him  and  to  other  members  to  arrange  for  hos- 
pitalization when  it  is  not  actually  necessary.  Most  hospitals  are  finding  it  difficult  to 
provide  adequate  space  and  service  for  those  who  are  really  ill;  their  concern  over  the 
numerous  admissions  for  diagnostic  study  should  receive  the  sympathetic  consideration 
of  every  physician  who  uses  their  facilities.  A far  more  serious  objection  to  frequent 
"shotgun  testing’’  is  that  physicians  may  become  increasingly  dependent  upon  labora- 
tory tests,  rather  than  upon  their  observations  of  patients  and  the  responses  to  treat- 
ment. In  fairness  to  them  and  to  ourselves,  let  us  not  invoke  the  complex,  costly  tests 
now  available  until  we  have  utilized  to  the  full  our  clinical  knowledge,  diagnostic 
ability,  and  simple  therapeutic  tests. 


H.  M.  Marvin,  M.D. 
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INSURANCE  AGAINST  CATASTROPHIC  MEDICAL  EXPENSES 

A Service  for  Members 


Llospital  and  surgical  insurance,  both  written  through  insurance  companies  and  nonprofit  plans  like 
Blue  Cross  and  Blue  Shield,  have  made  a major  contribution  to  lessening  the  financial  burden  of  illness 
and  accident.  These  plans,  however,  insure  against  normal  medical  costs  which  may  be  termed  “financial 
inconvenience,”  stopping  far  short  of  protection  against  a financial  crisis  that  could  easily  develop  in  cases 
of  prolonged  illness  or  extensive  disabilities.  Major  Medical  Expense  Insurance  or  Catastophic  Medical 
Expense  Coverage,  as  it  is  sometimes  called,  was  especially  designed  to  give  greater  financial  protection 
against  large  and  unusual  medical  care  expenses  of  all  kinds.  The  first  advantage  of  Catastrophic  Medical 
Expense  Coverage  is  its  broad  approach  to  the  cost  of  medical  care  rather  than  the  usual  itemized  break- 
down of  benefits  into  hospitalization,  surgical,  and  so  on,  as  the  ordinary  coverages  normally  do.  The 
Major  Medical  Plan  covers  any  reasonable  and  customary  expense  normally  associated  with  the  care  and 
treatment  of  an  accident  or  illness,  including  professional  fees,  private  nursing,  hospital  charges,  anesthesia, 
drugs  and  medicines.  Instead  of  limits  to  hospital  charges  for  board  and  room  and  a daily  allowance  for 
nurses’  fees  and  to  other  miscellaneous  fees,  there  is  but  one  over-all  maximum  benefit  limit  for  each 
person  for  each  accident  or  illness;  the  most  common  amount  being  $5,000.  A basic  amount  is  stipulated  to 
which  the  charges  must  accumulate  before  the  insurance  coverage  commences.  This  usually  ranges  from 
$250  to  $500  depending  on  the  premium  charged,  similar  to  the  well-known  deductible  provision  in  auto- 
mobile insurance.  This  deduction  principle  eliminates  the  many  relatively  small  but  costly-to-process  claims 
which  in  most  cases  can  easily  be  met  by  the  insured.  It  makes  possible,  at  a reasonable  premium,  the  exten- 
sion of  this  insurance  into  areas  of  expense  where  a real  financial  catastrophe  could  occur. 


Catastrophic  Medical  Expense  Plans  of  most  com- 
panies also  include  a form  of  coinsurance.  This 
means  that  the  insured  pays  a certain  proportion  of 
the  additional  costs  over  and  above  the  original 
deductible  amount.  This  coinsurance  is  usually  20 
or  25  per  cent  of  the  total  expense  and  it  is  based  on 
the  premise  that  some  financial  responsibility  is 
necessary  so  that  the  insured  will  be  concerned  with 
the  cost  and  frequency  of  medical  treatment  being 
rendered.  Unnecessary  services  must  be  avoided  if 
premium  rates  are  to  be  kept  at  reasonable  levels. 

With  these  facts  in  mind,  the  Connecticut  State 
Medical  Society  in  cooperation  with  representatives 
of  the  Commercial  Insurance  Company,  devised  a 
plan  for  insurance  aimed  at  helping  members  of  the 
Society  meet  these  unexpected  major  medical  ex- 
penses. It  was  found  that  experience  and  statistics 


were  virtually  nonexistent,  so  that  the  Commercial 
Insurance  Company  wrote  the  plan  with  the  under- 
standing that  it  would  be  extended  as  experience 
indicated.  On  April  15,  1952  the  first  Professional 
Men’s  Group  Catastrophic  Medical  Expense  Plan 
went  into  effect  for  members  of  the  Society,  with 
an  enrollment  of  better  than  50  per  cent  of  the 
eligible  membership. 

The  coverage  provided  is  as  follows: 

I.  The  member  pays  the  first  $500  of  medical 
expense  incurred  as  a result  of  any  one  illness  or 
accident.  Inability  to  work  is  not  necessary  to 
receive  benefits.  It  is  assumed  that  in  most  cases 
other  types  of  insurance  would  absorb  the  first  $500 
of  expense  but  the  fact  that  other  insurance  entered 
the  picture  had  no  bearing  on  determining  the 
deductible  clause  in  the  Society’s  group  contract. 
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2.  Our  plan  pays  8o  per  cent  of  the  medical  ex- 
penses in  excess  of  I500,  up  to  a maximum  amount 
of  $5,000  incurred  within  two  years  for  any  one 
cause.  Each  new  illness  or  accident  and  each  member 
of  the  family  has  available  the  maximum  benefit  of 
$5,000. 

5.  Medical  expense  in  the  contract  is  defined  as  all 
reasonable  charges  necessarily  incurred  for  medical; 
surgical;  hospital;  or  nursing;  also  x-ray  examina- 
tions and  treatment,  laboratory  service,  anesthesia, 
drugs  and  medicines,  and  all  other  therapeutic  serv- 
ices and  supplies,  which  may  be  needed  as  a result  of 
any  accident  or  because  of  all  sickness  resulting  from 
one  cause. 

4.  The  age  limit  is  70  years. 

5.  The  coverage  is  available  to  the  insured  mem- 
ber’s eligible  dependents.  Eligible  dependents  are  un- 
married children  under  23  years  of  age  and  the 
member’s  spouse  under  70  years  of  age. 

6.  The  insurance  does  not  provide  for  a maternity 
benefit  in  normal  pregnancy,  which  is  not  considered 
catastrophic.  Protection  is  provided,  however,  for 
the  extraordinary  complications  of  pregnancy,  when 
benefits  are  payable  in  the  same  manner  as  for  other 
illnesses. 

7.  The  plan  cannot  be  cancelled  individually  by 
the  Company,  except  for  nonpayment  of  premium  or 
withdrawal  from  membership  in  the  State  Medical 
Society.  Neither  member  nor  any  member  of  his 
family  can  be  refused  renewal  on  the  basis  of  a 
change  in  physical  condition  after  becoming  insured. 

Claims  actually  paid  give  ample  testimony  to  the 
need  for  this  kind  of  insurance  and  to  what  it  is 
accomplishing  for  our  members.  Several  claims  have 
already  been  paid  in  the  amount  of  $5,000.  The 
average  payment  on  claims  up  to  now  has  been  $853, 
proving  clearly  that  the  plan  is  making  payments  of 
financial  importance  to  the  individuals  affected. 

There  is  always  the  possibility  of  over  use  or 
abuse  of  such  a plan.  It  is  only  fair  to  say  that  the 
bills  that  have  been  presented  have  often  been  sub- 
stantial, but  that  is  not  unexpected  when  the  eco- 
nomic level  of  the  insured  persons  is  taken  into 
consideration.  So  far,  in  our  experience,  there  has 
been  no  indication  of  services  being  unnecessarily 
provided,  or  that  charges  are  inappropriately  high. 

None  of  these  plans  can  be  a success  without  the 
intelligent  cooperation  of  the  group  insured  and  it  is 


a pleasant  duty  to  report  that,  with  the  completion 
of  two  years,  the  Catastrophic  iVIedical  Expense  Plan 
of  the  State  Medical  Society  is  an  unqualified  suc- 
cess. All  information  concerning  it  can  be  obtained 
from  the  Secretary’s  office. 

Advisory  Committee  to  Tuberculosis 
Commission 

At  the  invitation  of  the  Tuberculosis  Commission, 
the  Council  of  the  Society  appointed  a Medical 
Advisory  Committee  to  the  Commission:  Gustaf 
E.  Lindskog,  New  Haven,  Chairman;  Ettore  F.  Car- 
niglia,  Hartford;  H.  M.  Marvin,  New  Haven;  Albert 
W.  Snoke,  New  Haven;  Charles  F.  VonSalzen, 
Hartford. 

Physicians  in  Selective  Service 

July  31  compilation  by  Selective  Service  reveals 
following  totals  of  living  special  registrants:  physi- 
cians, 114,476;  dentists,  42,868;  veterinarians,  8,812. 
Included  in  these  figures  are  Priority  IV  registrants, 
who  obviously  will  not  be  reached— or  even  classi- 
fied-under doctor  draft  law,  barring  full  scale 
military  mobilization.  Following  are  principal  break- 
down figures  on  Priority  I,  II  and  III  physicians  and 
dentists  (no  draft  calls  for  veterinarians  are  antici- 
pated): 

PRIORITY  I PHYSICIANS 

Total,  9,474,  of  whom  9,405  have  been  classified. 
Physically  fit  and  available  for  induction  are  371. 
As  of  July  31,  4,418  were  on  active  military  duty  and 
1,619  held  Reserve  status  after  having  fulfilled,  in 
many  cases,  obligated  service.  Holding  essentiality 
deferment  (2-A)  were  449,  and  1,721  were  in  4-F. 
Involuntary  inductions  to  date  total  14. 

PRIORITY  II  PHYSICIANS 

Total,  2,053,  of  whom  2,000  classified.  Fit  and 
available  for  induction,  166;  631  on  active  duty;  in- 
active Reserves,  457;  holding  essentiality  deferment, 
1 75;  in  4-F,  3 1 1 ; one  involuntary  induction. 

PRIORITY  HI  PHYSICIANS 

Total,  37,433,  of  whom  34,930  classified.  Fit  and 
available,  8,187;  1,858  on  active  duty;  in  2-A  (essen- 
tial), 4,978;  4-F,  7,264;  overage  (past  51st  birthday), 
4,805;  deceased,  520;  two  involuntary  inductions. 
Note:  In  Priorities  I and  II  deceased  total  is  91. 


secretary’s  oeeice 


853 


Meetings  Held  in  September 


September 

Septeml)er 

September 

September 

September 

September 

September 


September 

September 

September 

September 

September 

September 

September 

September 


7— Professional  Policy  Committee  CMS 
S— Committee  on  Neonatal  Alortality 
9— Committee  on  Public  Health 
Budget  Conference 
1 5— Clinical  Congress 

Board  of  Directors  CMS 

16— Clinical  Congress 

16— Committee  on  Revision  of  Bv-Ca\vs 

21—  Committee  on  Hospitals 
Committee  on  Cancer  Treatment 
Survey 

22—  Committee  on  Maternal  iNIortality 
and  Morbidity 

22—  Cornell  Crash  Research  Committee 
2 Committee  on  Payments  for  Non- 

Surgical  Services 

23—  Committee  on  School  Health 

28—  Advisory  Committee  to  Welfare 
Department 

29—  Connecticut  Medical  Examining 
Board 

29—  Executive  Board  of  Committee  on 
Industrial  Health 

30—  Committee  on  Public  Relations 


New  Medical  Advisory  Committee  for  the 
State  Tuberculosis  Commission 

Paul  S.  Phelps,  m.d.,  Hartford 


The  Author.  Director,  Connecticut  Tuberculosis 
Conimission 


Tuberculosis  is  a chronic  disease  communicable  in 
nature.  It  has  caused  untold  numbers  of  deaths  since 
the  history  of  mankind  has  been  recorded.  It  has  and 
still  does  cause  prolonged  disability,  not  to  mention 
the  distress  to  patients  and  their  families.  Tubercu- 
losis is  a serious  economic  drain  on  families,  the  State, 
and  the  Nation. 

We  are  beginning  to  see  the  results  of  the  long 
fight  against  this  disease  in  a tangible  way.  This  has 
come  about  through  a combination  of  factors  of 
which  the  developments  in  Connecticut  furnish  an 


excellent  example.  Modern  hospitalization  for  the 
tuberculous  in  Connecticut  has  developed  a high 
degree  of  effectiveness  providing  isolation,  treat- 
ment, rehabilitation  and  education.  Preventative 
programs  throughout  the  State  have  provided  case 
finding  and  follow-up  facilities.  Living  conditions 
have  improved.  A'lost  of  these  factors  have  taken 
years  to  develop.  In  recent  years  the  factors  which 
have  had  the  most  striking  effect  on  deaths  and  dis- 
ability from  tuberculosis  have  been  the  development 
of  modern  chemotherapy  and  pulmonary  resection. 
These  two  methods  of  treatment  combined  with 
isolation  and  rest  have  made  it  possible  to  reduce  the 
number  of  deaths  from  tuberculosis  dramatically. 
The  reduction  in  Connecticut  has  been  from  579  in 
1946  to  175  in  1953.  It  has  made  it  possible  to  reduce 
the  length  of  hospital  stay  and  to  do  away  with  the 
waiting  lists.  As  this  length  of  hospital  stay  has 
steadily  decreased,  vacancies  have  occurred  in  suffi- 
cient numbers  during  the  last  year  to  make  it  pos- 
sible to  consolidate  from  five  to  four  tuberculosis 
hospitals  in  Connecticut.  Strangely  enough,  this  has 
occurred  during  a year  when  admissions  were  the 
greatest  in  ten  years.  This  has  not  just  happened;  it 
has  been  the  combined  effort  of  both  lay  and  profes- 
sional people. 

Tuberculosis  is  not  licked  (well  over  1,000  new 
cases  reported  last  year),  and  there  are  many  factors 
concerning  the  modern  treatment  of  tuberculosis 
about  which  we  know  very  little  as  sufficient  time 
has  not  elapsed  for  the  research  required. 

Several  months  ago  the  Tuberculosis  Commission, 
taking  cognizance  of  the  rapidly  changing  picture 
in  tuberculosis  control,  requested  that  the  State 
iVIedical  Society  appoint  an  informal  Medical  Ad- 
visory Committee  to  the  State  Tuberculosis  Com- 
mission. The  purpose  of  this  was  to  review  recent 
events  in  the  tuberculosis  control  program  and  give 
the  Commission  the  benefit  of  its  advice  and  assist 
in  planning  a long-term  program.  1 he  1 uberculosis 
Commission  looks  forward  to  this  cooperative 
undertaking. 

The  members  of  the  Society  selected  by  the  Coun- 
cil to  serve  on  this  Committee  are:  Gustav  E.  Linds- 
kog,  789  Howard  Avenue,  New  Haven;  Ettore  E. 
Carniglia,  85  Jefferson  Street,  Hartford;  H.  iM. 
Adarvin,  303  Whitney  Avenue,  New  Haven;  Albert 
W.  Snoke,  789  Howard  Avenue,  New  Haven; 
Charles  E.  Van  Salzen,  725  Asylum  Avenue,  Hart- 
ford. 
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IT  WAS  EVER  THUS 

H ERBERT  F.  Hirsche,  M.P.H.,  Hartford 


riic  Author.  Health  Director's'  Assistant  and  Direc- 
tor, Bureau  of  Vital  Statistics,  Hartford  Health 
Department 


Many  today  who  are  becoming  a bit  tired  of 
living  a thermonuclear  type  of  existence,  tend 
to  look  back  on  the  horse  and  buggy  days  of  the 
’Sos  and  long  for  those  seemingly  placid  days  of 
contentment  and  security.  In  doing  so  the  fact  is 
often  overlooked  that  those  nostalgic  times  were  for 
many  people  neither  placid  nor  secure.  It  was  an  era 
of  contrasts  wherein  could  be  found  excessive  wealth 
on  one  side  of  the  railroad  tracks  and  abject  poverty 
on  the  other.  For  men  like  Andrew  Carnegie  it 
would  be  possible  at  the  turn  of  the  century  to 
acquire,  tax  free,  a personal  income  of  23  million 
dollars  per  year.  For  the  skilled  worker,  however, 
things  were  different.  He  could,  if  he  were  lucky, 
acquire  on  the  average  four  to  five  hundred  dollars  a 
year  ($1,500  our  money).  For  this  he  would  work 
ten  hours  a day,  six  days  a week!  The  lot  of  the  un- 
skilled foreign  worker,  of  which  there  were  many, 
was  neither  gay  nor  secure.  Many  eked  out  a miser- 
able pittance  and  lived  in  an  environment  of  filth, 
overcrowding,  wretchedness,  and  degradation  be- 
yond the  concepts  of  modern  society.  It  was  under 
such  prevailing  conditions,  at  about  the  time  of  the 
inauguration  of  Grover  Cleveland  in  1885,  that  the 
Board  of  Health  of  the  City  of  Hartford  came  into 
existence. 

(]onsiderin«'  the  formidable  character  of  the  work 

O 

to  be  accomplished  one  might  assume  that  such  an 
undertaking  would  have  been  launched  with  a well 
rounded  and  suitably  endowed  organization.  This 
was  not  so.  The  Board  was  staffed  by  two  physicians 
with  titles  of  President  and  Secretary,  and  a sanitary 
inspector  thrown  in  for  good  measure.  The  first 
annual  appropriation  was  for  $2,000,  and  this  was 
not  exceeded. 

In  1885  the  life  of  a sanitary  inspector,  like  the 
proverbial  policeman,  could  not  have  been  a happy 


one.  Hartford  had  its  problems.  Those  were  the  days 
when  few  houses  had  water  closets,  most  relied  on 
backyard  privies  and  these  were  generally  enhanced 
by  an  adjoining  horse  stable  with  its  inevitable  fly- 
borne  manure  pile.  What  sewers  existed  were  inade- 
quate; the  Park  River  for  years  was  a veritable  cess- 
pool and  a stench  to  the  nostrils  of  those  who  lived 
near  it.  Streets,  gutters  and  alleys  were  dusty,  clut- 
tered with  filth  and  “buzzing”  with  flies.  The  people 
themselves  were  not  much  better  off.  The  “Saturday 
night”  bath  was  a privilege  few  could  afford.  For 
the  rest,  the  Board  of  Health  had  this  to  say,  “The 
need  of  establishing  free  public  baths  becomes  more 
apparent  year  by  year.  Many  of  our  people  come 
from  continental  cities  where  there  are  such  baths 
and  in  their  new  homes,  not  having  such  facilities 
they  become  neglectful.  The  water  meter  charges 
by  the  drop  and  a bath  becomes  a luxury  which 
they  cannot  afford.  Water,  the  necessity  of  all 
necessities,  should  be  absolutely  free.”  Oh  happy 
thought! 

Medicine  in  the  ’8o’s  was  on  the  threshold  of  a 
golden  era.  The  science  of  bacteriology  was  coming 
into  its  own.  Robert  Koch  had  just  discovered  the 
tubercle  bacillus  and  the  cholera  vibrio.  Gaffky, 
Klebs  and  Lbflfer  were  doing  things  with  typhoid 
and  diphtheria.  Within  a few  years  Von  Behring 
would  be  bringing  to  long  suffering  humanity,  both 
tetanus  and  diphtheria  antitoxin,  while  in  far  off 
Hong  Kong  the  organism  of  bubonic  plague  would 
soon  become  identified.  In  this  country  the  import- 
ance of  contaminated  water  and  its  purification  by 
slow  sand  filtration  was  being  considered  and  the 
science  of  sanitary  engineering  developed.  These 
were  brand  new  discoveries  and  it  would  take  time 
to  digest  and  assimilate  them.  After  all,  people  who 
for  generations  had  believed  pestilences  to  be  the 
product  of  noxious  vapors  and  atmospheric  disturb- 
ances could  hardly  be  expected  to  accept  the  germ 
theory  of  disease  with  too  much  enthusiasm  or  alac- 
rity! Thus  the  Board  of  Health  of  those  days  con- 
stantly referred  to  zymotic  diseases,  those  assumed 
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to  be  due  to  the  presence  of  filth  and  unsanitary 
conditions.  These  included,  among  others,  scarlet 
fever,  diphtheria,  infant  diarrhea,  typhoid,  malaria 
and  measles.  I'hev  constituted  a formidable  group 
w ith  a mortality  w hich  at  times  reached  40  per  cent 
of  all  deaths  w ithin  the  community. 

Compared  to  modern  standards,  the  mortality 
among  children  was  appalling!  Twenty  to  30  per 
cent  of  babies  born  during  one  year  could  be  ex- 
pected to  die  in  the  next.  During  the  hot  summer 
months  of  June,  July  and  August,  infant  diarrhea 
was  a terrible  problem  with  deaths  often  running 
well  over  the  hundred  mark.  None  of  this  is  really 
surprising.  There  were  no  pediatricians,  no  hospital 
wards  for  children  and  no  adetpiate  nursing  care. 
Refrigeration,  as  we  know  it,  was  nonexistent.  Milk 
would  be  poured  from  can  to  can  in  the  streets  and 
exposed  to  dust,  filth  and  flies.  If  milk  did  not  sour 
within  twelve  hours  of  delivery,  one  could  be  pretty 
sure  that  the  milkman  had  surreptitiously  added 
some  antiseptic!  Added  to  these  unsanitary  condi- 
tions was  the  common  practice  of  attaching  to  the 
baby’s  nursing  bottle  a long  rubber  tube  so  that  the 
milk  could  be  delivered  by  gravity  flow.  The  Board 
of  Health  objected  to  this  practice  and  did  its  best 
to  confiscate  these  contraptions. 

To  meet  these  conditions  a few  far-sighted  physi- 
cians of  Hartford  organized  around  1905  a Babies’ 
Hospital.  This  sounds  impressive.  Unfortunately  it 
consisted  of  a tent  erected  in  Riverside  Park  which 
became  so  hot  during  the  day  and  so  miserably  cold 
at  night,  thanks  to  the  river  fogs,  that  it  was  aban- 
doned two  years  later.  By  this  time  a public  spirited 
citizen  contributed  a tract  of  land  on  iMather  Street 
on  which  was  built  a semipermanent  building,  if  you 
would  care  to  call  it  that,  wdiich  had  a board  floor 
with  sides  going  up  shoulder  high  and  a canvas  top. 
This  lasted  until  about  1915.  By  this  time  the  tw^o 
general  hospitals  in  Hartford  had  well  equipped 
children’s  w^ards. 

Life  expectancy  in  the  ’8o’s  w^as  about  45  years— a 
good  tw'enty  years  below'  what  it  is  today.  If  one 
didn’t  die  of  a “zymotic”  disease  in  infancy  the 
chances  w ere  that  one  might  very  likely  succumb 
to  pneumonia  or  tuberculosis  during  adolescence. 
These  were  the  leading  causes  of  death  of  that  day 
and  surely  they  must  have  had  a fertile  field  in 
which  to  grow.  This  was  the  era  of  the  brass  spit- 
toon in  wTich  the  art  of  expectorating  reached 
magnificent  heights.  It  was  also  a time  in  which 
children  wmrked  long  hours  in  mills  and  factories 


under  deplorable  hygienic  conditions.  The  adoption 
of  Child  Labor  Law's  might  w'ell  have  been  beyond 
the  scope  of  the  Board  of  Health  but  not  so  the 
manly  art  of  expectorating  and  it  is  refreshing  to 
note  that  by  1911  some  progress  had  been  made  in 
suppressing  it.  “I'here  has  been  a decided  reduction 
in  the  amount  of  spitting  on  the  sidewalk.  Using 
the  method  adopted  last  winter  of  counting  the  num- 
ber of  fresh  marks  in  a given  stretch  of  sidewalk, 
some  of  the  streets  near  the  center  show'  a reduction 
of  60  per  cent  from  last  year.”  Thus  spoke  our  ever 
watchful  defenders  of  the  public  health! 

Today  if  w'e  face  what  seem  insurmountable 
problems,  we  can  take  courage  from  the  example  set 
by  that  indomitable  group  wdiich  strove  for  years 
to  accomplish,  according  to  the  dictates  of  the  time, 
w'hat  seemed  best  for  the  welfare  of  this  city.  They 
too  faced  apathy  and  inertia.  They  too  w'ere  opposed 
by  militant  minorities  who  forever  seek  to  obstruct 
scientific  advancement.  The  frailties  of  human 
nature  w ere  such  that  they  too  became  discouraged, 
as  witness  this  written  in  1891.  “While  the  poor 
plumbing  and  drainage  of  dwellings  may  be  the 
cause  of  zymotic  diseases,  I find  that  poverty,  in- 
temperance and  personal  uncleanness  are  prime  fac- 
tors for  the  same.  It  is  often  easier  to  have  the 
plumbing  corrected  than  the  personal  habits  of  the 
individual!  ” 

Appreciation  goes  to  Dr.  Charles  P.  Botsford,  Health 
Officer  of  Hartford,  1907-1935  for  supplying  the  historical 
references  on  child  care. 


New  Record  for  Today’s  Health 

With  the  October  issue.  Today'' s Health  will  reach 
a circulation  of  over  340,000  copies,  which  is  the 
highest  circulation  figure  in  its  31  year  history  as 
Hygeia  or  under  its  present  title.  A substantial  part 
of  this  increase  in  circulation  is  due  to  the  diligent 
efforts  of  the  Woman’s  Auxiliary  to  the  American 
iVIedical  Association  and  their  subscription  projects 
at  the  national,  state,  and  local  county  level.  The 
Woman’s  Auxiliary  has  devoted  a great  deal  of  their 
program  to  the  promotion  of  subscriptions,  because 
they  recognize  that  the  magazine  can  fulfill  its  pur- 
pose only  w'hen  it  reaches  the  persons  for  whom  it  is 
written.  Today's  Health  is  now'  found  in  the  recep- 
tion rooms  of  more  than  103,000  physicians  and 
45,000  dentists  throughout  the  United  States  and 
possessions.  1 hese  copies  are  seen  by  many  thou- 
sands of  patients  every  w eek. 
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Medical  Legislation  in  83rd  Congress 

In  1953,  during  the  first  session,  the  Administra- 
tion was  concerned  mostly  with  laying  the  ground- 
work for  the  comprehensive  health  program  intro- 
duced at  the  start  of  the  second  session  early  this 
year. 

In  the  second  session,  Congress  enacted  much  of 
that  program.  The  only  major  part  of  the  Eisen- 
hower health  program  opposed  by  the  AMA  was 
the  reinsurance  legislation.  The  Association  gave 
active  support  to  most  of  the  program  and  assisted 
congressional  committees  in  perfecting  the  bills. 

From  the  standpoint  of  the  medical  profession, 
this  has  been  a very  active  Congress.  Its  members  in 
general  have  given  ample  consideration  to  the  views 
of  physicians.  The  constructive  record  of  this  Con- 
gress in  medical  matters  is  in  large  degree  a tribute 
to  officers  of  State  Associations  and  individual  physi- 
cians who  have  taken  the  time,  trouble,  and  expense 
to  keep  in  touch  with  their  Senators  and  Repre- 
sentatives. 

During  the  two  sessions  16,470  bills  and  resolu- 
tions were  introduced,  of  which  407  were  of  interest 
to  the  medical  profession. 

SOCIAL  SECURITY 

HR9366  Social  Security  Amendments  of  1954  was 
passed  by  the  Senate  August  1 3 and  later  signed  by 
the  President.  The  new  bill  extends  coverage,  in- 
creases benefits  and  taxes,  liberalizes  the  retirement 
test,  and  maintains  benefit  levels  of  the  disabled. 
Physicians  and  other  self  employed  professional 
persons  were  excluded,  but  the  President’s  recom- 
mendation on  the  method  of  waiving  OASI 
premiums  for  the  permanently  disabled  was  adopted. 

HILL-BURTON  PROGRAM 

The  1946  Hill-Burton  Construction  Act  was  ex- 
panded to  permit  the  federal  government  to  spend 
$182  million  in  three  years  to  help  finance  the  con- 
struction of  the  new  nonprofit  facilities.  Congress 
previously  in  1953  extended  the  life  of  the  Hill- 
Burton  Act  to  i960. 

The  expanded  Hill-Burton  construction  program, 
signed  by  the  President  on  August  27,  will  have  $21 


million  available  for  the  next  year  for  construction 
grants.  In  addition.  Congress  has  voted  $2  million 
for  State  studies  of  future  needs  under  the  program 
which  envisions  an  eventual  expenditure  of  $180 
million  over  a three  year  period.  The  administration 
sought  $35  million  for  construction  grants,  but  Con- 
gress thought  $21  million  would  be  enough  for  the 
first  year,  particularly  since  it  already  had  voted 
$75  million  for  regular  Hill-Burton  hospital  projects 
for  this  fiscal  year. 

The  $21  million  w'as  earmarked  by  Congress  as 
follows:  hospitals  for  chronically  ill,  $6.5  million; 
diagnostic  treatment  centers,  $6.5  million;  nursing 
homes,  $4  million;  rehabilitation  centers,  $4  million. 

In  its  closing  days.  Congress  also  approved  supple- 
mental funds  for  the  Department  of  Health,  Educa- 
tion, and  Welfare  to  carry  out  other  expanded  pro- 
grams voted  earlier  in  the  session.  They  included  I4 
million  for  State  grants  under  the  new  vocational 
rehabilitation  law;  $5  million  for  administering  the 
broadened  social  security  program,  and  |i  million 
for  water  and  air  testing  studies  for  the  Civil  De- 
fense Administration. 

VOC  A r I O N AL  R E H A B I L ri  AT  I ON 

7Te  new  law  gives  states  more  assistance  and 
responsibility  for  rehabilitation  programs  in  an 
attempt  to  increase  from  60,000  to  200,000  by  1959 
the  number  of  disabled  persons  rehabilitated  yearly. 
It  also  provides  for  special  training  for  rehabilitation 
specialists,  increased  research  on  conditions  that 
result  in  handicaps,  and  new  benefits  for  the  blind. 

HEALTH  REINSURANCE 

Health  reinsurance  proposal  was  defeated.  The 
AMA  opposed  this  bill  because  voluntary  health 
insurance  is  still  growing  at  a phenomenal  rate  with- 
out government  intervention,  the  need  for  such  in- 
tervention had  not  been  shown,  and  the  bill  did 
nothing  to  help  individuals  presently  not  insurable. 
Although  reported  out  by  both  House  and  Senate 
committees,  its  firm  defeat  on  the  floor  of  the  House 
marked  the  end  of  the  proposal.  The  President,  how- 
ever, has  already  indicated  that  it  will  be  resubmitted 
next  year. 
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PUHI.IC  HKAL  I ll  SKR\  ICK  (.RANTS 

The  Administration  bill  to  streamline  Public 
Health  Service  grants  ^\■as  passed  by  the  PIousc  but 
failed  in  the  Senate  to  progress  beyond  the  hearing 
stage. 

OMNIRL’S  l AX  Rt'A  ISION  LA\\’ 

In  completely  re\\riting  the  federal  tax  laws  for 
the  first  time  in  75  years.  Congress  lowered  the 
medical  expense  tax  deduction  from  5 per  cent  to  3 
per  cent,  doubled  the  maximum  limitation  on  deduc- 
tions, and  liberalized  other  health  and  drug  tax 
features. 


OI  HKR  MEDICAL  HILLS 

Other  measures  of  medical  interest  which  became 
law  during  the  83rd  Congress  included:  (a)  the 
transfer  of  the  Indian  hospital  and  medical  service 
from  the  Indian  Bureau  of  the  Department  of  the 
Interior  to  the  Public  Health  Service  of  the  Depart- 
ment of  Health,  Education,  and  Welfare;  (b)  a 
federal  charter  for  the  National  Fund  for  Medical 
Education;  (c)  prohibiting  the  shipment  of  fire- 
works into  a state  where  their  sale  is  illegal;  (d) 
extending  the  doctor  draft  act  to  1955  and  strength- 
ening the  Defense  Department’s  position  in  dealing 
with  physicians  and  dentists  who  might  be  security 
risks. 


Summary  of  Major  Medical  Legislation 
83rd  Congress 

The  follm\’ing  table  sums  up  all  major  medical  legislation  of  both  session 


SUBJECT 

BILL  NO. 

HOUSE 

SENATE 

Bricker  Amendment 

SJRes  I 

Rejected  2/26/54 

Dependent  Med.  Care 

HR9697 

No  Hearings 

S3363 

No  Hearings 

Fed.  Hosp.  Board 

HR633 

Hearings  tleld 

Si  43  6 

No  Hearings 

Hospital  Loans 

0 

0 

Hearings  Held 

Pvt.  Pensions 

HRio-i  I 

No  Hearings 

HR9618 

No  Hearings 

PHS  Grants 

HR7397 

Passed  4/27/54 

S2778 

Hearings  Held 

Reinsurance 

HR8  3 56 

Recommitted  7/13/54 

S3114 

Reported  7/1/54 

Service-Connection 

HR8789 

Reported  5/1 

2/54 

HR9169 

Reported  5/20/54 

Dr.  Draft  Extension 

HR4495 

Public 

Law 

84 

Dr.  Draft  Amendment 

S3096 

Public 

Law 

403 

ESA  to  HEW 

HJRes  223 

Public 

Law 

13 

Fireworks  Ban 

HRii6 

Public 

Law 

3^5 

Hill-Burton  Exten. 

S967 

Public 

Law 

131 

Hill-Burton  Expan. 

HRS  1 49 

Public 

Law 

482 

Hoover  Commission 

Si  06 

Public 

Law 

108 

Indian  Hospitals 

HR303 

Public 

Law 

568 

Intergov.  Relations 

S1514 

Public 

Law 

109 

Med.  Tax  Deduct. 

HR8300 

Public 

Law 

591 

Nat’l  Fund  Med.  Ed. 

S1748 

Public 

Law 

Oral  Prescriptions 

S3  447 

Public 

Law 

Social  Security  Ext. 

HR9366  (formerly 

Public 

Law 

HR7199) 

TB  Presumption 

HR3636 

Public 

Law 

241 

Vocational  Rehab. 

S2759 

Public 

Law 

565 
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Congress  rejected  the  Bricker  constitutional 
amendment  to  restrict  the  government’s  treaty- 
making powers.  The  Administration  actively  op- 
posed the  resolution,  and  it  was  defeated  in  the 
Senate  by  a vote  of  60  to  31. 

Congress  also  declined  to  act  upon:  (a)  a number 
of  bills  to  make  it  a presumption  that  certain  diseases 
were  incurred  from  a veteran’s  military  service, 
rather  than  upon  a scientific  basis;  (b)  bills  to  permit 
self  employed  persons  to  take  tax  deductions  for 
their  personal  pension  annuities;  (c)  legislation  to 
offer  free  medical  care  to  the  dependents  of  military 
personnel;  and  (d)  a bill  to  permit  the  federal 
government  to  contribute  with  its  employees  in  pur- 
chasing health  insurance. 

Army  Taking  100  Physicians,  First  in 
16  Months 

Defense  Department  has  asked  Selective  Service 
to  call  up  550  physicians  under  the  doctor  draft  for 
assignments  in  December.  One  hundred  are  sched- 
uled to  go  to  the  Army,  the  first  since  August,  1953. 
Defense  said  the  Air  Force  requires  200  and  the 
Navy,  250  physicians.  The  Department  also  request- 
ed 150  dentists,  all  for  the  Air  Force. 

VA  Administrator  Outlines  New  Plan  for 
Aging  Veterans 

Veterans  Administrator  Harvey  Higley  has  out- 
lined a new  plan  for  federal  care  of  the  aged  and 
chronically  ill  veteran  to  help  solve  a problem  “that 
rapidly  is  becoming  more  acute.”  He  made  his  pro- 
posals in  an  address  to  the  American  Legion  na- 
tional convention  during  which  he  also  announced 
that  the  VA’s  program  of  constructing  174  new  hos- 
pitals was  near  completion.  Mr.  Higley  explained 
that  special  wings  or  wards  could  be  set  aside  in 
general  medical  and  surgical  hospitals  for  treatment 
of  diabetics,  arthritics,  amputees,  pulmonary  cripples, 
cardiacs,  and  patients  with  chronic  neurological 
problems  and  some  psychiatric  cases.  He  also  asked 
the  veterans  to  contribute  advice  on  ( 1 ) provision 
of  enough  money  “in  the  very  near  future”  for  re- 
building, modernizing,  and  rehabilitating  some  VA 
hospitals,  and  (2)  establishment  of  rehabilitation 
programs  for  veterans  recovering  from  mental  ill- 
nesses. He  estimated  85,000  are  receiving  VA  hos- 
pital or  clinic  care  for  mental  disabilities  and  another 


15,000  are  on  waiting  lists  for  nonservice  connected 
conditions. 

PVP-Macrose  Cleared  by  FDA  for 
Wide  Use 

Food  and  Drug  Administration  has  granted  new- 
drug  clearance  for  PVP-Macrose  (Schenley  Labora- 
tories), clearing  way  for  general  use  of  this  synthetic 
plasma  expander  by  physicians  and  hospitals.  Here- 
tofore its  sale  and  distribution  were  limited  to  stock- 
piling for  civil  defense.  In  past  three  years  PVP  has 
undergone  extensive  research  under  military  and 
civilian  auspices. 


Illinois  Society  President  Criticizes 
Administration 

Willis  I.  Lewis  of  Herrin,  Ilinois,  retiring  presi- 
dent of  the  Illinois  State  Medical  Society,  in  his 
address  at  the  Society’s  annual  meeting  in  Chicago 
recently  made  the  statement  that  the  medical  profes- 
sion has  lost  confidence  in  the  present  federal 
administration’s  promises  that  it  would  free  the  pro- 
fession from  the  threat  of  socialism.  Dr.  Lewis 
emphasized  the  so-called  blitzkrieg  measures  em- 
ployed to  force  through  acceptance  of  the  new 
Department  of  Health,  Education  and  Welfare  and 
pointed  out  that  in  the  end  the  medical  profession 
was  not  accorded  even  a medical  under  secretary- 
ship. He  feels  the  special  assistant  for  health  and 
medical  affairs  assigned  to  the  Department  is  only  a 
figurehead. 

Lewis  said  that  although  Mr.  Eisenhower  had 
declared  himself  flatly  opposed  to  the  socialization  of 
medicine,  his  administration  has  given  the  nation’s 
doctors  cause  for  concern  by  pressing  for  three  legis- 
lative proposals  considered  objectionable  by  the 
medical  profession. 

He  listed  these  measures  as  the  compulsory  inclu- 
sion of  doctors  under  the  social  security  law,  federal 
reinsurance  of  health  care  costs  for  substandard 
income  groups,  and  a pending  plan  whereby  physi- 
cians would  certify  permanently  and  totally  dis- 
abled persons  for  maximum  benefits  under  the  old 
age  pension  program. 

All  three  proposals,  Lewis  asserted,  represent  a 
federal  effort  to  control  the  medical  profession  and 
illustrate  the  “creeping  socialism”  the  profession  has 
fought. 
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America’s  medical  schools  set  new  records  of  achievement  during 

1953-1954. 

• They  achieved  a record  graduation  of  6,861  new  doctors  of  medicine. 

• They  reached  an  enrollment  of  28,227  medical  students,  largest  in 
the  history  of  this  country. 

• They  set  a third  new  record  in  the  enrollment  of  7,449  students  in  the 
freshman  class. 

The  fund  raising  activities  of  the  American  Medical  Education  Founda- 
tion and  the  National  Fund  for  Medical  Education  were  important  factors 
in  helping  to  achieve  these  records. 

If  you  have  not  already  contributed  to  the  1954  AMEF  Campaign,  you  may 
use  the  coupon  below  to  obtain  a contribution  card  and  information  con- 
cerning the  needs  of  the  medical  schools. 


H.  M.  Marvin,  m.d.,  President 
Connecticut  State  Medical  Society 
i6o  St.  Ronan  Street 
New  Haven  ii,  Connecticut 

Please  send  a contribution  card  and  information  con- 
cerning the  American  Medical  Education  Foundation. 

Name  

Office  Address 


(The  figures  cited  above  vcere  taken  from  the  American  Aledical  Association's 
recently  released  y^th  Annual  Report  on  Medical  Education) 
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PUBLIC  RELATIONS 

COAIMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington  Burdette  J.  Buck,  Hartford  Harry  C.  Knight,  Aliddletown 

Chairvmn  James  C.  Canniff,  Torrington  James  H.  Root,  Jr.,  Waterbury 

Harold  A.  Bergendahl,  Norwich  Alorris  A.  Hankin,  New  Haven  Alfred  J.  Sette,  Stamford 

"Medic,”  Ncav  TV  Series  Over  National  Previously  displayed  at  the  general  hospitals  in 


Network 

On  September  13,  9 p.  ai.,  a revolutionary  new 
medical  television  series  was  beamed  for  the  first 
time  to  millions  of  viewers  across  the  nation. 

The  program  carries  the  official  endorsement  of 
the  Los  Angeles  County  Medical  Association  and  is 
sponsored  by  the  Dow  Chemical  Company.  The 
association’s  decision  to  engage  in  the  program  is 
the  result  of  two  years  of  study  and  deliberation. 
Each  case  described  in  the  iVIedic  series  tells  the 
story  of  the  treatment  of  a patient  and  the  script 
is  approved  in  every  instance  by  a medical  com- 
mittee. 

The  series  is  being  written  by  James  Moser, 
original  writer  of  the  “Dragnet”  radio  and  TV  pro- 
ductions. The  programs  have  no  single  character 
around  which  the  action  is  built;  instead,  the  practice 
of  medicine  is  cast  in  the  leading  role.  The  programs 
will  be  televised  Monday  evenings  three  times  month- 
ly over  the  NBC  network  at  times  to  be  announced. 

Emergency  Plan  Exhibit  Now  in  Fairfield 
County 

An  exhibit  portraying  the  growth  of  emergency 
medical  call  plans  sponsored  by  medical  associations, 
was  recently  displayed  in  the  lobby  of  the  Stamford 
Hospital  under  auspices  of  the  Fairfield  County 
iVIedical  Association. 

Designed  for  the  Public  Relations  Committee  of 
the  State  Medical  Society,  the  exhibit  is  nine  feet 
wide  by  seven  feet  in  height  and  is  illuminated  to 
indicate  the  location  and  telephone  numbers  of  the 
15  major  emergency  call  plans  sponsored  by  county 
and  local  associations. 

A leaflet  describing  the  plans  and  the  services  they 
offer  residents  in  sudden  emergencies  is  furnished  in 
quantities  for  distribution  during  display  of  the 
exhibit. 


Hartford  County,  the  exhibit  will  be  similarly  dis- 
played at  Fairfield  County  hospitals.  It  is  designed  to 
advance  the  story  of  community  services  sponsored 
by  medical  associations. 

New  PR  Manual  for  County  Associations 

The  Public  Relations  Department  of  the  American 
Medical  Association  has  announced  that  a new 
manual  on  county  medical  public  relations  will  be 
available  for  distribution  some  time  in  October. 

The  publication  will  be  a working  manual  and 
will  contain  general  public  relations  information  and 
specific  methods  of  organizing  a program  to  achieve 
full  elTectiveness. 

The  manual  also  will  contain  dozens  of  practical 
public  relations  projects  which  medical  associations 
may  adapt  to  their  own  community  service  needs. 
An  eight  point  basic  program  set  forth  in  the  manual 
contains  the  following  list  of  projects:  emergency 
call  plans,  mediation  committees,  press  relations, 
speakers  bureau;  indoctrination  of  members;  public 
service  activities;  citizenship  activities  and  supple- 
mentary PR  projects. 

"March  of  Medicine”  To  Be  Televised 
October  24 

The  national  television  program,  “The  iMarch  of 
Medicine,”  will  resume  its  two  year  old  series  of 
precedent  breaking  telecasts  this  fall,  starting  Octo- 
ber 24  with  a program  on  mental  illness. 

Again  presented  by  the  American  Medical  Asso- 
ciation and  Smith,  Kline  and  French  Laboratories, 
“The  March  of  Medicine”  will  be  carried  Sunday, 
October  24,  at  5:30  p.  ai.,  EST  over  60  stations  of 
the  National  Broadcasting  Company’s  television  net- 
work. 

This  telecast  will  be  followed  by  a special  TV 
report  during  the  Clinical  Session  of  the  American 
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Medical  Association  in  Aliami  and  by  other  programs 
in  the  spring  of  1955. 

The  October  telecast  w ill  deal  w ith  the  difficult 
suhect  of  mental  illness,  focusing  attention  prin- 
cipally upon  research  and  advances  in  treatment  of 
schizophrenia.  1 he  program  will  present  authorities 
in  this  field  and  show'  actual  work  under  way  in 
research  laboratories  and  clinics. 

Society’s  First  Television  Program 
Presented  August  23 

This  studio  view  of  the  first  of  four  educational 
television  programs  sponsored  by  the  State  Medical 
Society  was  taken  just  prior  to  the  telecast  from 
WNHC-T\'  on  August  23.  Dr.  A.  Lewis  Shure, 
seated  at  left,  and  Dr.  Barnett  Greenhouse,  both  of 
New'  Haven,  pose  for  camera  angles,  while  Robert 
Wakeley,  moderator,  right,  discusses  final  prepara- 


tions. Camera  man  is  Winston  Suidor  of  the  studio 
staff. 

Mr.  Wakeley  is  a member  of  the  New^  Haven 
staff  of  the  Connecticut  Division,  American  Cancer 
Society.  He  served  as  moderator  for  the  entire  “Stay 
Well”  series  of  thirteen  telecasts,  w hich  included  the 
Society’s  four  presentations.  Physician  panelists  for 
the  other  three  programs  were  Milton  M.  Lieberthal, 
Bridgeport;  Henry  E.  Afarkley,  Greenw'ich;  Edw  in 
E.  Trautman,  Trumbull;  Louis  Rogol,  Danbury; 
Stewart  P.  Seigle,  Hartford;  and  Charles  E.  Jacol)- 
son,  Jr.,  of  Hartford  and  Manchester. 

The  series  was  sponsored  as  a public  service  w'ith 
WNHC-TV’"  by  the  Connecticut  TV  Committee 
for  Health  Education,  comprising  representatives 
from  15  statewide  health  agencies  and  four  tele- 
vision stations.  Titles  for  the  Society’s  four  produc- 
tions, each  of  wdiich  sought  to  present  useful  infor- 
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niation  to  a potential  audience  of  a quarter  million 
viewers,  were  “Your  Medical  Care  Today;”  “How 
to  Help  Vour  Doctor  Help  You;”  “When  the  Doc- 
tor Comes  to  Your  House;”  and  “When  the  Patient 
Needs  Special  Care.” 

The  fifteen-minute  programs  were  telecast  on 
successive  iVlonday  evenings  at  6 o’clock.  Plans  for  a 
second  scries  are  now  underway. 


New  England  Health  Institute  Held  in 
August  in  Burlington,  Vermont 

As  host  to  the  20th  New  England  Health  Institute 
the  Vermont  State  Department  of  Health  gave  a 
typically  cordial  “VTrmont”  welcome  to  nearly  500 
professional  persons  working  in  the  New  England 
and  nearby  States. 

T he  Institute  serves  traditionally  as  a “regional 
school  of  public  health”  for  a concentrated  course 
crowded  into  three  days.  The  quest  for  new  public 
health  knowledge  and  particularly  for  better  meth- 
ods of  applying  advances  in  medical  sciences  for  the 
improvement  of  the  health  of  New  England  people 
was  evident.  State  borders  melted  away  as  many 
similar  problems  were  found  facing  all  States. 
Imagine  some  spicy  differences  of  opinion,  with  a 
united  approach  to  problems,  in  an  atmosphere  of 
Vermont  hospitality  and  you  have  the  spirit  of 
“brotherhood  for  New  England’s  health”  which 
marked  the  Institute. 

A speech  by  Mr.  Harlan  L.  P.  Wendell,  repre- 
sentative of  the  Department  of  Health,  Education 
and  Welfare  on  the  Eisenhower  Public  Health  Pro- 
gram covered  five  major  points,  two  of  which  have 
received  support  of  Congress:  namely  expansion  of 
hospital  construction  and  expansion  of  rehabilitation 
services  for  the  handicapped.  Under  the  hospital 
construction  expansion,  New  England  will  receive 
$3,618,000.  The  lack  of  beds  for  chronic  disease  is 
shown  by  the  fact  that  in  1950  only  5 per  cent  of  all 
general  hospitals  had  facilities  for  care  of  patients 
with  long-term  illness.  There  were  only  50,000  beds 
available  for  patients  with  chronic  illness.  Each 
State  is  to  receive  $25,000  to  conduct  surveys  of  the 
needs  for  new  facilities— chronic  disease  hospitals, 
nursing  homes,  etc.  The  cost  of  construction  of  gen- 
eral hospitals  is  $16,000  per  bed  while  the  cost  for 
nursing  or  convalescent  hospitals  is  $13,000  per  bed. 
iVIoreover  the  operating  cost  of  a convalescent  hos- 
pital is  only  one-third  that  of  a general  hospital. 


Regarding  rehabilitation  of  the  handicapped  the 
expectation  is  that  by  1959  200,000  persons  will  have 
been  rehabilitated.  The  program  allows  for  training 
of  physicians  and  nurses. 

physician’s  offices  ideal  site  for  examination 

OE  SCHOOL  CHILD 

Under  the  title  of  “Ideal  Concepts  of  Health  Serv- 
ices for  the  School  Age  Child,”  a panel  of  public 
health  workers  including  a public  health  nurse,  a 
physician,  a sanitary  engineer,  a nutritionist  and 
safety  specialists  “painted  a picture”  of  utopian 
health  services  for  the  child  of  school  age.  The 
physician  on  the  panel,  Eouis  Spekter,  m.d.,  director. 
Bureau  of  Alaternal  and  Child  Hygiene,  Connecticut 
State  Department  of  Health,  stated  that  the  best 
place  for  the  medical  examination  is  the  physician’s 
office  since  the  quality  of  the  examination  depends 
upon  adequate  medical  facilities,  familiarity  with  the 
details  of  the  child’s  development,  acquaintance  with 
the  family,  and  enough  time  for  the  examination  and 
for  discussion  of  problems  with  the  parent.  To 
achieve  effective  community  service,  participation  of 
all  local  physicians  is  necessary.  The  nutritionist  had 
found  that  many  children  have  misconceptions  re- 
garding health  which  need  correction. 

NURSING  HOME  LICENSING 

In  the  discussion  of  “Public  Health  Aspects  of 
Nursing  Home  Licensing”  the  speakers  emphasized 
many  neglected  points,  some  of  which  were: 

1.  There  is  a need  for  careful  handling  of  all  drugs. 
Drugs  should  be  used  only  for  the  patient  for  whom 
prescribed;  after  a patient  has  left  the  nursing  home, 
his  surplus  drugs  should  either  be  turned  over  to 
proper  authorities  or  destroyed  in  presence  of  a wit- 
ness who  signs  a statement; 

2.  It  is  unfortunate  that  nursing  homes  can  order 
barbiturates  in  large  quantities  without  prescription— 
especially  since  these  may  be  misused  at  night  when 
what  wMuld  help  the  patient  most  would  be  a nutri- 
tious snack; 

3.  Meal  schedules  should  have  more  attention  be- 
cause of  the  attendant’s  desire  to  leave  on  time,  thus 
pushing  forw  ard  the  supper  hour  to  as  early  as  3:30 
p.  M.  Breakfast  is  usually  not  served  until  7:  30  a.  m. 
Quality,  quantity  and  scheduling  of  meals  are  im- 
portant; 

4.  The  nursing  home  needs  to  be  run  for  the 
comfort  of  the  patients  and  not  for  an  appearance 
of  order. 


NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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RrilAHIU  r.-M  ION  AM)  CAKK  IN  CHRONIC  IIXNESS 

I'he  liour  iillocared  to  discussion  of  “Total  Care 
in  Chronic  Illness”  was  insufficient  to  deal  with  this 
subject  adecjuately.  1 he  panel  pointed  out  the  need 
for  dehnition  of  terms.  Rehabilitation  was  stressed 
as  a goal  to  be  achieved  through  total  care.  The  im- 
portance of  team  work,  the  role  of  family  physician, 
public  health  physician,  and  social  worker,  etc.,  w as 
stressed.  When  it  is  difficult  to  determine  whether 
or  not  a patient  can  be  rehabilitated,  it  was  suggested 
that  a trial  period  might  be  helpful.  It  was  also 
recognized  that  motivation  is  a prime  factor  in  re- 
habilitation. In  the  discussion  of  chronic  disease 
program  planning,  it  was  pointed  out  that  all  agen- 
cies in  the  community  should  be  active,  but  that 
medical  problems  should  be  decided  by  a medical 
advisory  board.  As  chronic  illness  produces  financial 
hardships  and  emotional  strain  in  patients,  relatives 
and  society,  better  ways  to  cope  with  its  problems 
must  be  found. 

LABORATORY  SERVICE 

During  the  session  related  to  laboratory  services 
when  a worker  from  each  State  reported,  it  became 
evident  that  Connecticut  offers  a larger  variety  and 
a greater  volume  of  laboratory  services  than  any 
other  New  England  State. 

CANCER  CONTROL 

At  the  session  concerning  cancer  control,  Dr. 
Herbert  Lombard,  director.  Division  of  Cancer  and 
Other  Chronic  Diseases  of  the  Alassachtisetts  Depart- 
ment of  Public  Health,  made  a preliminary  report  of 
a study  w hich  show  s that  there  is  a definite  correla- 
tion betw  een  heavy  cigarette  smoking  and  lung  can- 
cer, but  not  the  same  correlation  w ith  pipe  and  cigar 
smoking.  As  the  New'  England  States  reported  on 
their  cancer  control  programs,  Connecticut  reported 
a cancer  register  more  comprehensive  and  useful 
than  now'  exists  in  any  of  the  other  States  repre- 
sented. 

REPORTING  DEATHS 

The  physicians  wffio  attended  the  session  on  public 
health  statistics  were  interested  in  the  discussion 
regarding  the  new  system  for  reporting  causes  of 
death  on  death  certificates,  as  the  new  system  has 
more  meaning  clinically.  This  realistic  coding  of  the 
causes  of  death,  which  went  into  effect  in  1949  with 


the  adoption  of  the  6th  revision  of  the  International 
Classification  of  Causes  of  Death,  makes  it  the  re- 
sponsibility of  the  physician  to  report  the  immediate 
cause  of  death  and  the  chain  of  events  wdiich  pre- 
cede the  immediate  cause.  The  representative  from 
Connecticut  reported  that,  on  the  whole,  Connecticut 
physicians  seemed  to  understand  how  the  death 
certificates  are  to  be  made  out.  Some  of  the  other 
New^  England  States  reported  that  some  physicians 
are  still  reporting  primary  and  secondary  or  con- 
tributory causes  of  death. 

MENTAL  HYGIENE  SESSION  WELL  ATTENDED 

In  the  section  on  mental  health,  w'hich  w^as  better 
attended  than  at  some  previous  New'  England  Health 
Institutes,  the  discussion  started  on  the  question, 
“Are  there  any  fundamental  principles  on  w hich  we 
can  base  community  programs  for  promotion  of 
mental  health  education?”  Tlie  answer  was  “yes.” 
Principles  of  causation  can  be  applied  to  behavior  as 
well  as  to  physical  symptoms.  Eor  example,  if  a per- 
son has  a “belly  ache,”  there  is  a reason  for  the  ache 
which  may  or  may  not  be  physical.  If  the  basis  is 
emotional  rather  than  physical  there  is  still  a cause 
for  the  “belly  ache.” 

ALL  PHASES  OF  COMMUNITY  ITFE  SHOULD  BE 
CONSIDERED 

In  an  exceptionally  fine  presentation  on  “Public 
Health  in  Our  Society,”  Benjamin  D.  Paul,  ph.d., 
anthropologist  and  lecturer  at  the  Harvard  School 
of  Public  Health,  stressed  that  public  health  pro- 
grams are  doomed  to  failure  unless  they  take  into 
account  the  three  dimensions  of  community  life 
namely— cultural,  social  and  psychological. 

STATE  MEDICAL  SOCIETY  OFFICIALS  ATTEND 

The  fact  that  the  Executive  Secretary,  Dr.  Creigh- 
ton Barker,  and  the  President-elect,  Dr.  Oliver  L. 
Stringfield  of  the  Connecticut  State  Medical  Society 
attended  parts  of  the  Institute,  is  an  indication  of  the 
real  interest  of  practicing  physicians  in  public  health 
problems.  They,  like  other  physicians  of  Connecti- 
cut are  ever  preventing  disease— and  the  New'  Eng- 
land Health  Institute  was  one  more  meeting  place 
for  the  exchange  of  information  for  the  maintenance 
and  improvement  of  the  public  health.  To  us  it 
seemed  that  Connecticut  representatives  w'ere  second 
to  no  other  State  in  the  effective  and  pleasant  inter- 
change of  ideas  at  the  New'  England  Health  Institute. 
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Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  July  29,  1954 

The  member  socieries  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharmaceu- 
tical Association,  Prof.  Nicholas  W.  Fenney;  Connecticut 
State  iVIedical  Society,  Dr.  Hugh  Dwyer  and  President  H.  M. 
Marvin;  Connecticut  Veterinary  iMedical  Association,  Dr. 
Joseph  DeXh'ca;  University  of  Connecticut  College  of  .Phar- 
macy, Dean  H.  G.  Hewitt;  Yale  University  School  of 
Medicine,  Dr.  Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Dr.  Barnett  Greenhouse, 
chairman  of  the  Joint  Committee  of  the  State  .Medical 
Society  and  the  Pharmaceutical  Association;  Dr.  James  C. 
Hart,  representing  the  State  Department  of  Health;  Mr. 
I lerbert  Plank,  representing  the  Food  and  Drug  Commission. 

l>OLrOMYELITIS  VACCINE 

“The  new  poliomyelitis  vaccine”  in  the  May  27 
Report  was  revised  to  read  as  follows: 

“Dr.  Hart  said  that  newspapers  had  reported  one 
case  of  paralysis  (not  in  this  State)  after  use  of  the 
Salk  vaccine.  It  was  suspected  that  the  patient  had 
mumps.” 

LAT5ELLTNG  OF  METHYL  SALICYLATE 

Prof.  Penney  remarked  that  at  the  May  27  meeting 
he  had  questioned  whether  wholesalers’  labels  on 
bottles  of  methyl  salicylate  carried  proper  warnings, 
but  since  that  time  he  had  found  that  McKesson  & 
Robbins  labels  now  bore  the  statement:  “Keep  out 
of  reach  of  children.” 

INFORMA'ITON  SERVICE  ON  ANTIDOTES  FOR  COMMON 
POISONS 

At  the  September  24,  1953  meeting  it  had  been 
voted  that  this  “subject  be  tabled  until  Fisher 
brought  it  up  again.”  Dr.  Fisher  reported  that  early 
in  June  J.  H.  Johnston,  m.d.,  director  of  the  Bureau 
of  Industrial  Hygiene  of  the  State  Department  of 
Health,  had  informed  him  on  the  telephone  that  Dr. 
Osborn  had  assigned  a new  member  of  his  staff.  Dr. 
Mogens  Plessen,  to  complete  the  list  of  common 
household  poisons  and  put  it  into  form  (with  the 
Committee’s  help)  for  distribution  by  the  Health 
Department.  On  June  10  Dr.  Plessen  called  on  Dr. 
Fisher  to  discuss  this  question  further;  Dr.  Fisher 
loaned  Dr.  Plessen  his  copies  of  the  “Pesticide  Hand- 
book” and  Lucas’s  “Symptoms  and  Treatment  of 
Acute  Poisoning,”  and  it  was  agreed  that  Dr.  Plessen 
would  prepare  the  list  of  products  and  their  active 
ingredients  and  turn  this  list  over  to  Dr.  Bonnycastle 


for  insertion  of  the  suggested  antidotes,  after  which 
Dr.  Fisher  would  go  over  the  completed  copy  before 
returning  it  to  the  Health  Department  for  reproduc- 
tion and  distribution. 

Dr.  Bonnycastle  showed  the  members  the  list  that 
Dr.  Plessen  had  given  him,  and  made  an  appointment 
with  Dr.  Fisher  for  July  30  to  talk  over  certain 
points  about  this  list  before  he  prepared  the  text  on 
treatments.  Dr.  Bonnycastle  noted  that  the  list  was 
not  yet  a complete  one  of  all  household  poisons,  but 
did  represent  a concrete  start;  it  deliberately  omitted 
all  medicines,  and  failed  to  include  cyanide-contain- 
ing polishes  and  stove  cleaners  (sodium  cyanide  was 
mentioned  only  once). 

Dr.  Hart  remarked  that  lead  poisoning  cases 
among  children  were  always  being  encountered.  He 
cited  one  New  Haven  case  of  a child’s  death:  This 
child  was  excreting  a lot  of  lead,  but  no  paint  to 
which  it  had  access  contained  over  1.6  per  cent  of 
lead.  Another  case  was  that  of  a year  and  a half  old 
infant  who  had  been  sent  to  Seaside  Sanatorium, 
only  to  get  sick  suddenly  16  months  later  and  be 
transferred  to  New  Haven  Hospital,  where  he  died 
of  lead  encephalitis.  In  this  case  early  x-rays  had  not 
shown  any  evidence  of  lead  in  the  bones  (the  child 
came  from  Hartford  originally),  and  only  traces  of 
lead  could  be  found  in  any  paint  to  which  the  child 
had  had  access  at  the  Sanatorium.  There  was  a third 
case  of  a child  with  lead  poisoning  where  no  source 
for  the  lead  could  be  detected. 


CARBOHYDRATE  IN  BEVERAGES 


Dr.  Greenhouse  said  he  wished  to  call  the  mem- 
bers’ attention  to  an  article  on  sorbitol  as  a sweeten- 
ing agent  in  the  magazine  Forecast;  this  article  em- 
phasized that  such  sorbitol  had  to  be  counted  as  part 
of  the  carbohydrate  content  of  the  food.  Dr.  Green- 
house said  he  was  sure  that  people  were  using  bever- 
ages made  by  Cott  and  other  manufacturers  without 
realizing  this— they  were  consuming  a lot  of  carbo- 
hydrate without  knowing  it.  To  a question  of  Dr. 
Hart  as  to  the  relative  carbohydrate  contents  of 
regular  sweetened  carbonated  beverages  and  the 
“dietetic”  type.  Dr.  Greenhouse  replied  that  the 
“regular”  drinks  contained  about  10  per  cent  of 
carbohydrate,  while  the  sorbitol-calcium  cyclamate 
drinks  might  contain  as  much  as  half  of  this. 

“reagent  ACTING  CREAm” 


iVIr.  Plank  called  to  the  members’  attention  copy  j 
for  a label  and  circular  submitted  by  J.  iM.  B.  & Co.  | 
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of  ^^^lrehouse  Point  in  connection  with  a new  drug 
application  for  a product  of  the  above  name.  The 
proposed  circular  contained  the  following  state- 
ments, among  others; 

( 1 ) “W'hereas  other  creams  have  the  primary 
function  of  cleansing  the  skin,  or  perhaps  forming  a 
protective  coating.  Reagent  is  designed  to  purge  the 
inner  as  well  as  the  outer  epidermis,  thus  allowing 
the  blood  to  carry  away  impurities  by  normal 
healthy  blood  circulation.” 

(2)  “During  the  first  and  possibly  the  second 
application  of  Reagent  Cream,  a slight  sensation  of 
tightening  of  the  skin  might  be  noted.  This  effect  is 
caused  by  better  blood  circulation.” 

After  some  discussion,  it  was  voted  that  it  be  the 
Committee’s  opinion  that  the  phrase  “Reagent  is 
designed  to  purge  the  inner  as  well  as  the  outer 
epidermis,”  as  well  as  the  two  references  to  blood 
circulation,  should  be  deleted. 

ELECTION  OF  OFFICERS 

Joseph  DeVita,  v.m.d.  was  elected  chairman  and 
Harry  J.  Fisher,  ph.d.  reelected  secretary-treasurer 
for  the  coming  year.  On  motion  of  Dr.  Bonnycastle, 
rising  votes  of  thanks  were  extended  to  Drs.  Dwyer 
and  Fisher  for  their  work  during  the  past  year. 

Professional  Equipment  Burned  Out 

The  Professional  Equipment  Company,  one  of  the 
Journal’s  first  advertisers  and  for  many  years  the 
occupant  of  the  inside  of  the  front  cover  each 
month,  sustained  a serious  loss  by  fire  at  its  New 
Haven  plant  on  September  2,  the  loss  running 
almost  to  $100,000.  The  fire  was  so  severe  that  five 
firemen  were  overcome  by  smoke,  two  of  them 
requiring  hospitalization. 

Professional  Equipment  has  been  in  business  about 
40  years  serving  Connecticut  physicians  and  hos- 
pitals. Even  though  the  entire  loss  was  covered  by 
insurance,  they  will  be  operating  under  a handicap 
for  some  time.  Temporary  quarters  were  set  up 
nearby  and  within  three  days  substantial  replace- 
ment stock  shipments  were  arriving  from  dozens  of 
supply  houses.  Competitors  offered  help  and  several 
manufacturers  furnished  men  to  assist  in  carrying  on 
business  as  usual.  With  the  cooperation  of  the  insur- 
ance company  and  the  various  manufacturers,  every 
single  item  damaged  in  any  way  will  be  replaced 


completely.  There  will  be  no  possibility  of  any  cus- 
tomer receiving  anything  but  new  merchandise. 

Professional  Equipment  is  most  appreciative  of 
the  understanding  and  patience  of  customers,  ex- 
pressed in  innumerable  telephone  calls  and  letters. 
The  Journal  adds  its  word  of  encouragement  to  its 
friends  who  have  been  such  loyal  supporters  of  our 
publication  in  its  infant  years. 

AMA  Establishes  New  Law  Department 

The  Board  of  Trustees  recently  established  a new 
department  within  the  AAIA.  It  will  be  known  as 
the  Law  Department.  Effective  August  i,  the  Bureau 
of  Legal  Medicine  and  Legislation  and  all  of  its 
records  and  personnel  will  be  transferred  to  this 
newly  established  department. 

Mr.  J.  W.  Holloway,  Jr.,  who  has  headed  the 
Bureau  of  Legal  Medicine  for  many  years  and  who 
is  rated  as  one  of  the  country’s  leading  experts  on 
medicolegal  problems,  will  serve  as  consultant  to  the 
new  department. 

The  Law  Department’s  director  will  be  C.  Joseph 
Stetler,  who  came  with  the  AMA  in  March  of  1951 
as  secretary  of  the  Council  on  National  Emergency 
Medical  Service.  He  received  his  ll.b.  and  ll.m. 
degrees  from  Columbus  University,  Washington, 
D.  C.,  and  is  a member  of  the  District  of  Columbia 
and  Illinois  Bars. 

The  staffing  of  the  AMA  Committee  on  Legisla- 
tion will  be  provided  by  the  Law  Department. 

All  requests  for  legal  opinions  and  advice  from 
the  various  councils,  bureaus  and  departments  within 
the  AMA  headquarters  office  will  be  made  directly 
to  the  Law  Department. 

Winsted  Physicians  Oversubscribe  for 
Hospital 

By  contributing  a total  of  $51,300  toward  the 
building  of  a new  and  enlarged  Litchfield  County 
Hospital,  members  of  its  medical  and  surgical  staff 
have  exceeded  their  objective  of  $50,000  which  they 
set  at  the  beginning  of  the  $600,000  building  cam- 
paign early  in  1954.  Several  physicians  have  selected 
individual  memorial  units.  Others  have  desionated 

D 

their  subscriptions  toward  staff  memorial  units  and 
have  chosen  the  physicians’  lounge  and  library,  the 
physicians’  locker  room,  two  waiting  rooms,  and  a 
children’s  two  bed  room. 
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On  August  25  Mrs.  Creighton  Barker  attended  the 
New'  England  Health  Institute  in  Burlington,  Ver- 
mont. Dr.  I.ouis  Spekter,  director  of  the  Bureau  of 
Maternal  and  Child  Hygiene,  Connecticut  State 
Department  of  Health,  spoke  on  “The  Pediatrician 
Looks  at  School  Health.” 

Dr.  Spekter  feels  that  the  pediatrician  should  be 
interested  in  a community  program.  Primarily  he 
should  acquaint  himself  with  the  quality  of  the 
physical  examination  given  to  school  children.  At 
this  examination  the  parent  should  be  present  and 
the  child  should  be  undressed.  The  best  place  for 
such  an  examination  is  the  doctor’s  office,  the  doctor 
being  the  family  pediatrician.  Tests  for  vision  and 
hearing,  the  latter  by  audiometer,  can  be  given  at 
school. 

County  News 

MIDDLESEX  COUNTY 

The  Connecticut  State  Medical  Society’s  First  Aid 
Chart  received  its  initial  distribution  at  the  Durham 
q-H  Fair  in  August.  Dr.  Norman  Gardner,  who 
represents  both  the  national  and  state  medical  organi- 
zations in  rural  health,  w^as  at  the  fair  booth  to 
answer  questions  on  the  material  displayed.  Mrs. 
Harold  Smith  and  Mrs.  Willard  Buckley  of  Middle- 
field  and  Westfield,  respectively,  staffed  the  booth. 
They  reported  that  visitors  showed  much  interest 
and  persons  wfith  Scout  packs  took  quantities  of  the 
chart. 

In  Chester,  Mrs.  D.  Leonard  Lieberman  manned  a 
fair  booth.  iMrs.  Walter  Nelson  is  over-all  public 
relations  chairman  for  the  county. 

NE’IV  LONDON 

Mrs.  Julian  Ely  served  as  chairman  for  a health 
education  exhibit  at  the  Hamburg  Fair  in  August.  A 
second  exhibit  was  held  at  the  Norwdch  Grange  Fair 
in  Norwdchtown. 

A benefit  bridge  and  cake  sale  w^ere  held  at  Light- 
house Inn  on  October  5.  Proceeds  will  be  used  for 


the  Nurses  Scholarship  and  Welfare  Fund.  Mrs. 
Frederick  Fagan  headed  the  committee  which  ran 
this  affair. 

WTNDHAM 

On  September  4,  5 and  6 the  county  ran  a Medical 
Exhibit  at  the  Woodstock  Fair.  It  was  sponsored  by 
the  State  iMedical  Society  and  each  of  the  exhibits 
was  managed  by  a local  committee. 


Medical  Education  in  U.  S. 

Today’s  physician  population  has  now  reached 
approximately  220,100,  an  all  time  high  ratio  of  one 
physician  for  every  730  persons  in  the  United  States. 
The  record  graduation  figures  were  released  in  the 
54th  annual  report  on  medical  education  in  the 
United  States  by  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hospitals. 
Highlights  of  the  report: 

—Enrollment  of  28,227  is  largest  number  of  medical 
students  in  history  of  U.  S. 

—Freshman  class  enrollment  of  7,449  also  is  a record. 
—More  than  76  million  dollars  was  spent  during 
1953-1954  for  new  facilities,  remodeling  or  comple- 
tion of  buildings  for  medical  instruction. 

—Budgets  for  medical  schools  during  1954-1955  total 
more  than  143  million  dollars. 

—21,328  physicians  did  volunteer  teaching  wdthout 
pay  during  the  year. 

—Ten  new^  four  year  schools  are  in  construction  or 
planning  stages  and  will  be  in  operation  within  the 
next  few  years. 

The  ten  new  four  year  medical  schools  will  be  at 
the  Universities  of  California,  Mississippi,  Miami, 
Missouri,  Florida,  West  Virginia,  Kentucky,  North 
Dakota  and  Yeshiva  University  of  New  York  and 
Seton  Hall  University.  In  addition,  three  other  medi- 
cal schools  are  being  considered. 
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Paul  A.  Park,  M.D. 
1884  - 1954 


Dr.  Paul  A.  Park,  70,  of  Crestwooti  Road,  Fair- 
field,  Connecticut,  a general  practitioner  and  obste- 
trician in  Bristol  for  over  30  years,  died  suddenly 
during  August  at  Bridgeport  Flospital  after  a short 
illness.  Dr.  Park  was  born  in  Cedar  Rapids,  Iowa,  on 
July  21,  1884  and  was  a graduate  of  Iowa  State 
University  and  Medical  School. 

Fie  practiced  in  Iowa  for  some  years  and  came  to 
Bristol  in  1919,  residing  there  until  his  retirement  in 
1950.  At  the  time  of  his  retirement  he  was  chief  of 
obstetrics  at  the  Bristol  Flospital.  During  the  course 
of  his  career  as  an  obstetrician  Dr.  Park  estimated  he 
had  brought  into  the  world  over  4,000  babies.  During 
his  years  in  Bristol  he  w'as  regarded  by  his  profes- 
sional colleagues  and  by  the  public  as  the  ideal  family 
physician.  Paul  Park  just  couldn’t  turn  down  a call 
regardless  of  the  time  of  day  or  night  or  how  tired 
and  exhausted  he  may  have  been.  During  World 
War  II  with  Bristol  short  of  doctors  he  carried  a 
terrific  load  which  finally  made  it  necessary  for  him 
to  retire.  On  moving  to  Fairfield,  Dr.  Park  super- 
vised visits  of  the  Bloodmobile  to  that  town  for  the 


past  three  years.  Fie  was  a member  of  the  First 
Church  of  Christ,  Congregational,  in  Fairfield.  Dr. 
Park  was  a member  and  past  president  of  the  Bristol 
Medical  Society,  an  active  member  of  the  Flartford 
County  Medical  Association  and  of  the  State  Medical 
Society.  He  is  survived  by  his  wife,  two  daughters, 
a grandson  and  granddaughter. 

He  was  as  fine  a man  as  I have  ever  known. 

H.  B.  Woodward,  m.u. 


Connecticut  Taxes 

We  are  indebted  to  Comiecticut  Industry  for  the 
following  Connecticut  tax  figures.  Total  tax  bill  paid 
in  Connecticut  (in  millions): 

1937  1947  1952 

$199  $831  $1,408 

Total  taxes  collected  in  1952  for  Federal  Govern- 
ment (in  millions);  $1,100.3  (78.2  per  cent). 

Taxes  remaining  for  State  and  local  use  (in  mil- 
lions): $308.4  (21.8  per  cent). 

Alfalfa  Seed  Tea 

William  H.  Kaufman  of  Bridgeport  has  reported 
on  t\\  o cases  of  skin  trouble  from  drinking  alfalfa 
seed  tea  in  the  July  17  Journal  of  the  American 
Medical  Association.  He  said  he  knows  of  no  pre- 
vious reports  of  skin  trouble  from  alfalfa  seed. 

“The  practice  of  taking  alfalfa  seed  for  the  pur- 
pose of  relieving  arthritis,  diabetes,  and  related  dis- 
orders is  apparently  widespread,”  he  said,  “and  there 
is  a strong  likelihood  that  further  cases  will  appear.” 

He  said  two  patients  suffered  skin  eruptions  as  a 
result  of  the  remedy  and  that  four  other  possible 
cases  have  been  found.  One  of  his  two  patients,  an 
elderly  woman,  said  she  had  concealed  the  fact  that 
she  drank  the  tea  because  she  was  “ashamed  to  admit 
it.”  The  other  admitted  “with  great  reluctance”  that 
she  used  the  tea. 

The  Council  on  Pharmacy  and  Chemistry  of  the 
AMA  reports  there  is  no  evidence  that  alfalfa  seed 
in  any  form  will  help. 
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SPECIAL  NOTICES 


HARTFORD  HOSPITAL  GLIFST  SFFAKFR 
PROGRAM 

Saturdays,  1 1 A.  M.,  Amphitheater 
October  through  December  1954 

()c'ii>liL'r  z 

S.  I.  I haniiliiiusc'i',  m.d.,  cmu'irus  |)r()t(.'ssor  ul  nicilieinc, 
I litis  (Jollcyc  ML'dieal  Sclinol;  (Jasc  pn.'suirari< m 

i; 

Donitlu'  \1.  ! loi'srnian,  \U).,  associate  pmlcssor  ■ >t  pre- 
\cnti\c  medicine,  N ale  Laii\  ersit\’  School  ot  Alciliciiie 
Prohlems  in  tile  Pre\  ention  ot  Poliomyelitis 
rimd  Dwight  (ji'iswoUl  Memorial  l.ecture 

()ctoher  i6 

Alherr  I I.  Ahlriilge,  .m.d.,  chiet.  W oman’s  I lospital.  New 
A Oi'k  Cit\  ; clinical  jirotessor  of  obstetrics  anil  g\'ne- 
cologv,  (ailumhia  (College  of  PIn’sicians  and  Surgeons 

10  .M.  Stress  Incontinence 

11  A.  .M.  .Medical  and  Surgical  .Aspects  ot  1,500  Ah- 
dominal  1 it  sterectomies  (Aldriilge  Technic) 

( fetoher 

No  t>uest  speaker  clinic  at  llartford  I lospital.  All  inter- 
ested jihysicians  in\ ited  to  American  (aillege  of  Physi- 
cians meetings  at  I Intel  Statler,  ly  50  a.  .m.  to  12  noon 

Octoher  50 

Maurice  S.  Segal,  .m.d.,  clinical  professor  ot  medicine, 
I lifts  (aillege  .Medical  School 

I he  1 la/ards  of  ACT!  ! I .Administration  m Patients 
ith  Pulmonaiw  Disease 

Nmemher  6 

(diaries  Al.  fisher,  .m.d.,  associate  neurologist,  .Massa- 
chusetts (ieiieral  I lospital 
(Arehral  \'aso-Spasm 

Noxxiuher  1 5 

I Inward  1).  Sprague,  m.d.,  plu'sician,  .Massachusetts  (ieii- 
eral  I lospital;  clinical  associate  in  medicine,  I lanard 
Medical  School 

(dironary  .Xrteiw  Disease  in  the  A Oung  . Adult  Male 
Noxemher  20 

llanw  S.  N.  (Jreeiie,  m.d.,  protessor  ot  pathologA’,  A ale 
L'ni\ersit\'  School  ot  .Medicine 
X’lrus-  I umor  Relationships 

Noxemher  27 

Mark  ,\.  I lax  es,  m.d.,  associate  professor  of  siii'gerx',  A ale 
Lhiixersitx'  School  ot  .Medicine 

.\n  I iiergx’  I xaluation  in  Postgastrectomy  Sx  ndrome; 
A Dietary  .Approach  to  I reatment 


Decemliei'  4 

John  R.  brooks,  m.d.,  instructor  in  surgery,  I larvard 
Medical  School 

Postoperatix  e Pancreatitis 

Decemhei'  11 

.\xerill  .A.  Fielioxx,  m.d.,  professor  of  pathology  and 
clinical  pathologist,  A ale  Unix  ersity  School  of  .Medicine 
(dinical  l-*athological  (Jonference 

Decemher  iS 

Irx  ing  .A.  Beck,  .m.d.,  Prox  idcnce,  R.  1. 

Interstitial  Pneumonia  W ith  l•,osinophilia 

Decemhei'  25 
No  clinic 

January  1 

No  clinic 


CONNFCTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

Octoher  7 

I he  Unknown  Alurdcrer:  (dmsiderations  of  the  Uncon- 
scious I tiologic  Factor  in  .Medicine 

Stephen  H.  Sherman,  .m.d.  , 

Octoher  14  , 

Case  Presentation:  Addison’s  Disease  ] 

Julius  J.  Sachs,  .m.d. 

Octoher  21 

Cdinicopathological  Conference 

Paul  .M.  Sherwood,  .m.d.,  moilerator  ' 

.Annual  Dinner  .Meeting  6:30  p.  .m.  3 

Motel  Statler,  Hartford  I 

Cjuest  Speaker:  Dr.  .Ale.\  Al.  Ihirgess,  Proyidence 
Topic:  “Boards  anti  Shingles” 

Octoher  2H  3 

(Jix  il  Serx  ice  Retirement  Benefits  For  Physicians  ' 

.Alherr  Ifaskerx  ille,  personnel  officer,  A'eterans  Adminis-  7 
n ation,  I lartford  1' 

'Meetings  are  held  at  8:30  .\.  m.  at  the  AT'terans  .Atlniims-  |j 
rrarion  Regional  Oflice,  05  Pearl  Street,  Hartford,  Con- 
necticut,  in  the  Alain  Conference  room.  .All  interested  physi-  II 
cians  are  cordiallx'  inxited  to  attend. 


GASTROENTEROLOGICAL  CONVENTION  || 

File  Nineteenth  .Annual  Cdmyention  of  the  National  ;i 
Gastroenterological  .Association  and  the  f irst  Annual  Con-  il 
yeiirion  of  the  .American  College  of  (dastroenterology  will 


SPECIAL  NOTICES 


be  held  at  The  Shoreham  in  \\’ashington,  D.  C.,  on  October 
25,  26  and  27,  1954. 

In  addition  to  several  interesting  individual  papers  on 
gastroenterology  and  allied  fields,  the  program  will  include 
a panel  discussit>n  on  “Twenty-Five  Years’  Observation  of 
the  Gallbladder  Controversy;"  a panel  discussion  on  “Ame- 
biasis” by  members  of  the  staff  of  the  National  Institutes  of 
Health,  Bethesda,  iMaryland,  and  a symposium  on  “Esopha- 
geal \hirices.” 

1 he  Sixth  Annual  Course  in  Postgraduate  Gastroenter- 
ology, under  the  personal  direction  of  Dr.  Owen  H.  Wan- 
gensteen of  Minneapolis,  Alinnesota,  and  Dr.  I.  Snapper  of 
Brooklyn,  N.  V.,  x\ill  be  gi\en  on  October  28,  29  and  30, 
1954  at  The  Shoreham  and  AA’alter  Reed  Army  Hospital. 
Participating  in  giying  the  Course  will  be  a distinguished 
faculty  from  the  various  medical  schools  and  the  staff  of 
\A  alter  Reed  Army  Hospital. 

This  will  be  the  last  Conyention  of  the  National  Ga.stro- 
cnterological  Association  whose  Fellowship  ha\e  yoted  to 
become  the  American  College  of  Gastroenterology. 

1 he  scientific  sessions  on  October  25,  26  and  27  are  open 
to  all  physicians  without  charge.  The  Postgraduate  Course 
will  only  be  open  to  those  who  ha\  e matriculated  in  adyance. 

Copies  of  the  program  and  further  information  concerning 
the  Postgraduate  Course  may  be  obtained  by  vyriting  to: 
National  Gastroenterological  Association,  33  AV’est  60th 
Street,  New  York  23,  N.  Y. 

7th  PR  CONFERENCE  TO  BE  HELD  IN  MIAMI 

Public  relations  tips  “for  doctors  only"  will  be  presented 
at  AAIA’s  Seventh  National  A'ledical  Public  Relations  Confer- 
ence to  be  held  in  Miami  Sunday,  November  28,  the  day 
preceding  the  opening  of  the  Clinical  Session. 

The  program  at  the  McAllister  Hotel  will  be  geared  pri- 
marily for  physicians,  offering  suggestions  on  ways  to 
improve  the  medical  profession's  public  relations  at  the  grass 
roots  level.  Alembers  of  the  House  of  Delegates,  officers  of 
state  and  county  medical  societies,  executives  and  PR  per- 
sonnel are  cordially  invited. 


Define  Officers’  Membership  in  AMA 

At  the  AMA  San  Francisco  meeting  a resolution 
was  introduced,  requesting  that  reserve  officers  of 
the  United  States  Public  Health  Service  who  are  on 
active  duty  be  given  service  membership  in  the 
AMA.  The  resolution  was  referred  to  the  Board  of 
Trustees,  which  has  since  ruled  that; 

“Reserve  medical  officers  of  the  United  States 
Public  Health  Service  on  active  duty  are  to  be  given 
the  same  consideration  as  that  extended  to  reserve 
medical  officers  on  active  duty  with  the  military 
forces.  In  other  words,  those  officers  will  be  ex- 
empted from  payment  of  dues  for  the  perior  begin- 
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ning  January  i or  July  i following  the  date  of  the 
member’s  entrance  into  the  service.” 

All  such  officers  who  hold  a type  of  membership 
in  the  constituent  medical  association  that  permits 
them  to  vote  and  hold  office  will  be  eligible  to  hold 
active  membership  in  the  AMA  and  be  excused 
from  the  payment  of  dues.  It  will  be  necessary, 
therefore,  for  their  names  to  be  forwarded  through 
their  constituent  medical  society  to  AiMA  headquar- 
ters with  the  request  for  exemption  from  the  pay- 
ment of  AMA  dues.  During  the  period  for  which 
they  are  exempted,  they  are  not  entitled  to  receive 
The  Jolirnal  of  the  American  Medical  Association 
as  a benefit  of  membership,  but  may  subscribe  to  it, 
or  other  AiMA  publications.  Such  officers  will  be 
given  active  membership  in  the  AA4A  and  not  service 
membership. 

Service  members  are  regular  full-time  medical 
officers  in  the  Army,  Navy,  Air  Force,  U.  S.  Public 
Health  Service,  Veterans  Administration,  and  Indian 
Service,  and  are  not  required  to  hold  membership  in 
a component  and  constituent  association. 

Postgraduate  Courses 

Nearly  one  hundred  lecturers  and  demonstrators 
are  scheduled  to  take  part  in  the  courses  the  Eighth 
Postgraduate  Seminar  in  Psychiatry  and  Neurology 
and  the  Postgraduate  course  in  the  Management  of 
Chronic  Pulmonary  Disease  to  be  held  during  the 
coming  months  at  the  Yale  Medical  School. 

The  Seminar  in  Psychiatry  is  sponsored  by  the 
State  Department  of  Mental  Health  and  the  Depart- 
ment of  Psychiatry  of  the  Yale  Medical  School  and 
offers  a unique  and  valuable  educational  opportunity 
to  the  physicians  of  Connecticut.  The  formal  teach- 
ing sessions  at  the  iVIedical  School  will  be  supple- 
mented by  staff  conferences  and  demonstrations  at 
ten  hospitals  and  schools  in  the  State.  The  course  in 
pulmonary  disease  will  consist  of  eight  weekly  con- 
ferences at  the  Medical  School  and  has  been  ar- 
ranged by  the  division  of  Postgraduate  Medical 
Education. 

The  content  of  both  of  these  courses  is  particularly 
for  general  practitioners  who  are  most  often  the  first 
to  see  evidences  of  these  disease.  These  well  estab- 
lished postgraduate  teaching  organizations,  like  the 
Clinical  Congress,  are  additional  evidence  of  the 
wholesome  and  progre.ssive  environment  in  which 
medical  practice  thrives  in  Connecticut. 
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Connecticut  Project  — Cornell  Automotive 
Crash  Injury  Research 

1 he  Connecticvit  Project  of  the  Automotive  Crash 
Injury  Research  under  the  supervision  of  Cornell 
University  Medical  College,  which  has  been  oper- 
ating in  Tolland  County  'will  be  extended,  com- 
mencing about  November  i to  New  London 
County.  This  important  investigation  of  injury 
causing  elements  of  pleasure  automobile  structure  is 
carried  on  jointly  by  the  Connecticut  State  Police 
and  the  Connecticut  State  iVledical  Society,  under 
the  direction  of  the  research  group  of  Cornell  Medi- 
cal College.  The  physicians  and  hospitals  in  New 
London  County  will  be  asked  to  cooperate  in  the 
same  way  as  their  neighbors  in  Tolland  County,  who 
have  done  an  extraordinary  job  during  the  past  three 
months.  The  project  has  been  approved  by  the 
Council  of  the  State  iMedical  Society  and  its  details 
worked  out  by  a special  committee  of  which  Harold 
A.  Bergendahl  of  Norwich  is  Chairman  and  George 
Crawford,  Centerbrook;  Brae  Rafferty,  Willimantic; 
Paul  W.  Vestal,  New  Haven;  Creighton  Barker, 
New  Haven  are  members.  Professor  Ira  V.  Hiscock 
of  the  Department  of  Public  Health,  an  Associate 
Member  of  the  Society  represents  the  Yale  Medical 
School  on  the  committee.  Mr.  Hugh  DeHaven,  a 
resident  of  Lyme  is  the  Director  of  the  Study  for 
Cornell  and  other  Cornell  personnel  engaged  in 
Connecticut  are:  John  Moore,  Robert  Tracy  and 
Richard  Braisted.  Lt.  Leslie  W.  Williams  of  the  State 
Police  directs  the  police  participation  representing 
Commissioner  John  C.  Kelly. 

This  important  and  original  research  is  being 
carried  on  simultaneously  with  the  aid  of  state  medi- 
cal societies  in  Alaryland,  North  Carolina  and  Vir- 
ginia, and  a new  program  will  soon  get  underway 
in  Minnesota.  In  the  study  an  entirely  new  viewpoint 
has  evolved.  It  is  recognized  that,  human  nature 
being  what  it  is,  crashes  will  occur  as  long  as 
vehicles  are  driven  by  human  beings,  but  that  it 
should  be  possible  to  make  the  inevitable  accidents 
productive  of  fewer  crippling  or  fatal  injuries.  To 
this  end,  highway  accidents  are  analyzed  with  a view 
to  learning  how  to  build  more  safety  factors  into 
automobiles.  Already  some  highly  interesting  find- 
ings have  resulted  and  as  the  statistics  increase,  it  is 
believed  that  recommendations  for  revision  of  de- 
tails can  be  made  in  automobile  design. 

Physicians  and  highway  police  who  have  engaged 
in  the  study  have  found  it  stimulating  and  produc- 
tive. It  cannot  be  definitely  stated  how  long  the 


program  will  continue  in  the  New  London  area.  It 
will  depend  somewhat  upon  the  type  and  frequency 
of  accidents.  Finally,  the  plan  will  be  to  present 
data  on  a cross  section  of  accident  incidence  on  the 
highways  of  Connecticut. 

Survival  Under  Atomic  Attack  in  Hartford 

A result  of  the  survey  following  Hartford’s  par- 
ticipation in  the  nationwide  federal  civil  defense 
exercise  in  June  revealed  some  very  startling  facts. 
The  ratio  of  those  requiring  help  to  those  able  to 
give  it  is  so  tremendous  as  to  be  almost  beyond 
belief,  according  to  the  Ihdletiu  of  the  City  Board 
of  Health.  It  is  estimated  that  there  w ould  have  been 
but  five  physicians  available  to  look  after  4,500 
civilian  casualties,  or  one  physician  for  every  900. 
Only  four  of  Hartford’s  fixed  medical  installations 
would  have  survived  the  blast,  leaving  the  city  with 
not  more  than  about  1,100  beds  available  for  emer- 
gency purposes. 

To  quote  the  Bulletin:  “From  a statistical  stand- 
point this  exercise  demonstrates  the  futility  in  be- 
lieving that  Hartford’s  own  medical  services  would 
have  been  of  any  real  assistance  in  coping  with  a 
catastrophe  of  this  magnitude  (an  atomic  bomb  of  a 
T.N.T.  equivalent  of  40,000  tons).  It  is  very  doubtful 
that  by  even  enlisting  the  services  of  the  remaining 
3,900  doctors,  dentitsts  and  nurses  within  the  Hart- 
ford Target  Area,  the  situation  could  have  been  very 
materially  improved.  From  this  the  assumption  is 
drawn  that  if  Hartford  were  hit  by  a 2 14  X atomic 
bomb  in  the  downtown  area,  mutual  aid,  to  be  effec- 
tive, would  have  to  be  organized  on  a very  extensive 
scale  and  encompass  most  of  the  facilities  and  prac- 
tically all  of  the  medical  services  available  in  the 
State  of  Connecticut.” 

Two  Members  on  Government  Committee 

Theodore  Klumpp,  president  of  Winthrop 
Stearns,  Inc.,  and  Albert  W.  Snoke,  director  of 
Grace-New  Haven  Flospital,  both  members  of  the 
Connecticut  State  Medical  Society,  have  been  ap- 
pointed by  the  Commission  on  Intergovernmental 
Relations  to  a 13  member  study  group.  This  group, 
headed  by  Chancellor  Murphy  of  the  University  of 
Kansas,  will  investigate  federal  grants  to  state  and 
local  governments  for  public  health  and  hospital 
projects.  The  committee  has  a man  sized  task  which 
must  be  accomplished  by  October  1954,  when  it  wdll 
be  expected  to  come  up  with  recommendations  as 
to  the  continuance,  abolishment  or  modification  of 
this  large  portfolio  of  grants. 


OCTOBER,  NINETEEN  HUNDRED  AND  FIFTY-FOUR 
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Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion^ 


Reestablishing  Bowel  Reflexes  with  Metamucil® 


Nervous  fatigue,  tension,  injudicious  diet,  failure  to 
establish  regularity,  too  little  exercise,  excessive  use  of 
cathartics — all  factors  which  contribute  to  constipation^ 


Sufficient  bulk  and  sufficient  fluid  form  the 
basic  rationale  of  treatment  of  constipation  with 
Metamucil. 

Metamucil  (the  mucilloid  of  Plantago  ovata) 
produces  a bland,  smooth  bulk  when  mixed 
with  the  intestinal  contents.  This  bulk,  through 
its  mass  alone,  stimulates  the  peristaltic  reflex 
and  thus  initiates  the  desire  to  evacuate,  even  in 
patients  in  whom  postoperative  hesitancy  exists. 


Factors  Contributing  to  Chronic  Constipation 

Such  gentle  stimulation  is  of  distinct  advantage 
in  reeducating  and  reestablishing  those  reflexes 
which  control  bowel  evacuation.  Many  factors 
may  pervert  the  normal  reflexes,  causing  finally 
chronic  constipation.  Among  them  are : nervous 
fatigue  and  tension,  improper  intake  of  fluid, 
improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and 
abuse  of  the  intestinal  tract  through  excessive 
use  of  laxatives. 2 

Correction  of  constipation  logically,  there- 
fore, lies  in  the  suitable  adjustment  of  these  fac- 
tors. The  characteristics  of  Metamucil  permit 
the  correction  of  most  of  these  factors : it  pro- 
vides bulk ; it  demands  adequate  intake  of  fluids 
(one  glass  with  Metamucil  powder,  one  glass 


after  each  dose) ; it  increases  the  physiologic  de- 
mand to  evacuate;  and  it  does  not  establish  a 
laxative  “habit.”  Metamucil,  in  addition,  is  in- 
ert, and  also  nonirritating  and  nonallergenic. 

Dosage  Considerations 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice,  followed  by  an 
additional  glass  of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  4, 
8 and  16  ounces.  Metamucil  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice : A Text  in  Applied 
Physiology,  ed.  5,  Baltimore,  The  Williams  & Wil- 
kins Company,  1950,  pp.  579-583. 

2.  Bargen,  J.  A. : A Method  of  Improving  Func- 
tion of  the  Bowel,  Gastroenterology  13:215  (Oct.) 
1949. 
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Rhode  Island’s  New  Compensation  Law 

On  July  I,  1954  the  revised  \\’orkinen’s  compensa- 
tion law  enacted  by  the  general  assembly  at  its 
recent  session  went  into  effect.  It  is  anticipated  that 
this  new'  law'  will  improve  the  operation  of  this 
important  program  to  assist  the  injured  w orkman. 

A brief  summary  of  the  major  changes  in  the 
medical  care  sections  follow's: 

( 1 ) 1 he  maximum  allow’ance  for  services  and 
medicines,  exclusive  of  hospital  services,  is  increased 
from  $500  to  $600  in  the  case  of  an  employee  hos- 
pitalized for  more  than  14  days. 

(2)  Any  dispute  regarding  the  reasonableness  of 
the  amount  of  any  charge  for  services  or  medicine 
shall  be  determined  by  the  commission  after  hear- 
ing, and  its  decision  shall  be  final,  if  supported  by  a 
majority  of  the  medical  advisory  committee. 

(3)  The  physician’s  w'ritten  notice  that  he  is  treat- 
ing a workmen’s  compensation  beneficiary  is  to  be 
filed  within  15  days,  instead  of  7 as  now  required, 
but  in  addition  the  new'  law  stipulates  that  every 
two  months  thereafter  while  the  treatment  continues 
a written  progress  report  must  be  sent  to  the  em- 
ployer and  a bill  for  services  to  date,  and  further, 
he  must  present  his  final  bill  for  all  unpaid  services 
within  three  months  after  the  conclusion  of  services. 

(4)  The  impartial  examiner  no  longer  will  have  to 
send  a copy  of  his  report  to  the  employee,  as  the 
employer  or  carrier  must  do  that  now^  upon  receiv- 
ing the  medical  report. 

(5)  The  impartial  examiner’s  report  must  be  filed 
wdthin  96  hours  of  the  completion  of  each  and  every 
examination. 

(6)  The  impartial  examiner  may  be  summoned  for 
the  purpose  of  cross  examination  by  the  commission. 

(7)  A medical  advisory  committee  of  seven  physi- 
cians is  to  be  appointed  by  the  governor  to  serve 
w'ithout  compensation  for  staggered  terms  to  assist 
the  department  of  labor  and  the  commission.  Three 
physicians  will  serve  until  March,  1955,  two  until 
March  ,1956,  and  tw'o  until  March,  1957,  and  there- 
after appointments  annually  to  fill  the  vacancies. 

(8)  Every  case  of  total  disability  or  severe  per- 
manent partial  disability  on  wdiich  compensation  has 
been  paid  for  a year  will  be  reviewed  and  such 


action  taken  by  the  director  of  labor  or  the  com- 
mission, with  the  advice  of  the  medical  advisory 
committee,  as  shall  seem  practicable  and  likely  to 
speed  recovery. 

(9)  With  the  advice  of  the  medical  advisory  com- 
mittee the  director  of  labor  has  the  authority  to 
prescribe  a special  report  for  back  injuries,  and  to 
recommend  specific  tests  to  be  performed  in  the 
diagnosis  and  treatment  of  such  back  injury,  with 
the  recommendation  and  approval  of  the  employee’s 
physician. 

One  of  the  most  important  features  in  the  revised 
program  is  the  setting  up  of  a medical  advisory  com- 
mittee, serving  wdthout  compensation.  It  is  expected 
that  this  committee  will  be  in  a position  to  develop 
medical  criteria  for  the  determination  of  causal 
relationship  between  injury,  disease  and  disability 
that  will  be  of  great  assistance  to  physicians  engaged 
in  the  practice  of  industrial  medicine  in  Rhode 
Island. 


NEWS 

from  County  Associations 

-v'-v  N A.'  "C  -V  -V  "C 

Hartford 

The  medical  examiner  of  Suff  olk  County,  Massa- 
chusetts, Dr.  Richard  Ford,  w ill  be  guest  speaker  at 
the  Hartford  County  Medical  Association’s  semi- 
annual meeting  in  Manchester  this  October  26.  Dr. 
Ford  is  head  of  the  Department  of  Legal  Medicine 
at  Harvard  Medical  School. 

A meeting  of  Hartford  County  Medical  Associa- 
tion’s officers  with  Hartford  County  Polio  repre- 
sentatives is  in  the  wT)rks  to  discuss  fees  and  care  of 
polio  patients,  now'  that  these  patients  are  being 
received  and  treated  in  general  hospitals. 

Only  364  physicians  returned  their  Blue  Cross 
questionnaire  for  comprehensive  coverage  out  of  881 
receiving  them.  Of  the  364,  14  had  the  coverage  else- 
where, 67  indicated  that  they  did  not  want  compre- 
hensive protection  and  283  w ere  in  favor  of  the  plan. 
Because  the  plan  is  offered  on  a group  basis  and 
because  there  must  be  at  least  75  per  cent  of  the 
group  willing  to  underwrite  this  type  of  policy, 
Hartford  County  Medical  Association  members  can 
now  have  only  the  standard  plan  w hich  provides  $9 
per  day  as  against  the  $ 1 2 per  day  of  the  compre- 
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It's  a new  long-acting  agent  for  the  prevention  and  treatment  of 
nausea  and  vomiting,  associated  with  all  forms  of  motion  sickness, 
radiation  therapy,  vestibular  and  labyrinthine  disturbances,  and 
Meniere’s  syndrome. 


Side  effects,  so  often  associated  with  the  use  of  earlier  remedies,  are  minimal  with 
Bonamine.  Its  duration  of  action  is  so  prolonged  that  often  a single  daily  dose  is 
sufficient.  Bonamine  is  supplied  in  scored,  tasteless  25  mg.  tablets,  boxes  of  eight 
individually  foil-wrapped  and  bottles  of  100. 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
5</'  cacli  additional 
1^4'  extra  if  Iteycd  through  JituuNAi, 
Payable  in  ad\ ance 


FOR  SALE:  Sat  e from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tory. We  guarantee  that  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  Aderiden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Aderiden,  Conn. 


Louise  Private  Hospital 

specializing  in  the  care  of 

CHRONIC  CONVALESCENT  & ELDERLY 
PEOPLE 

Registered  Nurses 
Private  and  Semi-Private  Rooms 

353  PARK  AVENUE 
BLOOMFIELD,  Connecticut 
CH  2-9833 


FOSTER  BUILDS  OVER  150  MODELS 
OF  REFRIGERATORS  & FREEZERS 
FOR  THE  MODERN  HOSPITAL! 


Whether  your  bed  capacity  is  under  25 
beds  or  over  500  beds  . . . there’s  a Foster 
refrigerator  or  freezer  to  meet  every  need 
of  the  three  major  divisions  of  the  modern 
hospital. 

LABORATORY  SERVICE 

Blood  Bank  Refrigerator  Biological  Refrigerator 

Bone  Bank  Freezer  Specimen  Refrigerator 

Eye  Bank  Freezer  Low  Temp.  Research  Chest 


GENERAL  SERVICE 

Nursery  Formula  Refrigerator 

Water  Container  Freezer 

Ice  Cube  and  Ice  Pack  Refrigerator 


FOOD  SERVICE 

Reachdn  Refrigerator 
Upright  Freezer 
Two  Temp  Refrigerator 
Undercounter  Refrigerator 


Pass  Thru  Refrigerator 
Bakery  Freezer 
Beverage  Cooler 
Ice  Cream  Storage  Freezer 


distributed  by 


CHARLES  G.  LINCOLN  a CO. 


55  EDWARDS  ST.  • HARTFORD,  CONN. 

Write  for  your  FREE  copy  of  Foster’s 
Circular  on  Hospital  Refrigerators. 


hensive  plan,  and  a 2 1 day  benefit  period  instead  of 
the  100  day  benefit  period  of  the  newer  coverage. 

A preliminary  tabulation  of  the  first  returns  of  a 
physicians’  survey  sent  out  by  the  Hartford  County 
Medical  Association  revealed  that  over  170,000  hours 
of  free  medical  services  arc  contributed  annually 
to  Hartford  County  residents  as  a community 
service  by  the  medical  profession. 

Dr.  Amos  E.  Friend,  president  of  the  County 
Medical  Association,  said  that  the  physicians’  survey 
was  undertaken  to  determine  some  of  the  habits  of 
Hartford  County  doctors,  such  as  the  number  of 
hours  worked,  percentage  of  patient  loads  carried  in 
each  specialty  and  sendees  given  to  patients  without 
reimbursement  for  time  or  effort.  “We  were  par- 
ticularly interested  in  the  total  number  of  hours 
donated  by  our  members  to  persons  who  were  un- 
able to  pay  for  services  rendered.  This  includes 
clinic  and  some  office  service,  and  hospital  care 
both  in  the  wards  and  outpatient  departments  of  all 
general  hospitals  in  the  county  and  for  ward  and 
medical  service  for  indigent  patients  at  McCook 
Memorial  Hospital.” 

The  survey  indicated  that  of  those  who  gave  free 
time  the  average  number  of  hours  contributed  by  the 
family  physician  was  almost  five  per  week.  This  was 
about  eight  per  cent  of  his  working  week.  He  aver- 
ages 64  hours  working  time. 

Specialists  other  than  surgeons  who  donated  their 
services  averaged  slightly  better  than  four  and  three- 
quarters  of  free  time  per  individual  in  any  week. 
The  average  work  week  for  this  category  was  49 14 
hours  of  which  9 14  per  cent  were  given  without 
charge. 

Surgeons  contributed  the  most  uncharged  time 
with  an  average  per  physician  of  close  to  seven  and 
one-half  hours  per  week.  Surgeons  donating  service 
averaged  13  per  cent  of  their  working  week  of  56 14 
hours. 

“Other  specialists  ( radiologists,  pathologists,  anes- 
thesiologists) gave  six  hours  per  week  per  physician. 
Average  estimated  percentage  per  doctor  giving  free 
time  was  1 1 per  cent  out  of  a work  week  of  50 14 
hours. 

Total  uncharged  time  per  category  per  week  was: 
family  physicians,  586  hours;  surgeons,  1,744  hours; 
specialists  other  than  surgeons,  926  hours  and 
“other”  specialties,  192  hours. 

Louis  Spektor,  director  of  the  Connecticut  State 
Department  of  Health’s  Bureau  of  Maternal  and 
Child  Hygiene,  discussed  “The  Pediatrician  Looks 
at  School  Health  Services”  at  the  20th  New  Eng- 
land Health  Institute  held  at  the  University  of  Ver- 
mont on  August  25. 
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CONNECTICUT 

AMBULANCE 

ASSOCIATION 

Emergency  Hospital  - _ - _ Bridgeport 

Nelson  Ambulance  Service  - - Bridgeport 
Dunn  Ambulance  Service  - - - - Bristol 

Maynard  Ambulance  Service  Best  Hartford 
Aetna  Ambulance  Service  - - - Hartford 
Maple  Hill  Ambulance  Service  - Hartford 
Kamen’s  Ambulance  Service  - - Meriden 
Chamberlain  Ambulance  Service  - Milford 
New  Britain  Ambulance  Service  New  Britain 
Flanagan  Ambulance  Service,  Inc.  New  Haven 
Union-Lyceum  Ambulance  Service 

New  Londoti 

Fairfield  Oxy.  & Amb.  Service  - Stamford 
x\cademy  Ambulance  Service  - - Stratford 

Campion  Ambulance  Service  - Waterhury 
Fitzgerald’s  Ambulance  Service  W aterbury 
Waterbury  Hospital  - - _ _ Waterhury 

^'Qualified  Drivers  and  Attendants’’’’ 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A11  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  have  set  a 
minimum  daily  adult  requirement. 


Distributed  by 

Borden^ s Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  efifer- 
vescent  drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


PLASTIC 

or 

GLASS 

SPECIALISTS  IN  ALL  TYPES 
OF  ARTIFICIAL  HUMAN 

EYES  EXCLUSIVELY 

Referred  cases  carefully  attended 
Doctors  are  invited  to  visit 
Eyes  also  fitted  from  stock 

Selections  sent  on  Memorandum  upon  Request 


FRIED  and  KOHLER,  Inc. 

665  FIFTH  AVE.  NEW  YORK  22,  N.  Y, 

near  53rd  St.  Tel.  ELdorado  5-1970 
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GrFOX^CO. 

HARTFORD  15,  CONNECTICUT 


but  at  G.  Fox  & Co. 


. . . will  you  find  such  a wide  assortment 
of  attractive,  easy-to-care-for  uniforms 
and  caps  ? Shown  is  a favorite  trim-look 
style,  ours  alone ! Short  or  three-quarter 
sleeves,  convertible  neckline,  9 to  15; 
10  to  20.  Poplin  8.98 ; Dacron  twill  16.98 
Mail!  Phone, Hartford  JA  2-5151! 
Uniforms,  Fourth  Floor,  G.  Fox  & Co. 


Middlesex 

William  F.  Bauer,  who  interned  at  Aliddlesex  Hos- 
pital about  four  years  ago  and  then  did  general 
practice  in  Aliddletown,  closed  his  office  and  on 
September  i began  a residency  in  anesthesiology  at 
Hartford  Hospital. 

Christie  McLeod  attended  the  International  Con- 
gress of  Pathology  in  Washington,  D.  C.,  the  first 
week  in  September. 

Mario  Palmieri  is  again  becoming  the  fulltime 
health  officer  for  the  city  of  Middletown.  He  held 
this  position  from  1937  until  1945.  Between  then 
and  now  he  has  been  engaged  in  general  practice. 

Two  doctors  have  recently  opened  offices  in 
Middletown.  Donn  C.  Barton  is  in  general  practice 
and  Anton  Lethin,  Jr.,  is  limiting  himself  to  pedi- 
atrics. 

New  Haven 

The  medical  staffF  of  Griffin  Hospital,  Derby, 
voted  to  inaugurate  a fact-finding  health  survey  as 
the  first  step  toward  the  establishment  of  a district 
department  of  health.  The  presence  of  twenty-four 
potential  paratyphoid  carriers  in  the  community 
calls  for  immediate  action  as  a preventive  measure. 

Barnett  Greenhouse  of  New  Haven  has  been  ap- 
pointed Governor  of  the  American  Diabetes  Asso- 
ciation for  the  State  of  Connecticut. 

Lewis  G.  Beardsley,  director  of  the  West  Haven 
Veterans  Hospital,  received  an  award  for  a “useful, 
productive  life  in  public  welfare”  at  the  annual  meet- 
ing and  reunion  of  the  Gaylord  League  at  the  Gay- 
lord Farm  Sanatorium  on  September  25.  The  award 
is  known  as  the  David  A.  Lyman  medal.  This  is  the 
second  time  the  Lyman  medal  has  been  awarded, 
William  H.  Morriss  of  Gaylord  being  the  first  re- 
cipient in  1953. 

New  London 

It  has  recently  been  announced  by  the  Yale  Medi- 
cal School  that  Paul  Gerity,  m.d.  has  been  appointed 
clinical  instructor  in  surgery.  He  will  continue  to 
have  his  office  in  New  London. 

William  J.  Aiurray,  Jr.,  m.d.  has  been  appointed 
county  chairman  for  the  Diabetic  Detection  Drive 
in  November. 

Charles  F.  Dyer,  m.d.  announces  the  opening  of 
his  office  for  the  practice  of  general  surgery  at  302 
State  Street,  New  London. 
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Robert  Haines,  M.n.  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmology  at  302  State 
Street,  New  London. 

The  semi-annual  meeting  of  the  New  London 
(iountv  Medical  Association  w ill  be  held  on  Thurs- 
day, October  7 at  Uncas-on-the-Thames.  The  busi- 
nesss  meeting  will  be  followed  by  dinner  and  a 
scientific  session.  The  speaker  will  be  Arthur 
Thibodeau,  professor  of  orthopedics  at  Tufts  Medi- 
cal School  and  visiting  orthopedist  at  the  New 
England  Medical  Center  Hospital,  Boston.  His  sub- 
ject will  be  “Low  Back  Pain  With  Evaluation  of 
the  Present  Status  of  ACTH  and  Cortisone  in 
Orthopedics.” 


NEW  BOOKS  IN  REVIEW 

THE  PHYSICIAN  AND  HIS  PRACTICE.  By  Eighteen 
authorities.  Edited  by  Joseph  Garland,  m.d.,  Editor,  The 
New  England  Journal  of  Medicine.  Boston:  Little  Browti 
c?  Co.  1954.  270  pp.  $5. 

Reviewed  by  Stanley  B.  Weld 

The  distinguished  editor  of  The  New  England  Journal  of 
Medicine  continues  to  carry  aloft  the  intellectual  torch  of 
medical  journalism  which  prevents  our  state  and  sectional 
publications  from  becoming  the  mundane  reporters  of 
medical  society  events  and  the  second  rate  scientific  review- 
ers, a role  they  could  so  readily  occupy.  Readers  of  Dr. 
Garland’s  journalistic  pages  are  feasted  weekly  from  his 
seemingly  limitless  store  of  scientific  and  historical  knowl- 
edge, enhanced  by  an  understanding  of  English  and  American 
literature  to  tempt  the  most  reluctant.  It  is  no  surprise  then 
to  find  him  turning  to  the  production  of  a book  which 
supplies  a fund  of  information  regarding  the  physician’s 
career.  Even  though  the  editor  claims  it  is  not  a detailed 
guide  for  the  young  doctor  starting  out  in  practice,  yet  it 
contains  a wealth  of  information  which  should  be  invaluable 
to  the  beginner  in  the  science  and  art  of  medicine.  For  the 
older  practitioner  as  well  there  is  much  to  commend  it  since 
these  are  days  of  rapid  shifting  in  economic  emphasis. 

It  would  be  difficult  to  think  of  a subject  related  to  medical 
practice  which  is  not  covered  in  this  volume.  Group  prac- 
tice, specialization,  the  doctor’s  family  and  community  rela- 
tions, the  doctor’s  wife,  his  relation  to  his  hospital,  the 
business  side  of  medicine  including  office  equipment,  insur- 
ance, drugs,  laboratory  facilities,  medical  reading  and  writing, 
and  legal  medicine — these  are  some  of  the  subjects  included. 
Each  chapter  is  written  by  an  expert  in  his  field  and  the  list 
comprises  not  only  physicians  but  a graduate  nurse,  a director 
of  purchasing  in  one  of  our  university  medical  centers,  a 
professional  management  consultant,  two  members  of  the 
legal  profession,  and  one  who  is  both  a physician  and  a 
lawyer.  Eminent  among  these  are  the  president  of  the 
American  Medical  Association,  a past  president  of  the 
American  Academy  of  General  Practice,  and  a member  of 
the  United  States  Supreme  Court. 
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I In  very  special  cases 
I A very 
I superior  Brandy 


1 SPECIFY 


= the  WORLDS  PREFERRED  COGNAC  BRANDY  = 

^ 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  S 
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UNPAID 
BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

PANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 


ORTHOPAEDIC  APPLIANCES 
BUILT  TO 

PHYSICIANS’  PRESCRIPTIONS 
ONLY 


SHIRLEY  BROS. 

26  ASHLEY  STREET,  HARTFORD 
Phone  6-3748 

Braces  - Belts  - Etc. 

ESTABLISHED  1010 


ZUCCALA  BIOLOGICAL 
LABORATORY 

Tel.  Jackson  5-0024 

To  serve  the  Doctors^for  all  needs  of  clin- 
ical laboratory  work,  and  preparation  of 
vaccines  and  antigens. 

B.M.R.  « E.K.G. 

^ 24  Hours  service.  Approved  by  the  State 
Dept,  of  Health  for  Pre-marital  and  Pre- 
natal Blood  Tests. 

179  ALLYN  STREET  HARTFORD,  CONN. 
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Only  a doctor  can  best  specify  the 
'scientific  requirements  for  correct 
sleeping  posture,  healthtul  sleeping 
comfort.  That's  why  Sealy  enlisted  the 
judgment  and  skill  of  members  of  the 
medical  profession  itself  in  developing 
the  “world's  largest  selling  mattress 
designed  in  cooperation  with  leading  Orthopedic  Sur- 
geons”. . . the  superb  Sealy  Posturepedic  Mattress. 
The  spinc-on-a-linc  support,  the  relaxing  resiliency  of 
this  finer,  firmer  mattress  merit  your  early  attention. 


Setih 


POSTUREPEDIC 

mattress 


I n nerspri  n g 


To  acquaint  physicians  everywhere 
with  the  exclusive  features  of  this  mat- 
tress, Sealy  offers  a special  professional 
discount  on  the  purchase  of  the  Sealy 
Posturepedic  for  the  doctor’s  personal 
use  only.  Now  doctors  may  discover  for 
themselves,  AT  SUBSTANTIAL  SAV- 
INGS, the  superior  support,  the  luxuri- 
ous comfort  of  the  Sealy  Posturepedic. 
See  coupon  below  for  details. 


SEALY  HAS  FREE  REPRINTS 

of  Ihe  booklets  named  in  the  coupon  below  and  will  be 
happy  to  forward  you  quantities  tor  use  in  your  otlice. 


SEALY  MATTRESS  COMPANY 
79  Benedict  St.,Waterbury  89,  Conn. 
Gentlemen;  Please  send  me  without  charge: 

Copies  of  "The  Orthopedic  Surgeon  Looks  at  Your  Mattress' 

Copies  of  "A  Surgeon  Looks  at  Your  Child 's  Mattress” 

Please  send  free  information  on  professional  discount 


I Ills  is  a \crv  rimch'  bnok.  It  is  arrracri\clv  bouml,  casv  ■ 
t(i  read  and  well  ilociimenreil  w irh  tables  aiul  charts.  1 lore 
are  a tew  gems  from  its  pages: 

“.\t  a time  when  medicine  has  sn  niiich  to  iitfer  patients. 

It  IS  a tr;igedv  of  the  first  order  w lien  its  effectit  cness  is  || 
interfered  w irh  by  tiefects  of  charaeter  or  b\’  bail  manners.’'  I 
I he  [iraetiee  of  niedieine  is  not  a life  of  undue  sacrifice,  jl 
nor  is  it  one  of  high  income  trom  a short  wurking  week.  It  | 
is  one  of  dewotion  to  sick  people  and  rlieir  tainilies  and  -if 
responsibilir\'  to  indi\ idiials,  to  coninitniiries,  to  hospitals  j 
:ind  to  tile  [irofessioii.  " j 

“In  these  da\'s  when  liigli  income  raxes,  groceiw  tiills,  '[ 
utilities  and  otlier  current  e\|ieiises  lease  a minimum  of 
capital  sa\  ings  w ith  w liich  to  pa\’  for  lu\ur\'  items,  it  must 
be  understood  that  tliese  goals  are  nor  attainable  in  a single 
X’e;ir  or  e\eii  in  fixe  years.” 

"It  is  to  the  best  interest  of  the  people  that  some  of  our 
ablest  doctors  of  medicine  be  recruitable  into  the  field  .if 
medical  sraresnianslii|i.  . . . Such  people  are  needed  for 

the  high  medical  positions  of  gox  ernmeiit,  as  deans  to  medical 
scliools,  as  ilirectors  of  grear  medical  centers,  as  editors  of 
medical  journals,  in  iiiilustrx',  and  as  leaders  of  health  plans.” 


N/fir  AND  NON  OlA  ICIAL  RE  \UA)lES^nj^4.  Accept- 
ed by  the  (aiuncil  on  l-’liarmacw  and  Cdiemistry.  Phila- 
dclphia:  /.  li.  Eippiiicott  (do.  1954.  bog  pp. 

Rex  iewed  by  Si  .wi.i  x B.  Wi  i d 


I his  book  issued  annuallx'  under  tlie  ilirectioii  and  iwiper- 
X ision  of  the  Council  on  Fharmacx'  and  fdiemisti'v  of  the 
.\M.\  [irox  ides  the  plix  sician  xx  irh  sucli  information  con- 
cerning the  actions,  usage,  limitations  and  dosage  of  accept- j 
able  and  relarix  eh’  nexx'  ilrugs  as  xx  ill  promote  the  jiractice  i 
of  rational  therapeutics.  Ihe  present  xoltime  presents  scweral  | 
changes  from  those  of  prex  ions  years.  bereas  it  formerix' 
consisted  of  txx'o  sections,  one  containing  general  statements 
and  monographs  tiescribing  actions,  usages  and  dosages  of 
X arious  tirugs,  tlie  otlier  containing  tests  and  standartls  for 
Council  accepted  tirugs  for  xvliich  official  sraiitlartls  arc  not 
ax  ailable,  noxx'  it  contains  onix'  former  Section  One.  T he 
material  in  former  Section  I xvo  is  noxv  published  less  fre- 
<|uenrlx'  in  a se|iarate  xolunic. 

I he  section  entitletl  Bibliogi-aphx'  of  Unaccepted  Protlucts 
h;is  been  omitted  from  the  1954  xdlumc  for  xarious  reasons, 
riiere  has  been  atitled  a list  of  drugs  omitted  since  the  pre- 
X ions  etiition  anti  a list  of  the  nexv  tirugs  adtlctl.  Fexv  physi- 
cians baxe  anx’  conception  of  the  amount  of  xx'ork  retjuired 
of  the  (kuincil  on  l-’liarmacx'  anti  (diemistrx’  in  this  tiax’  of 
;in  exer  increasing  pbarmacetitical  iiitlustrx'.  1 he  Council  is 
making  a real  effort  to  prox  itle  the  jihx'sician  xx  ith  up  to  datei 
information  on  nexv  tirugs.  If  Nexv  anti  Non  Official  Rcnie-I 
tlies  does  not  affortl  the  information  desired,  requests  sent 
tlirectlx'  to  the  secretary  of  the  Ciouncil  at  .A.M.A  headi]uartcrs 
XX  ill  be  gix  en  prompt  attention. 

f x ery  practicing  phx’sician  slioukl  liax  e at  hanti  a copy  of 
this  x aluable  book. 
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ANTIBIOTICS 

Their  Clinical  Use  in  the  Management  of  Infections 

Ivan  L.  Bennett,  Jr.,  m.d.,  Baltimore 


INTRODUCTION 

Three  hundred  and  sixty-three  days  ago,  at  the 
28th  Connecticut  Clinical  Congress,  there  was  held 
in  this  very  room  a symposium  at  which  the  prophy- 
lactic use  of  antibiotics  and  the  complications  of 
antibiotic  therapy  were  discussed.  During  the  eve- 
ning before  that  symposium,  pediatricians  in  attend- 
ance at  the  Congress  had  heard  a special  lecture  on 
the  antibiotic  treatment  of  infections.  This  morning, 
before  the  present  session  is  ended,  another  section 
of  this  29th  Congress  will  hear  a lecture  on  the 
gastrointestinal  complications  of  antibiotic  therapy. 
This  programming  is  in  no  way  unique;  I mention 
it  only  as  evidence  that  discussion  of  antibiotics  bids 
fair  to  become  a favorite  indoor  sport  of  the  medical 
profession. 

It  is  platitudinous  to  say  that  antibiotics  have 
changed  medical  practice.  Deaths  from  acute  infec- 
tions have  decreased  phenomenally,  such  scourges 
as  syphilis  and  tuberculosis  are  now  curable,  epi- 
demics and  complications  can  be  controlled  by 
proper  prophylactic  administration  of  these  agents, 
and  tremendous  advances  in  surgery  and  many  other 
fields  have  been  rendered  possible  by  their  use.  This 
antibiotic  era,  the  age  of  the  “wonder  drugs,”  is  in- 
deed a golden  time  in  medicine.  Why  then  so  many 
symposia,  lectures  and  panel  discussions?  It  is  clear 
that  the  widespread  use  of  specific  antimicrobial 
therapy  has  introduced  new  problems  into  medicine 
along  with  its  obvious  benefits.  As  drugs  and  com- 
binations of  drugs  active  against  a wider  range  of 
organisms  have  been  introduced,  resistant  variants 
of  some  common  pathogenic  bacteria  have  appeared, 
new  clinical  syndromes  attributable  to  alterations  in 
normal  flora  or  to  direct  toxic  effects  and  hyper- 
sensitivity reactions  produced  by  antibiotics  are 
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SUMMARY 

"The  antibiotic  problem”  as  it  presents  itself  today 
is  discussed  and  the  various  factors  involved  are  out- 
lined. From  a beginning  with  sulfonamides  and  peni- 
cillin, antibiotics  have  now  become  a big  business. 
The  terminology  is  confused;  the  literature  is  endless. 
Antagonism,  synergism  and  drug  reactions,  not  to 
mention  public  pressure  have  added  to  the  physician’s 
difficulties. , 

The  three  important  considerations  in  the  choice  of 
antibiotics  are  the  type  of  infection,  the  etiologic 
agent,  and  certain  characteristics  of  the  individual 
drugs.  The  physician  must  know  the  patterns  of  re- 
sponse to  be  expected  from  the  administration  of  the 
various  antibiotics.  The  prophylactic  trial  has  its  place 
but  not  as  a mere  shotgun.  Prophylactic  use  of  anti- 
biotics is  a reasonable  procedure  under  certain  condi- 
tions. Antibiotics  should  not  be  used  to  replace  careful 
medical  methods  or  surgical  procedures.  They  are 
often  valuable  as  purely  supportive  to  surgical  treat- 
ment. The  local  use  of  antibiotics  has  its  place  with  a 
limited  number  in  certain  instances.  The  incidence  of 
' 'superinfection”  is  greater  than  has  been  realized. 


becoming  common,  and  a host  of  new  and  worri- 
some terms  such  as  “superinfection,”  “antagonism,” 
“sensitivity  test,”  etc.,  have  been  introduced  into  the 
vocabulary  of  medicine.  Let  us  examine  briefly  some 
of  the  factors  to  be  reckoned  with  in  considering 
what  is  now  generally  referred  to  as  “the  antibiotic 
problem.” 

I.  At  the  dawn  of  this  era,  the  physician’s  new 
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armamentarium  consisted  of  the  sulfonamides  and 
penicillin.  The  spectrum  of  activity  of  these  was 
clear  cut;  indications  for  treatment  were  relatively 
straightforward.  The  introduction  of  streptomycin 
complicated  the  picture  and  as  successive  agents 
were  tried,  accepted,  and  widely  marketed,  a multi- 
plicity of  potent  drugs  with  antibacterial  activities 
that  overlap  became  available.  There  are  now  so 
many  weapons  in  the  arsenal  that  the  “antibiotic 
of  choice”  has  become  an  all-important,  confusing, 
changing  issue. 

2.  Antibiotics  are  big  business.  Without  quoting 
the  number  of  tons  of  the  various  agents  being 
manufactured  and  sold  each  month  or  attempting  to 
estimate  what  proportion  of  the  nation’s  annual  drug 
bill  is  accounted  for  by  antibiotics,^  I turn  to 
the  physician’s  mailbox  for  evidence.  He  is  exposed 
to  a seemingly  endless  bombardment  of  letters,  fold- 
ers, notices,  blotters,  pamphlets,  reprints  and  bro- 
chures, each  hailing  some  new  drug,  some  new 
combination,  some  new  dosage  form  or  route  of 
administration,  some  more  palatable  vehicle,  or  some 
more  convenient  disposable  mechanism  for  injection. 

3.  As  is  unfortunately  the  case  in  many  rapidly 
developing  medical  fields,  terminology  is  becoming 
well  nigh  hopelessly  confused.  Chloromycetin  is 
chloramphenicol,  chlortetracycline  is  aureomycin, 
and  oxytetracycline  is  terramycin,  but  tetracycline 
is  achromycin  or  tetracyn  and  one  must  ask  for 
ilotycin  or  erythrocin  if  he  wants  erythromycin. 
Without  belaboring  the  confusion  of  trade  names, 
popular  names,  and  “ofRcial”  terminology,  I will 
simply  mention  that  there  is  available  one  commier- 
cial  preparation  of  neomycin  and  bacitracin  for 
local  application  called  Mycitracin  and  another 
called  Bacimycin.  A glance  at  the  advertisements  in 
any  current  medical  journal  will  am.ply  confirm  this 
state  of  affairs. 

4.  If  we  turn  to  what  might  be  called  the  “legiti- 
mate medical  literature,”  we  find  it  enormous,  mas- 
sive, vast,  and  colossal.  The  bibliography  on  aureo- 
mycin alone  now  runs  to  more  than  4,000  separate 
titles.  This  of  course  includes  abstracts,  letters  to 
editors,  preliminary  reports,  confirmatory  reports, 
conflicting  reports,  editorials,  uncontrolled  “series,” 
premature  pronouncements,  and  many  pure  labora- 
tory experiments  which  do  not  now  and  may  never 
have  application  to  human  disease.  (I  do  not  mean 
to  decry  publication  of  experimental  results,  only 
the  common  tendency  to  generalize  immediately  and 
to  transfer  results  of  test  tube  or  animal  experiments 


to  the  clinic  wholesale  and  uncritically).  To  read 
all  these  publications,  much  less  evaluate  them,  is 
beyond  the  full-time  medical  “scholar.”  For  the 
practicing  physicians  it  is  out  of  the  question. 

Out  of  this  literature,  however,  there  have 
emerged  and  will  undoubtedly  continue  to  emerge 
important  and  valid  findings.  Some  drugs  which 
showed  promise  in  the  laboratory  have  been  tried 
and  discarded  because  of  ineffectiveness  in  human 
disease.  Certain  combinations  of  antibiotics  (e.g., 
aureomycin  and  streptomycin  in  brucellosis)  and 
certain  dosage  schedules  (e.g.,  streptomycin  twice 
weekly  in  tuberculosis)  have  been  shown  to  be  bene- 
ficial. The  importance  of  resistant  strains  of  bacteria 
and  of  the  laboratory  determination  of  sensitivity 
to  antibiotics,  particularly  in  staphylococcal  and 
Gram  negative  bacillary  infections,  has  been  estab- 
lished. Lastly,  it  has  come  to  be  recognized  that 
antibiotics  are  not  harmless  drugs  to  be  prescribed 
indiscriminately  without  proper  clinical  indication. 
Hypersensitivity  reactions  pose  a real  threat  to  the 
usefulness  of  antibiotics  in  a sizeable  segment  of 
the  population.  Although  the  first  antibiotic,  peni- 
cillin, possesses  essentially  no  direct  toxicity  for 
man,  the  same  is  not  true  for  newer  agents.  From 
streptomycin  to  tetracycline,  dosage  is  limited  sharp- 
ly by  toxic  reactions  and  several  potent  drugs  are 
relegated  to  limited  use  or  as  heroic  measures  by 
this  factor  alone. “ 

As  a result,  instead  of  a feeling  of  security  in  these 
mighty  new  weapons  against  disease,  the  average 
physician  often  finds  himself  with  a sense  of  discom- 
fort, worry  and  frustration  over  possible  use  of  the 
wrong  drug  or  failure  to  use  a recently  reported  ; 
effective  combination,  possible  antagonism  if  two  or  : 
more  antibiotics  are  administered  simultaneously,  ; 
and  the  dilemma  of  prophylactic  use  in  certain  situa-  : 
dons  where  the  patient  may  have  a drug  reaction  ! 
more  serious  than  the  potential  infection.  There  is  ; 
also  public  pressure  for  the  use  of  antibiotics.  This  ' 
is  more  likely  to  take  the  form  of  demanding  quick  ' 
results  than  a specific  drug.  The  laity  has  become  so  i 
accustomed  to  the  effectiveness  of  antibiotics  that 
the  physician  managing  illness  in  the  home  is  likely  : 
to  be  criticized  severely  if  defervescence  does  not 
occur  within  48  hours  and  he  has  not  exhibited  one  j 
of  the  wonder  drugs. 

It  is  no  longer  possible  to  tabulate  in  a simple  i 
chart  infections,  infecting  agents  and  antibiotics.  ' I 
However,  as  clinical  experience  with  these  agents  | 
matures  and  as  interest  in  the  pathogenesis  of  infec-  ; > 
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tion  and  the  host-parasite  relationship  is  renewed,  it 
becomes  evident  that  certain  basic  principles  apply 
to  the  use  of  antibiotics  in  the  management  of  infec- 
tions. It  is  the  purpose  of  this  presentation  to  discuss 
some  of  these  principles  in  an  attempt  to  formulate, 
if  such  is  now'  possible,  a rational  basis  for  antibiotic 
therapy  and  to  define  its  place  in  the  present-day 
management  of  infections.  Specific  infections  wfill 
be  discussed  only  as  they  exemplify  broader  prin- 
ciples. 

CHOICE  OF  IRFA'rXtEN'r 

Among  the  several  factors  influencing  the  choice 
of  an  antibiotic  to  be  used  in  treating  any  infection 
are  the  routes  of  administration  feasible  in  the  indi- 
vidual patient  (for  example,  oral  medication  would 
be  ineffective  if  vmmiting  is  a prominent  feature  of 
the  illness),  past  history  of  hypersensitivity  or  undue 
toxic  reaction  to  an  antibiotic,  and,  of  course,  ex- 
pense, which  varies  greatly  among  the  individual 
drugs  and  dosage  forms.  Assuming  that  none  of  these 
is  a source  of  significant  difficulty,  there  remain  three 
important  considerations:  the  type  of  infection,  the 
etiologic  agent,  and  certain  characteristics  of  the 
individual  drugs. 

THE  TYPE  OF  INFECTION 

Often  of  more  importance  than  the  specific  etio- 
logic agent  is  the  anatomic  location  of  an  infectious 
process.  This  aspect  of  the  problem  of  antibiotic 
choice  is  so  often  neglected  that  it  wall  be  discussed 
here  before  specific  bacteriologic  findings  are  men- 
tioned. 

It  is  first  necessary  to  recall  that  antibiotics  fall 
into  tw  o groups,  the  bactericidal  which  are  able  to 
kill  microbes  outright  and  the  bacteriostatic  which 
inhibit  growth  and  multiplication  but  are  not  actual- 
ly lethal.  The  commonly  used  bactericidal  agents  are 
penicillin,  streptomycin  and  bacitracin;  the  sulfona- 
mides and  the  “broad-spectrum”  drugs  are  predomi- 
nantly bacteriostatic.  It  is  important  to  realize  that 
sensitivity  tests  as  ordinarily  performed,  i.e.,  by  the 
disk  or  tube  dilution  method,  measure  only  inhibi- 
tion of  grow  th  and  not  killing  powTr,  the  demon- 
stration of  which  involves  a considerably  more 
complex  procedure. 

It  is  now  clear  that  the  effectiveness  of  bacterio- 
static drugs  in  aiding  recovery  from  infection  is 
dependent  upon  the  patient’s  ability  to  make  a con- 
tribution to  his  own  defense.  The  final  extermination 
of  the  invader  becomes  the  task  of  the  host’s  natural 
mechanisms  for  resisting  infection.  Host  resistance 


is  probably  a combination  of  many  factors,  specific 
and  nonspecific,  humoral  and  cellular,  and  our  lack 
of  knowledge  concerning  many  of  them  is  painful. 
How  ever,  the  extensive  studies  of  Dr.  Barry  Wood 
on  the  role  of  the  polymorphonuclear  leukocyte  in 
recovery  from  acute  infections  have  done  much  to 
clarify  one  important  aspect  of  host  defense.^  Brief- 
ly, Dr.  Wood  became  curious  as  to  how  the  purely 
bacteriostatic  action  of  sulfonamides  aided  recovery 
in  pneumococcal  pneumonia  before  the  appearance 
of  specific  antibody.  It  had  been  held  for  many  years 
that  phagocytosis  of  virulent  pneumococci  could 
not  occur  in  the  absence  of  antibody,  so-called 
opsonins.  Dr.  Wood  showed  clearly  that  engulfment 
of  pneumococci  occurs  in  the  diseased  lung  before 
the  immune  response  and  then  demonstrated  that  the 
long-standing  idea  that  this  does  not  occur  was  a 
result  of  the  common  laboratory  practice  of  assaying 
phagocytic  ability  by  mixing  relatively  small  num- 
bers of  leukocytes  and  bacteria  in  test  tubes  or  on 
glass  slides.  It  was  found  that  rough  surfaces  such  as 
a fibrin  clot,  ordinary  filter  paper,  or  a thin  slice 
of  fresh  tissue  enabled  leukocytes  to  crawl  about 
rather  than  float  and  to  trap  and  engulf  bacteria  by 
a process  now/  referred  to  as  “surface  phagocytosis.” 
This  mechanism  is  completely  independent  of  any 
increased  stickiness  of  bacteria  due  to  specific  opso- 
nins. The  phenomenon  of  surface  phagocytosis  has 
been  demonstrated  with  several  species  of  bacteria 
both  in  vitro  and  in  vivo  and  there  can  be  no  great 
question  about  the  significant  role  of  this  type  of 
cellular  defense  in  resistance  to  acute  infections. 
When  the  multiplication  of  bacteria  has  been  halted 
by  a bacteriostatic  drug,  the  granulocytes  of  the 
host  are  able  to  move  about  in  the  fibrin  network  and 
debris  of  the  inflammatory  exudate  and  “mop  up” 
the  suppressed  invaders  in  an  almost  leisurely 
fashion. 

How  do  these  findings  relate  to  the  original  ques- 
tion of  the  importance  of  anatomic  location  in  the 
choice  of  an  antibiotic?  Conditions  favorable  for 
surface  phagocytosis  are  not  equally  present  in  all 
tissues  of  the  body.  Particularly  in  open  cavities, 
the  peritoneum,  the  pleural  spaces,  the  pericardium, 
the  meninges,  or  any  focus  of  suppuration  and  tissue 
destruction  w/ith  abscess  formation,  there  is  accumu- 
lation of  fluid,  dilution  of  phagocytes  and  decrease 
in  opportunities  for  contact  wfith  bacteria,  and  the 
granulocytes  are  deprived  of  rough  tissue  surfaces 
upon  which  to  operate.  It  is  reasonable  then  to 
suppose  that  in  these  circumstances  the  host’s  con- 
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tribution  to  defense  may  be  impaired  or,  indeed, 
lacking  altogether.  Bacteriostasis  alone  cannot  eradi- 
cate the  process  and  only  the  ability  of  an  anti- 
biotic to  exert  direct  killing  power  can  assure 
recovery. 

It  is  also  of  course  necessary  that  any  antimicro- 
bial drug,  bacteriostatic  or  bactericidal,  achieve  con- 
tact with  bacteria  in  adequate  concentration  to  exert 
its  expected  effect.  The  diffusion  of  chemothera- 
peutic agents  from  the  blood  stream  into  localized 
collections  of  pus  is  poor.  Furthermore  the  action 
of  sulfonamides  is  as  effectively  inhibited  by  the 
presence  of  an  accumulation  of  exudate  and  necrotic 
debris  as  by  para-aminobenzoic  acid.  In  such  situa- 
tions antibiotics  are  no  substitute  for  proper  surgi- 
cal drainage.  We  shall  have  occasion  to  return  to 
this  point  later. 

This  concept  of  the  importance  of  bactericidal 
action  in  certain  types  of  infection  is  borne  out  by 
many  clinical  observations;  one  of  the  best  known 
examples  is  infection  with  the  pneumococcus.  The 
excellent  results  obtained  in  treating  ordinary  pneu- 
mococcal pneumonia  with  sulfonamides  or  with 
relatively  small  doses  of  penicillin  are  familiar  to  us 
all.  The  sulfonamides  are  bacteriostatic  drugs  and 
it  is  probable  that  in  many  instances  concentrations 
of  penicillin  which  achieve  dramatic  responses  in 
this  disease  are  sufficient  to  produce  bacteriostasis 
only.  In  the  lung,  an  ideal  tissue  for  surface  phago- 
cytosis, the  host  defenses  are  at  work.  Further  evi- 
dence of  the  importance  of  the  host’s  resistance  in 
pneumococcal  infections  of  the  lung  is  to  be  found 
in  the  prognostic  significance  of  certain  clinical 
findings  in  patients  with  this  disease.  Before  specific 
antibacterial  therapy  was  available  and  recovery  de- 
pended entirely  upon  the  host’s  defense,  it  was 
recognized  that  bacteremia,  low  peripheral  leuko- 
cyte count,  alcoholism,  etc.,  indicated  a lessened 
chance  for  survival  in  patients  with  pneumococcal 
pneumonia."^  Although  treatment  with  sulfonamides 
and  with  penicillin  has,  of  course,  reduced  mortality 
in  pneumonia,  death,  prolonged  convalescence,  or 
complications  are  still  5 to  10  times  commoner  in 
patients  with  these  classic  clinical  findings  indicating 
poor  prognosis.'^’*^ 

When  infection  with  this  same  organism,  the 
pneumococcus,  takes  the  form  of  empyema,  endo- 
carditis or  meningitis,  the  sulfonamides  are  totally 
ineffective.  Penicillin’s  effectiveness  in  empyema  is 
dependent  upon  withdrawal  of  pus  by  thoracentesis 
and  the  repeated  instillation  of  the  antibiotic  in  high 


concentration  directly  into  the  area  of  suppuration. 
If  loculation,  difficulty  in  aspirating  particularly 
viscid  pus,  or  other  factors  prevent  the  carrying  out 
of  this  regimen,  only  surgical  drainage  will  control 
the  infection.  Pneumococcal  endocarditis  was 
thought  to  be  incurable  until  our  present  procedure 
for  treating  heart-valve  infections  with  enormous 
amounts  of  penicillin  over  long  periods  of  time  was 
instituted.  Pneumococcal  meningitis,  still  a very 
serious  infection,  was  curable  only  by  repeated 
intrathecal  injections  of  penicillin  until  it  was  found 
that  the  parenteral  administration  of  fifty  to  one 
hundred  times  the  dosage  of  penicillin  needed  in 
pneumonia  produced  comparable  results.  Even  now 
intrathecal  therapy  is  recommended  by  several 
authorities.  Antibiotic  antagonism,  a much  mis- 
understood and  misinterpreted  phenomenon,  consists 
of  the  inhibition  of  the  early  killing  effect  of  a 
bactericidal  agent  (i.e.,  penicillin,  streptomycin, 
bacitracin)  by  a concomitantly  administered  bac- 
teriostatic drug.  In  vitro  and  in  experimental  animals 
as  well,  it  is  demonstrable  under  special  conditions  of 
dosage  and  timing  of  administration  only  and  it  has 
not  proved  to  be  a clinical  problem  of  any  magni- 
tude.’^ It  is,  however,  of  considerable  interest  that  the 
only  significant  clinical  demonstration  of  antagonism 
has  been  in  pneumococcal  meningitis  where  mortality 
was  much  lower  in  patients  treated  with  penicillin 
alone  than  in  a comparable  group  given  a combina- 
tion of  penicillin  and  aureomycin.®  No  such  differ- 
ence in  results  was  found  in  pneumococcal  pneu- 
monia. This  is  exactly  what  might  be  expected; 
bacteriostasis  supplemented  by  the  normal  defense 
mechanisms  is  sufficient  for  recovery  in  pneumonia, 
but  in  meningitis  where  the  antibiotic  must  bear  the 
brunt  of  the  battle  because  host  defenses  are  sharply 
limited,  even  slight  interference  with  penicillin’s 
bactericidal  action  may  be  disastrous. 

From  these  and  similar  observations  we  can 
arrive  at  the  rule  that  bactericidal  drugs  are  to  be 
used  whenever  possible  in  infections  of  the  serous 
cavities,  including  meningitis,  in  intravascular  infec- 
tions, including  bacterial  endocarditis,  in  localized 
suppurative  disease  (in  conjunction  with  appropriate 
surgical  measures),  and  in  any  clinical  situation 
where  it  appears  that  the  host’s  own  defense  mechan- 
isms will  not  supplement  mere  bacteriostatic  action 
of  a drug.  It  is  true  that  some  forms  of  meningitis 
are  cured  with  bacteriostatic  drugs  and  that  occa- 
sional instances  of  recovery  from  bacterial  endo- 
carditis have  been  reported  to  follow  treatment  with 
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bacteriostatic  agents  only,  but  these  exceptions 
should  be  taken  to  indicate  merely  that  the  factors 
Me  have  discussed  are  relative  and  not  absolute  as 
is  so  often  the  case  in  medicine. 

THE  ETIOLOGIC  AGENT 

second  important  factor  in  choosing  treatment 
is  the  infecting  organism.  The  fact  that  we  now'  have 
one  or  several  antibiotics  active  against  many  species 
of  bacteria  has  increased  the  importance  of  the 
clinical  bacteriology  laboratory  rather  than  replaced 
it,  but  the  overlapping  spectra  of  the  newer  drugs 
and  the  great  emphasis  which  has  been  placed  on 
resistant  strains,  sensitivity  tests,  etc.,  have  perhaps 
tended  to  make  this  aspect  of  the  problem  appear 
more  complex  than  it  is.  It  is  neither  practical  nor 
necessary  that  the  physician  obtain  detailed  bacterio- 
logic  studies  on  every  patient.  On  the  other  hand,  in 
certain  situations  it  is  incumbent  upon  him  to 
arrange  for  appropriate  laboratory  studies  of  the 
infecting  organism. 

The  choice  of  an  antibiotic  in  many  infections 
presents  no  great  problem.  The  meningococcus 
responds  to  sulfonamides  and  to  penicillin.  Penicillin 
is  uniformly  the  preferable  agent  in  gonococcal, 
pneumococcal  and  beta-hemolytic  streptococcal  in- 
fections. Resistant  strains  of  these  bacteria  do  not, 
for  practical  purpose,  exist  and  if  hypersensitivity 
contraindicates  penicillin,  aureomycin,  tetracycline, 
etc.,  are  also  efficacious  against  these  organisms. 

In  several  infectious  diseases  the  drug  or  combina- 
tion of  drugs  which  has  given  the  best  clinical  results 
up  to  the  present  time  is  clearly  definable.  These 
include  typhoid  (chloramphenicol),  the  rickettsial 
diseases  (aureomycin,  chloramphenicol),  brucellosis 
(aureomycin  or  terramycin  plus  streptomycin), 
syphilis  (penicillin),  tularemia  (streptomycin,  aureo- 
i mycin),  tuberculosis  (streptomycin  plus  para- 
aminosalicylic  acid  or  one  of  the  analogues  of  nico- 
■ tinic  acid)  and  several  others. 

I In  still  another  group  such  as  atypical  pneumonia, 
psittacosis,  “cat-scratch  disease,”  and  Hemophilus 
i influenzae  infections,  several  agents  are  apparently 
effective  although  the  “antibiotic  of  choice”  cannot 
be  regarded  as  established  beyond  question. 

There  is  next  a group  of  diseases  in  which  the  use 
of  antibiotics  has  given  irregular  or  disappointing- 
results  although  the  infecting  organism  is  clearly 
^ sensitive  in  the  laboratory  and  there  is  justification 
ifor  use  of  antimicrobial  therapy  in  conjunction  with 
other  measures  such  as  antiserum.  These  include 


tetanus,  other  Clostridial  infections,  diphtheria,  and 
leptospirosis  in  all  of  which  penicillin  is  the  prefer- 
able agent. 

Lastly  we  come  to  the  infections  in  which  the 
complex  of  resistant  strains,  overlapping  antibac- 
terial spectra,  and  changing  sensitivities  combine  to 
produce  a situation  w hich  can  be  attacked  only  by 
the  ingenuity  of  the  physician  backed  by  careful 
bacteriologic  studies  directed  toward  finding  the 
most  effective  drug  or  combination  of  drugs.  These 
include  infections  produced  by  the  staphylococcus, 
the  enterococcus  and  the  Gram  negative  bacilli  (in- 
cluding the  colon  bacillus,  Aerobacter  aerogenes, 
Proteus  vulgaris,  and  Pseudomonas  aerugenosa). 

When  penicillin  w as  first  introduced,  most  staphy- 
lococci were  susceptible  to  its  action.  However,  the 
progressive  increase  in  the  number  of  strains  of  this 
organism  resistant  to  penicillin  is  now  familiar  to  us 
all  and  has  been  reported  in  many  parts  of  the  world. 
At  present  from  60  to  80  per  cent  of  staphylococci 
isolated  from  patients  are  resistant  to  penicillin.'^ 
There  has  also  been  an  alarming  increase  in  the 
number  of  strains  of  this  organism  resistant  to  aureo- 
mycin and  terramycin  as  these  drugs  have  been  more 
widely  used  and  it  is  fair  to  say  that  infections  by 
the  staphylococcus  present  a most  serious  clinical 
problem,  a stimulus  to  the  discovery  of  new  agents 
as  w-ell  as  more  efficient  methods  of  combined  ther- 
apy wTth  those  now  available.  It  is  difficult  to  gen- 
eralize about  the  therapy  of  staphylococcal  infec- 
tions but  certain  statements  can  be  made. 

1.  Careful  bacteriologic  studies  and  sensitivity 
tests  are  essential  to  proper  management;  there  is  no 
other  basis  for  choosing  treatment  in  this  infection. 
Here  clinical  acumen  or  intuition  must  give  way  to 
the  laboratory. 

2.  Because  of  the  great  ability  of  this  organism 
to  become  drug  resistant  not  only  through  the  years, 
but  in  the  course  of  a single  infection,  at  least  tw'o 
drugs  should  be  used.  This  is  based  on  the  well 
established  fact  that  a combination  of  drugs  is  more 
likely  to  suppress  the  emergence  of  resistant  variants. 

3.  Because  of  the  tendency  in  staphylococcal  sepsis 
to  the  development  of  infection  in  anatomic  loca- 
tions such  as  those  already  mentioned,  as  well  as  the 
increasing  evidence  that  body  defenses,  including 
phagocytosis,  are  relatively  ineffectual  against  this 
oro'anism,  at  least  one  bactericidal  aQcnt  should  be 

O' 

included,  if  possible. 

4.  In  no  other  infection  is  it  more  important  to 
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institute  surgical  measures  such  as  debridement  and 
drainage  when  localized  suppuration  appears. 

5.  Once  instituted,  treatment  must  be  vigorous 
and  long  continued  because  of  a striking  tendency 
to  severe  relapse  in  apparently  cured  cases.  This  is 
particularly  important  in  view  of  recent  suggestive 
evidence  that  exposure  of  staphylococci  to  subopti- 
mal  concentrations  of  antibiotics  leads  to  the  emer- 
gence of  avirulent  sports,  the  so-called  “G-forms,”*^ 
which  are  often  missed  in  culture  and  can  revert  to 
virulent  types. 

6.  The  close  correlation  that  has  been  shown  to 
exist  between  the  introduction  and  use  of  each  anti- 
biotic and  the  increasing  appearance  of  resistant 
staphylococci  is  a potent  warning  against  the  admin- 
istration of  antimicrobial  drugs,  no  matter  how 
harmless,  in  the  absence  of  clinical  indications. 

It  is  my  own  practice  in  severe  staphylococcal 
infections  to  begin  treatment  with  large  doses  of 
aqueous  penicillin  (at  least  12  million  units  daily) 
and  erythromycin  immediately  after  materials  for 
bacteriologic  study  have  been  obtained.  As  soon  as 
the  results  of  sensitivity  tests  are  known,  the  regimen 
can  be  revised.  Erythromycin  is  active  against  many 
staphylococci  but  resistance  to  this  drug  can  develop 
rapidly  unless  it  is  used  in  combination.  If  the 
organism  proves  to  be  highly  resistant  to  penicillin, 
bacitracin  in  a dose  of  20,000  units  four  times  daily 
can  be  used  for  its  bactericidal  effect.  Rarely,  a 
combination  of  penicillin  and  streptomycin  will 
prove  to  be  effective  in  staphylococcal  infections 
although  synergism  from  this  combination  is  more 
commonly  observed  in  enterococcal  disease.  Aureo- 
mycin,  terramycin,  chloramphenicol  and  tetracy- 
cline are  all  useful  in  certain  cases. 

For  infections  due  to  Gram  negative  bacilli,  there 
is  a wide  range  of  drug  choice.  In  any  serious  infec- 
tion due  to  the  colon  group.  Pseudomonas,  or 
Proteus,  sensitivity  tests  form  the  basis  for  drug 
choice.  Again,  attention  to  ancillary  measures,  drain- 
age, relief  of  obstruction  (particularly  in  the  urinary 
tract),  etc.,  is  essential.  Polymyxin,  a somewhat  toxic 
agent,  can  be  life  saving  in  Pseudomonas  infections. 
Proteus  strains  are  extremely  variable  in  susceptibil- 
ity; the  establishment  of  an  effective  regimen  in  these 
infections  demands  care  and  ingenuity.  There  have 
even  been  instances  of  Proteus  infection  in  which 
cure  was  obtained  after  large  doses  of  penicillin 
. . . no  possibility  should  be  neglected. 

Lastly,  enterococcal  infections,  particularly  endo- 
carditis, can  be  mentioned.  Formerly  almost  hope- 


less from  the  chemotherapeutic  viewpoint  because 
of  great  resistance  of  the  organism  to  penicillin  alone, 
enterococcal  infections  can  now  be  treated  with 
good  results  by  a combination  of  penicillin  and 
streptomycin.  This  is  a striking  example  of  syner- 
gism; an  enterococcus  resistant  to  large  amounts  of 
penicillin  or  to  streptomycin  alone  is  often  killed 
rapidly  by  a mixture  containing  lower  doses  of  each 
drug. 

PF.CULARl  I IF.S  OF  1 HF  AVAILAHFF  DRUGS 

The  commonly  available  antibiotics  possess  indi- 
vidual characteristics  worth  emphasizing. 

Penicillin,  due  to  its  bactericidal  action  and  virtual 
absence  of  direct  toxicity  for  man,  is  well  nigh  the 
perfect  antibiotic.  The  dosage  wiiich  can  be  given  is 
limited  only  by  how  much  one  can  get  into  the 
patient.  Jawetz  mentions  one  patient  who  received 
loo  million  units  daily  for  a month,  a total  of  nearly 
four  pounds.^"  With  high  dosage,  the  use  of  an  in- 
dwelling plastic  venous  catheter  will  avoid  the  dis- 
comfort of  large  intramuscular  injections.  One  of 
the  commonest  errors  in  the  interpretation  of  sen- 
sitivity tests  is  the  abandonment  of  penicillin  when 
an  organism  appears  to  be  insensitive  to  the  con- 
centrations of  penicillin  routinely  employed  in  these 
tests.  One  should  always  remember  how  good  peni- 
cillin really  is! 

Resistance  to  streptomycin  develops  with  great 
rapidity  among  common  pyogenic  bacteria  such  that 
within  4-7  days  organisms  may  grow  luxuriantly  in 
hundreds  of  times  the  concentration  of  this  drug 
that  sufficed  to  inhibit  a strain  originally.  This  was 
one  of  the  discouraging  features  of  streptomycin  in 
the  treatment  of  urinary  tract  infections  shortly 
after  its  introduction  and  resistance  to  streptomycin 
among  tubercle  bacilli  was  a great  problem  until  the  i 
discovery  that  concomitant  administration  of  para-  I 
aminosalicylic  acid  or  now  the  newer  nioctinic  acid  * 
derivatives  will  delay  the  appearance  of  insensitive  ' 
variants  in  the  course  of  therapy.  Because  of  this  : 
tendency,  the  administration  of  streptomycin  alone  ' 
should  be  avoided,  another  drug  being  given  at  the 
same  time  wherever  possible. 

Bacitracin  and  polymyxin  deserve  brief  mention.  . 
Parenteral  administration  of  these  agents  can  lead  j| 
to  serious  toxicity.  Nonetheless,  both  are  highly  | 
useful  to  hold  in  reserve  and,  in  proper  dosage  with  [ 
supervision,  they  can  be  life  saving  in  many  desper-  ^ 
ate  clinical  situations.  Their  toxicity  has  been  both 
over  and  under  emphasized  in  the  past  but  their 
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use  is  certain! V'  justified  in  occasional  cases  of  serious 
infection  due  to  resistant  bacteria. 

In  concluding  this  discussion  of  the  factors  to  be 
considered  in  choosing  an  antibiotic,  it  is  well  to 
point  out  that  this  constitutes  a serious  problem  in 
only  a very  small  percentage  of  patients  with  infec- 
tion. If  one  simply  recalls  the  need  for  bactericidal 
agents  in  certain  types  of  infection,  does  not  attempt 
to  substitute  antibiotics  for  surgery,  and  ol)tains 
competent  laboratory  help  in  staphylococcal,  enter- 
ococcal  and  Gram  negativ^e  bacillary  infections, 
many  problems  will  solve  themselves.  Lastly,  one 
should  bear  in  mind  the  peculiar  advantages  of  peni- 
cillin, the  shortcomings  of  streptomycin  alone,  and 
the  availability  of  such  drugs  as  bacitracin  and  poly- 
myxin for  special  cases. 

THE  CLINICAL  RESPONSE 

It  is  appropriate  at  this  point  to  consider  the 
clinical  response  which  can  be  expected  when  the 
proper  antibiotic  is  administered  in  correct  dosage 
to  a patient  ill  with  an  infection.  It  is  obvious  that 
if  improvement  is  not  apparent  after  an  adequate 
trial,  there  should  be  immediate  reconsideration  of 
the  original  diagnosis,  careful  search  for  complica- 
tions, complete  re-evaluation  of  the  case  and  appro- 
priate revision  of  the  therapeutic  regimen. 

There  is  a great  tendency  to  regard  the  dramatic 
defervescence  that  commonly  occurs  in  pneumo- 
coccal pneumonia  treated  with  penicillin  as  the  pro- 
totype of  response  of  infection  to  antibiotics.  This 
exceptional  example  of  antibiotic  control  of  severe 
infection  is  certainly  not  the  yardstick.  Although  fall 
in  temperature  is  an  excellent  indication  of  the 
efficacy  of  antimicrobial  drugs,  signs  of  improve- 
ment in  many  infections  are  evident  before  there  is 
any  reflection  of  recovery  in  the  temperature  curve. 
In  most  cases  there  should  be  symptomatic  evidence 
of  improvement  within  48-72  hours  after  institution 
of  specific  chemotherapy  but  even  in  pneumococcal 
pneumonia  this  is  not  always  striking  and  return  of 
temperature  to  normal  is  not  to  be  expected  in  many 
infections  in  this  short  period  of  time. 

It  is  not  possible  to  say  that  a certain  pattern  of 
response  characterizes  any  single  drug.  With  chlor- 
amphenicol, pneumococcal  pneumonia  responds  in 
24-48  hours,  scrub  typhus  in  24  hours,  typhoid  in 
3-5  days,  and  other  Salmonella  infections  often  after 
an  even  longer  period.  Again,  the  type  of  infection 
is  important,  an  example  being  penicillin  in  pneu- 
mococcal pneumonia  as  opposed  to  pneumococcal 
empyema  where  illness  is  often  prolonged  for  weeks. 


Aleningococcemia  responds  quickly  to  administra- 
tion of  sulfonamides  but  in  meningococcal  menin- 
gitis it  is  not  uncommon  for  fever  and  disorienta- 
tion to  persist  for  4-5  days  after  treatment  is  begun. 
In  miliary  tuberculosis,  while  subjective  improve- 
ment is  usually  readily  apparent  as  decrease  in 
malaise,  renewed  appetite,  etc.,  fever  continues  for 
a variable  period.  Because  one  should  not  institute 
antituberculous  therapy  unless  the  diagnosis  is 
reasonably  sure,  it  is  only  after  a period  of  weeks 
that  a change  in  regimen  in  this  disease  is  justifiable 
on  clinical  grounds  alone.  Occasionally  deferves- 
cence in  miliary  tuberculosis  is  surprisingly  acute. 
Not  only  can  fever  persist  for  many  days  or  weeks 
in  bacterial  endocarditis  but  new  petechiae  or  serious 
embolic  accidents  are  often  noted  after  the  institu- 
tion of  a course  of  antibiotic  treatment  which 
eventually  brings  about  recovery.  In  this  disease  also, 
despite  adequate  control  of  the  infection,  heart 
failure  or  renal  damage  may  progress  to  a fatal 
outcome. 

It  is  as  important  today  that  the  physician  have 
some  knowledge  of  the  patterns  of  response  to  be 
expected  after  administering  antibiotics  as  it  is  that 
he  be  able  to  recognize  signs  and  symptoms  in 
diagnosis.  Only  in  this  way  can  the  therapeutic 
response  be  assessed  and  undue  concern  about  the 
correctness  of  the  diagonsis  or  possible  undetected 
complications  be  avoided.  Worse  still,  impatience 
and  failure  to  appreciate  the  need  for  an  adequate 
trial  often  leads  to  aimless  shifting  of  drugs  in  a 
desperate  attempt  to  hit  upon  an  effective  agent 
by  the  inefficient  method  of  trial  and  error. 

THE  THERAPEUTIC  TRIAL 

Closely  allied  to  the  subject  of  the  clinical  re- 
sponse to  antibiotics  is  the  therapeutic  trial.  Of 
course  the  institution  of  antibiotic  treatment  in  any 
patient  is  a therapeutic  trial  of  sorts  and  the  alert 
physician  will  not  close  his  mind  to  the  possibility 
of  error  in  diagnosis  or  choice  of  drug  until  recov- 
ery is  well  underway. 

It  has  been  pointed  out  that  even  in  large  medical 
centers  where  the  most  modern  laboratory  facilities 
are  available,  the  initiation  of  antibiotic  treatment 
for  acute  infection  is,  in  most  instances,  based  upon 
a presumptive  diagnosis.^ ^ This  is  derived  from  the 
results  of  careful  history,  physical  examination  and 
routine  laboratory  tests  such  as  blood  count,  urin- 
alysis, chest  x-ray,  etc.,  rather  than  isolation  of  the 
etiologic  agent  which  may  not  be  accomplished 
for  2 or  3 days.  This  presumptive  diagnosis  is  sub- 
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ject  to  revision  as  more  data  are  gathered  and  as  the 
patient’s  course  is  observed.  This  concept  is  readily 
transferable  from  the  wards  of  a teaching  hospital 
to  office  practice  or  to  illness  in  the  home.  Correct 
diagnosis  is  essential  to  correct  therapy. 

Although  clinical  findings  alone  are  often  insuffi- 
cient for  absolute  assurance  as  to  the  nature  of  an 
acute  febrile  illness,  an  educated  guess,  a presumptive 
diagnosis,  or  at  least  a group  of  possible  diagnoses 
should  come  to  mind  for  consideration  before  any 
antibiotic  is  given. 

In  the  case  of  upper  respiratory  infections,  of 
which  the  overwhelming  majority  are  viral  in  origin 
and  will  not  be  altered  by  any  available  antibiotic, 
it  is  all  too  easy  to  “cover  the  patient”  with  some 
antimicrobial  drug  without  consideration  of  possible 
etiologies.  However,  in  most  instances  the  substitu- 
tion of  a moment’s  thought  for  a quick  injection  of 
penicillin  w ill  suffice  to  categorize  the  disease  cor- 
rectly if  not  specifically  and  symptomatic  therapy 
can  be  prescribed  with  a clear  conscience.  If  there 
is  obvious  pharyngitis,  the  possibility  of  strepto- 
coccal sore  throat  is  sometimes  impossible  to  rule  out 
on  clinical  grounds  and  because  penicillin  will  pre- 
vent the  serious  nonsuppurative  complications  of 
such  an  infection,  the  administration  of  this  drug  is 
more  easily  justified  in  this  circumstance  than  in  the 
usual  acute  coryza,  tracheitis,  or  bronchitis. 

The  patient  with  an  acute  febrile  illness  without 
localizing  signs  pointing  to  predominant  involve- 
ment of  some  organ  system  presents  a difficult  diag- 
nostic problem.  There  are  a number  of  brief,  pros- 
trating febrile  syndromes  of  probable  viral  origin 
usually  referred  to  as  “grippe,”  etc.,  which  can 
produce  this  picture.  They  are  self  limited  and  are 
not  in  the  least  modified  by  antibiotics.  Given  such  a 
patient,  the  only  possible  excuse  for  institution  of 
antibiotic  therapy  would  be  the  possibility  that  the 
illness  was  bacterial  or  rickettsial  in  origin.  Among 
the  bacterial  diseases  to  be  considered  are  acute 
meningococcemia  or  other  bacteremia  without  local- 
izing signs  (such  as  staphylococcal  sepsis),  acute 
miliary  tuberculosis,  brucellosis,  typhoid,  and 
tularemia.  Obviously,  not  only  would  the  random 
choice  of  an  antibiotic  fail  completely  to  cover  all 
of  these  possibilities,  but  the  administration  of  the 
drug  might  well  make  isolation  of  the  etiologic 
agent  difficult,  interfere  with  the  procedures  neces- 
sary for  establishing  the  correct  diagnosis,  and 
delay  the  institution  of  proper  antimicrobial  therapy. 
In  such  a circumstance,  careful  observation  for 


spontaneous  recovery,  which  is  usually  prompt  if 
the  infection  is  viral,  or  for  the  development  of 
localizing  signs  and  arrangements  for  appropriate 
diagnostic  study  if  the  clinical  situation  worsens,  is 
the  proper  procedure  rather  than  the  indiscriminate 
exhibition  of  an  antibiotic  and  hoping  for  the  best. 
The  unthinking  institution  of  treatment  with  anti- 
microbial drugs  in  such  a patient  can  also  confuse 
the  clinical  picture;  vomiting,  diarrhea,  or  skin  rash 
which  might  have  diagnostic  import  if  due  to  an 
underlying  disease  may  simply  be  a result  of  drug 
toxicity  or  hypersensitivity.  Lastly,  malaise  and  fever 
without  localizing  signs  are  not  pathognomonic  of 
infection,  lupus  erythematosus,  other  “collagen 
diseases,”  lymphoma,  hypernephroma,  and  blood 
dyscrasias  being  some  of  the  disorders  which  can 
produce  this  clinical  picture. 

Without  entering  into  an  extensive  discussion  of 
F.U.O.,  fever  of  unknown  origin,  it  seems  appro- 
priate to  outline  briefly  the  role  of  the  therapeutic 
trial  in  this  difficult  diagnostic  problem.  It  is  not 
unusual  to  see  a patient  with  fever  and  perhaps  other 
clinical  findings  such  as  hepato-splenomegaly, 
anemia,  etc.,  in  whom  the  diagnostic  possibilities 
have  been  exhausted.  Hematologic  tests,  serologic 
tests,  x-rays,  multiple  biopsies  and  cultures,  etc., 
have  been  performed  (often  at  several  medical  cen- 
ters) without  establishing  the  etiology  of  the  illness. 
Either  because  of  progressive  debility  or  as  a last  | 
resort  in  diagnosis,  the  decision  is  finally  reached  to 
treat  the  patient  for  a variety  of  diseases,  to  institute  i 
a therapeutic  trial.  Although  the  procedure  to  be  ; 
followed  will  vary  from  patient  to  patient,  two  ; 
things  are  clear.  First,  in  order  to  give  the  maximutn  i 
information  and  ultimately  maximum  benefit  to  the 
patient,  the  agents  to  be  tested  must  be  given  in  ! 
adequate  dosage  for  a proper  length  of  time  and  , 
this  must  be  done  in  an  orderly  fashion.  Second,  i 
because,  as  previously  mentioned,  all  fevers  are  not  ! 
infectious,  the  therapeutic  trial  should  not  be  limited 
to  antibiotics.  The  important  possible  diagnoses 
should  be  studied  carefully  and  the  specificity  of  I 
the  available  agents  as  well  as  the  speed  with  which 
a definite  response,  positive  or  negative,  can  be  ex-  , 
pected  from  them  should  be  considered  and  a 
schedule  aranged.  As  an  example,  in  a patient  with  , 
polyarthritis  a trial  of  aspirin  for  the  possibility  of  : 
rheumatic  fever  or  of  colchicine  for  gout  should  I ' 
be  carried  out  before  penicillin  is  given  to  rule  out  ; 
the  possibility  of  acute  gonococcal  arthritis.  It  may 
require  as  long  as  two  weeks  to  obtain  conclusive 
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evidence  of  success  or  failure  with  penicillin  where- 
as the  other  two  agents  are  easily  tested  w'ithin 
periods  of  24-48  hours. 

If  fever  and  hepatomegaly  are  the  prominent 
features  of  the  illness,  a trial  of  emetine  is  far  more 
likely  to  give  a clearcut  result  than  treatment  with 
aureomvcin  or  streptomycin. 

In  patients  with  pulmonary  infiltrates,  chronic 
fever,  etc.,  although  a trial  of  streptomycin  and 
PAS  is  justified,  the  prolonged  interval  needed  to 
evaluate  the  result  of  this  regimen  for  tuberculosis 
makes  it  proper  to  try  other  antibiotics  first.  In 
acute  pneumonitis,  apparently  nonbacterial,  raising 
possibilities  such  as  atypical  pneumonia,  infectious 
mononucleosis,  Q-feyer,  psittacosis,  histoplasmosis, 
acute  pneumoconiosis,  etc.,  penicillin  would  be  the 
preferable  drug  to  begin  a test.  While  several  of  the 
diseases  might  respond  to  aureomycin,  only  psitta- 
cosis is  susceptible  to  penicillin.  Among  other  drugs 
to  be  kept  in  mind  are  antimalarial  drugs  and  nitro- 
gen mustard.  A response  to  these  agents  is  usually 
prompt  and  their  use  will  enable  the  physician  to 
draw  quicker  and  more  definite  conclusions  as  to 
etiology  than  will  improvement  after  a prolonged 
course  of  antibiotics. 

PROPHYLAXIS 

It  is  entirely  reasonable  to  suppose  that  if  a drug 
is  capable  of  curing  an  established  infection,  its  early 
administration  in  circumstances  of  likely  exposure 
to  the  causative  organism  might  prevent  disease 
entirely.  This  is  indeed  the  case  with  sulfonamides 
and  antibiotics  but  the  experience  to  date  with  this 
type  of  procedure  indicates  that  chemoprophylaxis 
is  not  only  a complicated  process  involving  many 
problems,  but  that  it  is  as  fertile  a field  for  indis- 
criminate abuse  as  is  therapy.  There  are,  however, 
a number  of  situations  in  which  benefits  outweigh 
possible  deleterious  effects  and  in  which  the  prophy- 
lactic use  of  antimicrobial  drugs  is  indicated  or 
acceptable. 

In  patients  known  to  have  had  an  attack  of  acute 
rheumatic  fever,  the  administration  of  penicillin  in 
small  doses  over  a prolonged  period  clearly  reduces 
the  incidence  of  streptococcal  infections  and  recur- 
rences of  acute  rheumatism.  Although  sulfonamides 
are  also  effective,  the  occurrence  of  occasional 
strains  of  streptococci  resistant  to  these  agents  makes 
them  less  preferable.  Hypersensitivity  is  a problem, 
but  a small  one,  and  fortunately  aureomycin  is  also 
available  for  alternate  use  in  instances  where  peni- 


cillin is  contraindicated.  Satisfactory  results  have 
been  obtained  using  a variety  of  dosage  schedules 
and  routes  of  administration;  the  best  regimen  has 
yet  to  be  determined.  Although  results  to  date 
justify  optimism,  it  should  be  pointed  out  that  the 
ultimate  impact  of  this  procedure  upon  the  problem 
of  rheumatic  fever  can  be  evaluated  only  after  many 
more  years  of  careful  study. 

Patients  with  valvular  heart  disease  or  with  con- 
genital malformations  of  the  heart  and  great  vessels 
can  be  partially  protected  from  the  possibility  of 
bacterial  endocarditis  or  endarteritis  by  the  admin- 
istration of  antibiotics  at  the  time  of  certain  proce- 
dures. These  include  dental  manipulations,  tonsil- 
lectomy, genito-urinary  surgery  and  normal  parturi- 
tion, all  of  which  are  known  to  predispose  to  tran- 
sient bacteremia  and  implantation  of  infection  intra- 
vascLilarly.  Although  penicillin  is  commonly  used, 
it  is  probable  that  one  of  the  newer  agents  active 
against  Gram  negative  organisms  is  preferable  for 
some  procedures  depending  on  the  flora  of  the  area 
involved.  Here  again  there  are  problems  to  which  we 
do  not  yet  have  the  answer.  It  has  recently  been 
pointed  out  that  the  administration  of  large  doses 
of  penicillin  for  several  days  before  such  a procedure 
may  so  modify  the  normal  flora  that  if  bacteremia 
does  occur  and  endocarditis  results,  the  infecting 
organism  is  likely  to  be  a penicillin  resistant  strain 
and  hence  a grave  therapeutic  problem.^- 

When  epidemics  of  meningococcal  infection, 
streptococcal  sore  throat,  or  bacillary  dysentery  im- 
pend in  closed  populations,  prophylactic  adminis- 
tration of  sulfonamides  (or  penicillin  in  the  case  of 
streptococcal  disease)  has  been  effective  in  prevent- 
ing spread  of  infection. 

In  certain  unusual  disorders  predisposing  to  pul- 
monary infection,  such  as  mucoviscidosis  or  agam- 
maglobulinemia, continuous  administration  of  anti- 
biotics has  apparently  produced  good  results 
although  the  danger  of  infection  by  a resistant  vari- 
ant clouds  the  horizon  here  also. 

The  use  of  agents  such  as  nonabsorbable  sulfona- 
mides, neomycin,  etc.,  in  preparation  for  bowTl 
surgery  is  an  accepted  practice  and  in  other  surgical 
procedures  involving  danger  of  serious  infection, 
prophylactic  use  of  these  agents  postoperatively  is 
probably  justified;  examples  are  craniotomy  and 
thoracotomy.  How'^ever,  the  routine  administration 
of  antimicrobial  drugs  after  “clean”  procedures  such 
as  herniorrhaphy  is  difficult  to  justify  unless  some 
break  in  asepsis  has  occurred. 
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It  is  common  practice  to  administer  antibiotics  to 
comatose  patients  for  the  purpose  of  preventing 
pulmonary  infection.  Actually  the  problem  here  is 
one  of  aspiration  pneumonitis  or  pulmonary  infec- 
tion in  an  atelectatic  segment  and  no  combination 
of  antibiotics  can  be  expected  to  substitute  for 
proper  removal  of  secretions  from  the  tracheo- 
bronchial tree,  positioning  of  the  patient  and  good 
nursing  care.  If  antibiotics  are  to  be  given  as  adju- 
vants to  such  a regimen,  a combination  of  penicillin 
and  streptomycin  is  preferable,  because  of  the 
danger  of  infection  with  a resistant  organism  if  any 
single  agent  is  given.  Lastly,  in  certain  conditions 
such  as  severe  burns,  ischemic  gangrene  of  an  ex- 
tremity or  repeated  bouts  of  pulmonary  infarction 
in  a debilitated  individual,  prophylactic  use  of  a 
combination  of  drugs  which  will  combat  any 
expected  pathogen  with  the  least  chance  of  risking 
secondary  infection  by  resistant  organisms  is  justi- 
fiable. In  these  situations  a combination  of  peni- 
cillin and  streptomycin  is  a reasonable  choice. 

In  any  contemplated  prophylactic  treatment  w ith 
antibiotics,  the  risk  of  drug  reaction  should  be 
weighed  against  the  risk  of  infection  and  the  drug 
should  be  selected  wdth  an  eye  to  its  eflFectiveness  in 
combating  the  expected  pathogen  as  well  as  the 
danger  of  superinfection  by  a resistant  species. 

This  brief  discussion  of  chemoprophylaxis  can 
be  concluded  with  another  comment  about  viral 
upper  respiratory  infections,  which  have  already 
been  belabored.  Probably  the  commonest  excuse 
used  in  rationalizing  the  widespread  practice  of 
giving  penicillin  to  patients  wath  viral  infections  is 
the  need  to  prevent  secondary  bacterial  complica- 
tions. It  is  first  appropriate  to  point  out  that  second- 
ary bacterial  infection  is  an  uncommon  sequel  to 
viral  infection.  Secondly,  even  if  prophylaxis  is 
justifiable  for  the  rare  instances  of  secondary  infec- 
tion, a consideration  of  the  etiologic  agents  respon- 
sible for  these  bacterial  infections  is  the  only  rational 
basis  for  drug  choice.  Influenza  bacillus  infections 
in  children  are  certainly  not  prevented  by  penicillin; 
indeed,  overgrowth  by  Hemophilus  is  invited  by 
administration  of  this  drug.  In  viral  influenza  there 
is  the  definite  possibility,  statistically  slight  how  ever, 
that  staphylococcal  pneumonia  may  complicate  con- 
valescence.^^ From  our  previous  discussion  of  the 
present  status  of  therapy  of  infections  caused  by  this 
organism,  it  is  evident  that  chemoprophylaxis  would 
probably  not  only  fail  to  prevent  this  disease  but 
would  almost  assure  infection  with  a resistant  strain. 


SOME  OTHER  METHODS  IN  THE  MANAGEMENT  OE 
INEECTIONS 

Although  specific  antimicrobial  treatment  has 
received  deserved  emphasis  in  recent  years,  the  im- 
portance of  so-called  “general  supportive  measures” 
is  no  less  in  infections  than  in  other  diseases.  Anti- 
biotics in  no  way  replace  attention  to  diet,  fluid 
balance,  bowel  function,  symptomatic  relief  and 
avoidance  of  complications  such  as  thromboembolic 
disease  or  decubitus  ulcers.  There  are  also  many 
techniques  more  directly  related  to  the  eradication 
of  the  infectious  process  which  deserve  brief  men- 
tion. 

SURGERY 

Perhaps  the  commonest  serious  error  in  the  treat- 
ment of  infection  at  the  present  time  is  failure  to 
utilize  appropriate  surgical  measures  when  they  are 
indicated.  Blind  reliance  on  antibiotics  and  disregard 
of  the  recognized  limitations  of  drug  therapy  alone 
have  led  to  neglect  of  basic  principles.  The  import- 
ance of  draining  localized  collections  of  pus  has  been 
mentioned.  Relief  of  obstruction  to  drainage  of 
secretions  in  many  locations  is  of  great  importance, 
as  is  obvious  if  one  recalls  the  peculiar  relationship 
between  obstruction  and  the  establishment  of  in- 
fection. A partial  catalogue  of  infections  produced 
or  aggravated  by  obstruction  includes  acne,  furun- 
culosis, dacryocystitis,  paranasal  sinusitis,  otitis 
media,  suppurative  parotitis,  mastitis,  pneumonia  and 
lung  abscess,  cholangitis,  appendicitis,  diverticulitis 
and  a host  of  infections  of  the  genito-urinary  tract. 
In  some  of  these,  antibiotics  may  bring  about  tem- 
porary remission  or  occasionally  a complete  cure 
but  all  too  often  the  removal  of  obstruction  by 
surgical  measures  is  resorted  to  only  after  prolonged 
and  ineffective  drug  treatment. 

There  are  many  infections  in  which  drug  therapy 
can  be  regarded  as  purely  supportive  to  surgical 
treatment.  Appendicitis  is  surely  a surgical  disease. 
Chemotherapy  in  certain  types  of  tuberculosis  and 
in  chronic  lung  suppurations  such  as  abscess  or 
bronchiectasis  has  made  possible  definitive  cures  by 
resection.  In  brain  abscess,  antibiotics  can  suppress 
infection  and  make  practical  neurosurgical  proce- 
dures previously  impossible  to  carry  out  without  a 
grave  risk  of  fatal  cerebritis  or  meningitis.  Lastly, 
it  may  be  mentioned  that  in  the  case  of  bacterial 
infection  of  a patent  ductus  arteriosus,  antibiotic 
treatment  is  secondary  to  the  surgical  interruption 
of  the  infected  segment,  a method  which  cures  the 
infection  promptly  no  matter  wfliat  the  sensitivity 
or  resistance  of  the  organism. 
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ENZYMES 

1 hroiig'h  the  use  of  the  purihed  streptococcal 
products,  streptokinase  and  streptodornase,  the  medi- 
cal man  is  now  able  to  encroach  upon  the  territory 
of  the  surgeon  by  performing  “cliemical  debride- 
ment” of  superficial  ulcerations,  and  thinning  out 
viscid  exudates  so  as  to  make  aspiration  through  a 
medical  needle  replace  drainage  by  a surgical  scalpel 
in  some  types  of  closed  infections  such  as  empyema 
or  arthritis.  Use  of  these  materials  intrathecally  has 
also  been  effective  in  combating  subarachnoid  block 
in  meningitis.  Another  enzyme,  trypsin,  has  been 
advocated  for  debridement  and  has  also  been  admin- 
istered by  inhalation  in  attempts  to  liquefy  thick 
secretions  and  to  promote  bronchial  drainage  in 
bronchiectasis  and  other  suppurative  pulmonary 
lesions. 

ADRENAL  STEROIDS 

Although  there  is  a tremendous  body  of  experi- 
mental evidence  to  indicate  that  ACTH  and  corti- 
sone are  deleterious  to  the  host  in  infections  of  many 
types  and  this  is  supported  by  numerous  clinical 
reports, there  is  a strong  possibility  that  these 
agents  may  find  a place  in  the  management  of  human 
infections.  It  has  been  established  that  the  deleterious 
effect  of  cortisone  in  experimental  infections  which 
are  ordinarily  curable  with  antibiotics  can  be  com- 
pletely overcome  by  simply  increasing  the  dosage  of 
the  antibiotic. Because  the  treatment  of  human  in- 
fections is  ordinarily  carried  out  with  many  times 
the  “minimal  curative  dose”  of  a drug,  concomitant 
specific  antimicrobial  therapy  may  entirely  do  away 
with  the  danger  from  these  hormones  in  infections 
caused  by  drug-susceptible  organisms.  There  is  evi- 
dence that  cortisone  is  a useful  adjunct  in  the 
treatment  of  typhoid^*^  and  Rocky  Af  ountain  spotted 
fever^^  and  preliminary  results  indicate  striking 
benefit  from  these  hormones  in  mumps  orchitis.^* 
It  has  recently  been  suggested,  although  little  evi- 
dence is  at  hand,  that  the  addition  of  these  hormones 
to  the  regimen  for  bacterial  endocarditis  might 
permit  better  penetration  of  antibiotics  into  the 
infected  valvular  vegetations.^^  The  efficacy  of 
adrenal  steroids  in  fulminating  meningococcemia  is 
suggested  in  the  few  reports  of  their  use^*^  but  this 
is  not  yet  definite.  Although  the  administration  of 
ACTH  or  cortisone  cannot  be  recommended  as 
routine  practice  in  the  management  of  any  infection 
at  the  present  time,  there  is  enough  evidence  at  hand 
to  justify  a careful  exploration  of  their  use  at  a 
clinical  level. 


ANALGESICS 

The  common  practice  of  giving  aspirin  or  related 
drugs  to  febrile  patients  obliterates  the  usefulness  of 
the  temperature  chart  as  an  indicator  of  therapeutic 
response.  It  is  my  own  practice  to  relieve  discom- 
fort with  codeine  or  demerol  when  the  situation 
permits,  in  order  to  preserve  fever  as  a guide  to 
therapy.  However,  if  the  decision  to  use  aspirin  is 
reached,  it  should  be  given  in  adequate  doses  at 
Intel vals  of  no  longer  than  four  hours.  There  may 
otherwise  ensue  a miserable  cycle  of  sweating  and 
chilling  as  the  temperature  swings  up  and  down 
between  doses  and  the  patient’s  discomfort  will  be 
greater  than  before  “symptomatic  relief”  was  pre- 
scribed. 

MISCELLANEOUS  CONSIDERATIONS 

1 here  remain  a few  points  to  be  touched  upon  in 
this  survey  of  the  management  of  infections. 

The  local  application  of  antibiotics  to  the  skin 
and  their  use  in  the  eyes  and  ears  offer  a wide  area 
of  usefulness  for  several  potent  drugs  considered  too 
toxic  for  routine  parenteral  use.  Because  of  the 
enhanced  opportunities  for  development  of  hyper- 
sensitivity to  substances  applied  to  the  skin  as  creams 
or  ointments,  drugs  such  as  penicillin  are  better 
reserved  for  the  emergencies  of  life-threatening- 
systemic  infection.  Fortunately  bacitracin,  neomy- 
cin, and  polymyxin  are  highly  effective  in  superficial 
infections  such  as  external  otitis  or  pyoderma;  their 
toxic  effects  are  no  problem  because  absorption  from 
the  skin  is  negligible,  and  the  development  of  hyper- 
sensitivity to  these  drugs  is  not  very  likely  to  inter- 
fere with  future  management  of  systemic  disease 
since  they  are  administered  parenterally  only  in  un- 
usual circumstances. 

A question  which  is  often  raised  relates  to  the 
present  status  of  sulfonamides  in  the  treatment  of 
infections.  Sulfadiazine  is  an  extremely  good  drug- 
in  meningococcal  infections  as  are  several  members 
of  this  group;  at  present  they  are  often  combined 
with  penicillin  in  treating  this  type  of  infection.  In 
combination  with  chloramphenicol  or  some  other 
“broad-spectrum”  drug  they  are  advocated  by  some 
in  the  treatment  of  Hemophilus  influenzae  infections 
in  childhood  although  this  regimen  is  by  no  means 
uniformly  regarded  as  the  best.  Urinary  tract  infec- 
tions sometimes  respond  to  sulfonamides  and  they 
are  very  popular  in  this  class  of  infections;  an 
empirical  trial  of  sulfonamides  is  often  efficacious 
while  definitive  bacteriologic  studies  are  beino- 
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carried  out  in  pyelonephritis  or  cystitis.  The  useful- 
ness of  sulfadiazine  in  the  prophylaxis  of  meningo- 
coccal and  streptococcal  infections  and  in  dysentery 
outbreaks  has  already  been  referred  to.  There  re- 
mains at  present  virtually  no  indication  for  the 
administration  of  sulfonamides  in  infections  of  the 
respiratory  tract,  even  in  streptococcal  pharyngitis. 
In  this  disease  their  effect  upon  the  clinical  course 
is  unimpressive  and  perhaps  the  most  important 
deficiency  of  sulfonamides  in  septic  sore  throat  is 
their  inferioritv  to  penicillin  and  aureomycin  in  the 
prevention  of  rheumatic  fever.  Although  a great 
deal  has  been  heard  about  combinations  of  two  or 
more  sulfonamides  and  they  are  widely  advertised, 
there  is  little  real  evidence  to  indicate  any  advan- 
tage of  mixtures  over  single  compounds.  A recent 
advertisement  announcing  that  the  production  of 
sulfonamides  now  ranks  second  only  to  that  of 
aspirin  is  incontrovertible  evidence  that  the  over- 
whelming majority  of  sulfonamides  are  prescribed 
without  proper  indication.  Sulfonamides  possess  the 
advantages  of  low  cost  and  ease  of  administration 
and  they  have  rendered  yeoman  service  in  the  past. 
There  is  little  reason  to  believe  that  their  popularity 
and  production  will  not  be  maintained  no  matter 
how  limited  their  usefulness  in  the  treatment  of  in- 
fections may  become  in  the  future. 

One  year  ago  any  discussion  of  chemotherapy 
would  have  devoted  a large  amount  of  attention  to 
synergism  and,  particularly,  antagonism  between 
antibiotics.  Synergism  has  fortunately  occurred  with 
a variety  of  drug  combinations.  On  the  other  hand, 
it  is  good  to  be  able  to  state  that  antagonism  as  a 
clinical  problem  has  not  materialized  (with  the  ex- 
ception of  the  studies  on  pneumococcal  meningitis 
previously  referred  to)  and  it  remains  for  the  pres- 
ent a regularly  demonstrable  laboratory  phenome- 
non. While  combinations  of  antibiotics  possess 
advantages  in  several  situations,  multiple  drug  ther- 
apy is  not  to  be  entered  into  without  indications. 
Not  the  least  of  the  problems  arising  from  indis- 
criminate use  of  two  or  even  three  antibiotics  con- 
comitantly and  in  the  absence  of  any  real  need  other 
than  an  urge  to  “cover  all  possibilities”  are  the 
increased  opportunity  such  a procedure  offers  for 
sensitization  of  the  patient  and  the  added  risk  of 
emergence  of  resistant  strains  of  bacteria. 

Lastly,  “superinfection”  deserves  a word.  Al- 
though secondary  infections  due  to  unusual  organ- 
isms or  bacteria  resistant  to  the  antibiotic  being 
administered  have  been  reported  in  isolated  instances 
as  complications  of  chemotherapy  of  infection,  a 


recently  published  study  by  Weinstein“^  indicates 
that  this  phenomenon  is  much  commoner  than  has 
been  realized.  The  incidence  of  superinfection  (as 
manifested  by  clinical  symptoms  as  well  as  cultural 
changes)  was  2.2  per  cent  in  a group  of  more  than 
3,000  patients  treated  with  antibiotics.  The  occur- 
rence of  this  complication  was  particularly  common 
in  young  children,  in  respiratory  infection,  in  viral 
diseases  where  an  antibiotic  was  given  “prophylacti- 
cally”  and  after  administration  of  “broad-spectrum” 
antibiotics.  Contrary  to  the  previously  held  idea  that 
superinfection  is  more  likely  to  complicate  pro- 
longed antibiotic  treatment,  the  highest  incidence 
was  found  to  occur  on  the  fourth  and  fifth  days  of 
therapy.  These  important  findings  simply  add 
weight  to  the  arguments  against  the  therapeutic  or 
prophylactic  administration  of  antimicrobial  drugs 
in  the  absence  of  specific  clinical  indications  for 
their  use. 
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RECONSTRUCTIVE  MAXILLO-EACIAL  SURGERY 

Richard  H.  Walden,  m.d.,  d.d.s.,  Hej/ipstead,  N.  Y. 


necessity  foi'  reconstructive  surgery  about 
the  face  certainly  does  not  need  to  be  stressed 
before  a group  of  this  sort.  The  human  body  is  heir 
to  injuries  of  all  sorts  and  at  all  anatomical  sites. 
People  who  have  deformities  of  their  upper  and 
lower  e.xtremities  are  usually  know  n as  cripples.  The 
term  has  not  generally  been  applied  to  people  with 
facial  deformities  but  without  a question  of  doubt 
the  facial  cripple  is  just  as  surely  a cripple  as  people 
who  have  difficulties  in  ambulation  due  to  damage 
to  one  or  more  extremities.  Physiological  problems, 
of  course,  always  result  from  defects  of  the  nose 
interfering  with  breathing,  defects  of  the  mouth 
interfering  with  eating,  and,  of  course,  those  of  the 
eyelids  which  interfere  with  sight.  Regardless  of 
what  defect  we  are  dealing  with,  however,  any 
obvious  deformity  of  the  face  can  and  very  fre- 
quently does  produce  a psychological  and  emotion- 
ally crippling  response  in  these  unfortunate  people. 
It  behooves  all  men  of  medicine  to  consider  these 
people  as  severe  problems  and  to  administer  to 
their  ills  in  the  best  fashion  possible.  Many  of  these 
deformities  can  be  prevented  by  good  medical  care 
and  many  of  them  can  be  corrected  by  good  sur- 
gery. It  is  the  purpose  of  this  paper  to  present  some 
of  these  facial  deformities  and  to  discuss  some  of  the 
means  of  their  correction. 

There  are  three  main  types  of  deformities  that 
occur  in  the  face;  those  that  occur  from  tumor 
formations,  those  that  are  a result  of  congenital 
defects  and  those  of  traumatic  origin. 

DEFORMITIES  DUE  TO  MALIGNANT  TUMORS 

The  first  group,  the  tumors,  can  be  subdivided 
into  the  malignant  and  benign  and  we  will  first 
discuss  the  malignant  tumors,  primarily  the  car- 
cinoma. This  is  the  most  common  type  of  malig- 
nant grow'th  of  the  face.  There  are  two  main  types, 
the  basal  cell  and  the  squamous  cell  carcinoma.  As 
you  know,  the  basal  cells  are  the  least  malignant  but 
can  be  very  deforming  and  can  become  squamous 
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SUMMARY 

This  paper  is  presented  to  demonstrate  the  three 
major  groups  of  maxillo-facial  conditions,  namely,  the 
treatment  of  tumors,  treatment  of  congenital  defects 
and  treatment  of  traumatic  maxillo-facial  injuries. 


cell  carcinoma.  Squamous  cell  is  more  malignant, 
grows  more  rapidly,  produces  more  damage,  meta- 
stasizes early  and  is  a tumor  that  must  receive 
vigorous  and  early  treatment. 

The  postauricular  graft  is  a very  effective  graft 
for  the  eyelids  and  for  the  upper  portion  of  the  face. 
The  upper  portion  of  the  face  is  also  amenable  to 
the  receipt  of  grafts  from  the  anterior  supraclavicu- 
lar area.  These  sites  are  chosen  because  the  texture 
of  the  skin  in  the  area  above  the  upper  lip  is  more 
like  the  postauricular  and  the  supraclavicular  skin 
than  any  other  place  in  the  body.  This  case  repre- 
sents the  old  story— the  operation  was  a success  but 
the  patient  died. 

It  is  not  unusual  to  have  a patient  come  in  wfith 
the  whole  side  of  the  face  involved  and  with  a his- 
tory of  having  had  a lesion  for  10  or  12  years  and 
having  never  seen  a physician.  This  type  of  case  is 
seen  mostly  in  large  institutions  with  service  cases 
of  an  economic  level  wdio  do  not  seek  medical  care 
as  much  as  they  should. 

In  squamous  cell  carcinoma  it  is  necessary  to  carry 
out  a very  radical  form  of  treatment.  Reconstruction 
of  the  nose  can  be  effected  in  a number  of  fashions. 
One,  it  is  possible  to  take  a tube  pedicle  graft  from 
the  neck  and  bring  it  up  to  fill  in  the  defect  of  the 
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nose  and  to  reconstruct  the  nose.  Secondly,  it  is 
possible  to  take  the  pedicle  graft  directly  from  the 
forehead  and  rapidly  bring  it  down  over  the  nasal 
defect.  Thirdly,  a sickle  flap  can  be  taken  from  the 
forehead  and  scalp  which  would  very  adequately 
replace  the  defect  and  reconstruct  the  nose.  The 
nose  can  also  be  reconstructed  from  the  abdomen 
and  other  skin  of  the  body  in  the  form  of  pedicle 
grafts  but  it  is  felt  that  if  neck  or  face  tissue  is  used 
the  cosmetic  results  are  better  and  quicker. 

DEFORMITIES  DUE  TO  BENIGN  TUMORS 

In  dealing  with  benign  tumors  that  occur  around 
the  face,  one  of  the  most  common  is  a tumor  of  the 
mandible.  Most  benign  tumors  of  the  mandible  do 
not  require  major  resections  of  the  jaws  and  con- 
sequently facial  contour  is  not  usually  lost.  The 
adamantinoma,  however,  can  be  a locally  recurrent 
lesion  and  can  eventually  become  an  adamantino- 
carcinoma.  There  are  many  men  who  feel  that  an 
adamantinoma  should  be  completely  excised  at  the 
first  operative  procedure,  including  a hemisection 
of  the  mandible.  Many  men  feel  that  local  incision 
intraorally  can  be  done  and  that  if  these  recur  they 
can  be  reoperated  upon.  The  danger  in  this  proce- 
dure, of  course,  is  two  fold.  First  of  all  the  recur- 
rence can  be  at  the  periphery  of  the  previous  lesion 
and  can  spread  into  inaccessible  areas  making  a 
major  restorative  procedure  a very  difficult  thing  at 
a later  time.  Secondly,  a constant  return  of  an 
adamantinoma  can  become,  as  I said  before,  a car- 
cinoma. There  is  a considerable  difference  of  opinion 
in  the  treatment  here.  Many  surgeons,  however, 
doing  local  excisions  report  very  good  results  over  a 
period  of  years  and  they  claim  that  for  the  few 
carcinomas  that  occur  in  these  areas  they  have  saved 
deforming  procedures  on  many  people.  It  is  prob- 
ably a fairly  acceptable  concept  and  I have  limited 
myself  to  subtotal  hemi-excisions  of  the  mandible  in 
cases  where  there  is  recurrence.  In  cases  of  adaman- 
tinoma when  I possibly  can  I try  very  hard  to  save 
the  condyle.  If  the  condlye  can  be  kept,  the  function- 
al result  is  far  superior.  Even  in  carcinoma  of  the 
mandible,  in  the  anterior  part  of  the  mandible,  the 
tendency  today  is  to  save  the  condyle  if  possible  for 
reconstructive  procedures. 

CONGENITAL  DEFORMITIES 

The  next  group  of  conditions  which  we  will  dis- 
cuss are  the  congenital  deformities.  We  will  divide 
these  into  two  groups,  those  which  are  physio- 
logically disproportionate  and  that  are  likely  to 


produce  functional  defects  and  the  so-called  cos- 
metic groups.  In  the  first  group  we  include  primar- 
ily cleft  lip  and  cleft  palate. 

These  deformities  occur  in  approximately  one 
out  of  700  births  in  this  country  and  as  a matter  of 
fact  in  most  countries.  There  are  various  types  of 
cleft  lips  and  cleft  palates.  They  can  be  unilateral 
or  bilateral,  incomplete  or  complete,  involving  just 
the  lip  or  just  the  palate  or  both,  or  part  of  one  or 
part  of  the  other.  Any  conceivable  combination 
that  can  be  figured  out  has  occurred  and  will  con- 
tinue to  occur.  Satisfactory  results  in  the  treatment 
of  this  condition  are  proportionate  to  the  type  of 
defect  that  exists.  The  wider  the  cleft,  the  more 
serious  the  defect,  and  the  more  difficult  they  are 
to  cure.  In  recent  days  there  has  been  a great  tend- 
ency to  develop  teams  for  the  rehabilitation  for  these 
unfortunate  children  and  it  is  certainly  a very 
valuable  thing  to  have.  The  team  should  be  divided 
into  groups  that  are  actively  engaged  in  the  physical 
and  social  rehabilitation  of  these  children.  In  this 
group  one  has  the  plastic  surgeon,  the  orthodontist, 
the  prosthetic  dentist,  the  general  dentist  who  must 
keep  the  teeth  in  good  condition,  and  not  infre- 
quently an  ear,  nose  and  throat  man,  and  very  fre- 
quently a pediatrician,  and  always  a speech  therapist. 
Also  social  workers,  play  therapists  and  occasionally 
a psychiatrist  and  a psychologist.  We  are  going  to 
concern  ourselves  here  with  only  surgical  correction 
of  these  deformities.  We  will  first  consider  the 
deformity  of  the  cleft  lip.  There  are  two  types 
mainly  to  consider,  the  incomplete  and  complete, 
regardless  of  whether  they  are  unilateral  or  bilateral. 
There  have  been  countless  hundreds  of  procedures 
to  correct  these  deformities.  The  most  outstanding 
of  which  have  been  the  Blair-Brown  modification 
of  the  old  Mirault  procedure  and  only  more  recently 
the  Le  Alesurier  modification  of  the  old  Hagedorn 
procedure.  The  general  idea  is  to  get  the  lips  to- 
gether by  a broken  line  technique.  If  a straight  line 
closure  is  done,  a vertical  scar  with  severe  notching 
forms.  In  the  Blair-Brown  technique  a broken  line 
procedure  is  used  with  a triangular  flap  utilized  to 
build  up  the  floor  of  the  nose.  In  the  Hagedorn  pro- 
cedure a quadrilateral  shaped  flap  is  utilized  to  break 
up  the  straight  line.  This  last  named  procedure  is 
exceedingly  simple  and  eiTective  and  is  the  one  most 
commonly  used. 

I believe  it  is  unnecessary  to  explain  the  need  for 
cosmetic  surgery.  There  are  a number  of  people 
tvho  are  emotionally  disturbed  by  deformities  and 
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^\■e  feel  that  surgery  is  definitely  indicated,  provided 
the  surgeon  feels  he  can  improve  the  condition  and 
providing  he  feels  the  patient  is  not  psychopathic, 
h'requently  it  is  necessary  to  get  a consultation  with 
a psychiatrist  to  evaluate  the  case  prior  to  surgery. 
In  many  cases  ^\■here  there  is  an  emotional  disturb- 
ance much  t>'ood  can  result  from  successful  cosmetic 
surgery. 

DEFORMI  I IES  DUE  TO  IKAU.MA 

Under  the  heading  of  traumatic  maxillo-facial 
injuries  we  can  divide  our  held  into  a number  of  sub- 
topics.  One,  those  involving  the  hard  and  soft 
structures,  and  t\\o,  those  involving  the  soft  tissue 
only.  Under  the  hrst  group  ^^■e  have  the  very  severe 
traumatic  injuries  that  we  see  as  the  result  of  auto- 
mobile accidents,  airplane  injuries  and  things  of  that 
sort  \\  here  there  are  lacerations,  avulsions,  fractures 
and  dislocations  of  the  facial  bones.  Under  the 
second  group  ^^’e  have  the  lacerations  and  avulsions 
and  burns.  In  past  years  it  had  been  the  practice 
among  many  men  doing  this  type  of  work  to  treat 
very  severe  maxillo-facial  injuries  by  watchful  wait- 
ing, bleeders  were  stopped,  the  patient  was  observed 
for  a long  period  of  time  until  the  swelling  went 
down  at  which  time  it  was  practically  impossible  to 
do  any  corrections.  The  result  was  a facial  cripple. 
Today,  however,  with  good  anesthesia,  antibiotics 
and  blood  it  is  advisable  to  do  an  immediate  repair 
on  these  very  serious  maxillo-facial  injuries  if  at  all 
possible.  If  an  immediate  repair  can  be  done  on  an 
injury  of  this  sort,  the  outlook  for  the  patient  is 
remarkably  improved.  Less  secondary  corrective 
operations  are  necessary.  A loss  of  one  or  two  days, 
however,  necessitates  a correction  to  be  done  under 
tremendous  swelling  and  possible  infection.  It  is  not 
possible  to  get  good  coaptation  of  tissue  under  these 
conditions  nor  to  get  good  primary  healing.  As  a 
result  many  reconstructive  procedures  are  needed 
and  a patient  will  be  unduly  placed  under  both 
economic  and  emotional  stresses. 

We  are  going  to  discuss  here  the  most  serious  of 
all  these  types  of  injuries,  namely,  the  full  face  frac- 
ture with  lacerations  and  avulsions.  The  primary 
thing  to  consider  in  treatment  of  these  cases  is  bleed- 
ing and  shock.  Before  any  soft  tissue  repair,  how- 
ever, is  even  attempted  it  is  much  wiser  to  repair  the 
bony  structures  of  the  face  primarily.  It  is  extremely 
difficult  to  correct  a bony  fracture  after  a lip  or 
nose  or  a cheek  is  sewed  together.  Then  you  have  to 
go  in  behind  the  repaired  laceration  and  treat  the 
bone.  A fundamental  principle  must  be  considered 


in  treating  all  injuries  of  these  bony  structures  of 
the  face  and  that  is  this,  fractures  must  be  reduced 
and  fixed  as  in  any  other  place  in  the  body.  These 
fractures  are  fixed  by  supporting  them  from  the  next 
most  cephalad  solid  structure  by  wire.  In  the  case  of 
the  fracture  of  the  lower  jaw  the  teeth  are  wired 
together  against  the  upper  jaw,  and  in  case  of  a 
fracture  of  the  upper  jaw  w here  the  entire  upper 
fragment  is  horizontally  fioating,  in  addition  to 
wiring  the  teeth  together,  the  jaw  is  suspended  by 
direct  bone  wirino'  or  cable  wares  to  the  malar  bones 

D 

or  the  infraorbital  or  lateral  orbital  ridges.  Where 
the  lateral  orbital  ridges  or  the  malar  bones  are 
fractured  an  open  operation  is  indicated  and  they 
are  wared  to  the  next  most  solid  cephalad  structure, 
namely,  the  supraorbital  ridge  of  the  skull.  The 
fracture  sites  are  exposed,  frequently  they  are  ex- 
posed by  the  injury  itself,  and  small  burr  holes  are 
made  in  the  fractured  bone  and  the  next  most  solid 
structure  above  it.  Small  stainless  steel  wires  are 
placed  through  the  loop  holes  and  the  bones  are 
wired  into  position.  This  is  a very  simple  expedient 
and  allow^s  visualization  of  the  fractures  and  excellent 
postoperative  results.  We  are  now  discussing  this 
direct  bone  wiring  for  the  very  serious  types  of 
fractures  where  simple  procedures  cannot  be  done. 
After  the  bone  is  fixed  the  soft  tissues  are  repaired. 
Primary  lacerations  are  closed  with  primary  sutur- 
ing. Loss  of  tissues  producing  large  avulsive  defects 
are  corrected  by  the  use  of  sliding  rotation  flaps 
from  the  neighborhood,  or  where  this  is  not  possible 
by  the  use  of  free  skin  grafts  which  are  excised  in 
multiple  stages. 

In  the  case  of  simple  fractures  of  the  facial  bones 
such  as  the  malar  bone,  there  are  a number  of 
approaches  to  the  malar  bone  fracture  depending 
upon  wdrether  the  anterior  part  of  the  body  is  in- 
volved or  wdiether  the  zygomatic  arch  is  involved. 
If  the  zygomatic  arch  is  involved  a simple  approach 
is  a Gillies  operation  wdaere  an  incision  is  made 
above  the  hairline  in  the  temporal  area.  A long 
slightly  curved  elevator  is  placed  over  temporal 
muscle  and  under  temporal  fascia  dow  nw^ards  to  the 
attachment  of  the  temporal  muscle  and  to  the 
mandible,  thus  allowing  the  instrument  to  get  under 
the  zygomatic  arch  and  using  the  skull  as  a fulcrum 
the  arch  is  elevated.  If  the  anterior  part  of  the  body 
of  the  malar  bone  is  involved  there  are  a number  of 
approaches,  the  first  of  wdiich  is  the  Gtldw'ell-Luc 
incisional  approach  in  w hich  an  incision  is  made  over 
the  canine  fossa.  The  anterior  plate  of  the  sinus  is 
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usually  fractured  in  this  type  of  injury  and  an  instru- 
ment is  placed  into  the  fracture  site.  All  loose  bone 
and  debris  are  removed.  The  floor  of  the  orbit  is 
elevated  by  pressure  and  packed  with  gauze.  This 
gauze  is  then  passed  out  through  the  nose,  through 
the  middle  meatus.  If  it  is  not  possible  to  properly 
elevate  the  floor  of  the  orbit  in  this  fashion,  a direct 
incision  can  be  made  in  the  infraorbital  area  through 
the  skin  down  to  the  fracture  site.  The  two  frag- 
ments can  be  elevated,  small  burr  holes  drilled  in 
each  one  and  wired  directly. 

In  injuries  involving  the  soft  tissue  it  is  necessary, 
as  previously  mentioned,  to  correct  the  lacerations 
immediately  and  in  the  presence  of  large  avulsions 
to  correct  the  avulsion  either  by  local  rotation  flaps 
or  by  the  use  of  skin  grafts  which  are  gradually 
excised  over  a number  of  operative  procedures. 
Sometimes  a combination  of  rotation  flaps  and  skin 
grafts  are  used. 

Burns  of  the  face  of  a third  degree  nature  are 
extremely  trying  to  treat.  Usually  full  face  burns 
involve  loss  of  the  nose  or  part  of  the  nose,  damage 
to  the  eyes  or  the  eyelids  and  similar  damage  to  the 


ears,  cheeks,  and  mouth.  When  these  organs  are 
destroyed  the  reconstruction  is  exceedingly  difficult. 
I do  not  think  any  rules  can  be  laid  down  for  plastic 
surgical  corrections  of  this  type  which  I have  dis- 
cussed but  I think  a few  things  can  be  mentioned. 
Tissues  must  be  handled  atraumatically,  fine  suture 
materials  and  sharp  needles  must  be  used.  In  the  first 
group,  that  of  tumors,  particularly  the  malignant 
tumors,  the  repair  is  not  as  important  as  the  excision 
of  the  lesion,  i.e.,  adequate  excision  followed  by 
proper  reconstruction.  In  congenital  defects  physio- 
logical function  must  be  considered  in  the  repair. 
In  the  cosmetic  group  it  is  obvious  that  the  cosmetic 
result  is  the  one  that  we  are  looking  for  and  one 
must  be  very  careful  not  to  be  over  zealous  and 
produce  scarring  that  would  be  uncosmetic.  In  the 
traumatic  maxillo-facial  field  the  one  most  important 
thing  that  must  be  considered  is  immediate  care 
with  a maximum  amount  of  work,  if  not  all  of  it, 
being  done  at  the  first  operative  sitting.  That  is  the 
most  important  axiom  in  this  field. 

Slides  were  shown  with  the  presentation  of  this  manu- 
script depicting  various  reconstructive  procedures  on  the 
face. 


CERVICAL  RUPTURED  DISCS 

William  Beecher  Scoville,  m.d.,  Hartford 


The  Author.  Visiting  Neurosurgeon,  Hartford 
Hospital 

A BRIEF  report  is  made  on  the  surgical  technique 
and  results  obtained  in  some  250  operative  cases 
performed  at  the  Hartford  Hospital  over  the  last 
eight  years.  All  but  six  of  these  have  been  laterally 
placed  ruptured  discs,  and  such  lateral  cervical 
discs  have  occurred  in  a ratio  of  1:7  as  compared  to 
lumbar  discs.  They  constitute  a distinct  clinical 
entity  and  include  most  cases  which  previously  had 
been  diagnosed  scalene  syndrome.  Approximately 
one-half  give  a chronic  history  of  low  grade  dis- 
comfort in  neck,  arm,  and  radial  fingers,  but  the 
other  one-half  run  an  acutely  disabling  course  of 
severe  disability  and  pain.  Operation  rather  than 


conservative  waiting  has  been  adopted  in  all  cases 
unable  to  continue  at  work  or  to  sleep  throughout 
the  night  because  of  pain.  The  results  have  been 
amongst  the  most  gratifying  of  any  neurosurgical 
entity  in  the  Hartford  Hospital,  with  discharge  from 
the  hospital  in  one  to  five  days  and  return  to  work 
in  one  to  three  weeks.  Hence,  from  an  economic 
point  of  view  it  is  deemed  a more  conservative 
approach  than  prolonged  rest  and  traction. 

Operation  is  done  in  an  upright  position  under 
local  anesthesia  with  uncapping  of  the  foramen  and 
facet  by  use  of  a high  speed  dental  type  electric  drill 
and  extending  the  decompression  into  the  lateral 
canal  by  use  of  a punch  rongeur,  resulting  in  a 
limited  keyhole  exposure.  There  have  been  no  deaths 
nor  serious  sequelae,  except  for  one  transitory  air 


From  a discussion  at  the  American  Neurological  Association,  Atlantic  City,  19^4 
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enibolisni,  clearing  \\irhour  ill  effects.  Operation 
under  local  anesthesia  \\  ith  the  patient  conscious 
has  minimized  the  likelihood  of  air  emholi. 

In  contradistinction  to  lumhar  discs  there  have 
been  no  late  recurrences.  No  laterally  placed  disc 
has  become  converted  to  a centrally  placed  disc. 
Comment  is  made  on  the  necessity  of  doing  myelo- 
graphy in  all  cases,  with  myelographic  diagnosis 
being  made  on  a very  slight  root  sleeve  defect;  plus 
a recognition  that  the  bony  changes  of  disc  narrow- 
ing and  foramenal  encroachment  frequently  are 
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situated  at  one  interspace  away  from  the  ruptured 
intervertebral  disc. 

Statistically,  central  cervical  ruptured  discs  have 
been  rare  on  our  service  and  constitute  an  entirely 
different  clinical  entity  with  severe  disability  of 
paraplegia  or  paraparesis.  Operation  has  been  un- 
satisfactory because  of  probable  cord  ischemic' 
changes  in  all  but  the  fresh,  acute  cases.  These 
require  a laminectomy  with  a combined  intra-  and 
extradural  approach  with  extreme  care  taken  to 
preserve  the  spinal  cord  from  damage. 


PARTIAL  SECTION  OF  PROXIMAL  SEVENTH  NERVE  FOR  FACIAL  SPASM 

William  Beecher  Scoville,  m.d.,  Hartford 


The  Author.  Visiting  N eurosiirgeon,  Hartford 
Hospital 

■pACiAL  tic  occurs  in  middle  and  older  age  groups, 
frequently  with  hypertension,  and  constitutes  a 
most  fatiguing  and  embarrassing  disability.  Previous 
surgical  procedures  and  alcohol  blocks  have  proved 
unsatisfactory  because  of  initial  total  paralysis  fol- 
lowed by  progressive  return  of  spasm.  German 
developed  a more  satisfactory  method  of  partial 
sectioning  of  the  terminal  branches  of  the  facial 
nerve  distal  to  the  parotid  gland. 

Presentation  is  made  of  partial  sectioning  of  the 
main  trunk  of  the  facial  nerve  distal  to  the  stylo- 
mastoid foramen  and  just  proximal  to  its  first 
branching.  This  location  offers  certain  technical 
advantages  in  the  exposure  and  sectioning  of  the 


nerve  at  the  point  of  its  greatest  diameter;  with  less 
likelihood  of  regeneration;  and  a largely  invisible 
scar. 

Six  cases  have  undergone  operation  and  been  fol- 
lowed for  1 14  to  6 years.  The  results  have  been 
gratifying.  Partial  sectioning  of  approximately  three- 
quarters  of  the  diameter  of  the  nerve,  with  ligation 
and  rolling  backwards  of  the  cut  portion,  sufficient 
to  cause  temporary  weakness  is  carried  out  under 
local  anesthesia.  Cessation  of  the  tic  is  immediate  and 
there  is  a return  of  normal  facial  function  in  approxi- 
mately three  months’  time.  Over  the  ensuing  one  to 
three  years,  there  has  been  only  a minimal  return 
of  twitching,  chiefly  of  the  lower  eyelid,  sufficient 
to  warrant  reoperation  in  only  one  case.  This  early 
case  had  had  an  inadequate  section.  There  have  been 
no  untoward  reactions. 
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THE  VALUES  OE  LATER  MATURITY:  NEED  EOR  RE-EDUCATION 

David  King,  East  Hartford 


AT Y objective  in  this  discussion  is  to  suggest  that 
educational  effort  shall  be  used  to  devise  im- 
improved  criteria  for  the  values  of  maturity  and 
shall  utilize  modern  methods  and  materials  for  the 
purpose  of  evoking  the  potentialities  of  life  in  later 
maturity. 

The  IQ  and  its  criteria  continue  to  grow  in  their 
service  to  education  in  war  and  in  peacetime  activ- 
ities. Some  advance  may  even  be  expected  in  the 
revision  of  its  criteria  as  applied  to  older  people. 
Recognition  is  also  emerging  with  respect  to  an  EQ, 
the  emotional  quotient.  Criteria  are  being  generally 
indicated  for  it  in  terms  of  stability,  poise  and  qual- 
ities which  contribute  to  full-rounded  mental  health. 

Currently,  Dr.  Edward  L.  Bortz  of  Philadelphia 
says,  “There  is  now  need  for  an  MQ,  a maturity 
quotient.”^  Here  criteria  are  not  specifically  defined 
and  this  being  the  case,  the  situation  is  a challenge  to 
aging  and  it  is  a challenge  to  education. 

The  peak  of  the  maturity  curve  is  reached  latest 
in  life.  Physical  maturity  comes  at  about  age  twenty- 
five.  Emotional  maturity,  in  the  days  when  I had 
occasion  to  evaluate  it,  seemed  to  be  reached  well 
after  age  thirty.  But  that  date  must  have  been  pushed 
well  forward  with  youth  at  war  and  engaged  in 
administrative  responsibilities  throughout  the  world. 

The  maturity  curve  reaches  its  highest  commercial 
value  on  or  about  45  years  of  age  in  many  types  of 
gainful  employment.  But  it  must  be  noted  that 
government,  industry  and  finance  reward  men  most 
richly  with  the  heaviest  administrative  loads  fre- 
quently in  their  sixties.  This,  I submit,  is  a social 
phenomenon  which  carries  weight  as  a criterion.  If 
such  values  are  ready  and  available  there,  why  are 
we  not  actively  engaged  in  cultivating  them  during 
the  second  half  century  of  life?  Is  it  because  aging 
people  are  not  asking  to  be  explored  and  experi- 
mented with?  It  may  also  be  because  opportunity 
is  not  freely  offered  to  them. 

The  other  day  my  witty  and  talented  sister-in- 
law  in  California  enclosed  in  her  letter  a copy  of  a 
quaint  little  poem  which  some  of  you  may  remem- 
ber. It  seems  apposite  to  this  discussion; 

Prese?jted  at  Conference  on  Problems  of  Aging,  arranged  by 
Hospital,  Rocky  Hill,  April  8,  19^4 


The  Author.  Member,  Executive  Committee, 
Connecticut  Society  of  Gerontology 


SUMMARY 

Not  only  is  there  an  IQ  (intelligence  quotient) 
and  an  EQ  (emotional  quotient)  but  also  an  MQ 
(maturity  quotient)  to  be  applied  to  older  people.  The 
potentialities  of  the  individual  in  his  sixties  or  over 
are  listed  and  three  of  them  in  particular  are  discussed 
as  they  apply  to  education  in  later  maturity:  viz., 
psychological  progress,  spiritual  unfoldment,  and 
mental  development.  It  is  anticipated  that  the  average 
span  of  life  will  be  definitely  increased  during  the 
next  fifty  years,  hence  there  arises  the  need  to  make 
the  later  years  of  life  more  useful. 


“King  David  and  King  Solomon 
Led  merry,  merry  lives 
With  many,  many  lady  friends 
And  many,  many  wives. 

“But  when  old  age  crept  over  them 
With  many,  many  qualms, 

King  Solomon  wrote  the  Proverbs 
And  King  David  wrote  the  Psalms.” 

Now,  on  the  eve  of  his  69th  birth  date,  this  King 
David  would  like  to  submit  to  you  one  brief  Psalm. 

It  is  this: 

At  every  age,  however  advanced  or  circumscribed, 
every  individual  has  at  command  potentialities 
which  may  be  realized  when  there  is  incentive  to 
strive  for  them. 

There  is  no  startling  revelation  here.  Everyone,  I | 
am  sure,  will  endorse  the  statement.  The  real  ques-  | 
tion  is,  how  may  we  implement  the  discovery  and 
utilization  of  these  potentialities? 

From  my  point  of  view,  the  potentialities  reach 
farthest  into  the  later  years  of  maturity  under  the  , 
following  categories: 

1 . Psychological  progress.  ’ 

2.  Spiritual  unfoldment. 

3.  Adental  development. 

4.  Special  physical  skills. 

I 

Connecticut  Health  League  at  State  Veterans  Home  and  : 
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5.  Social  interests,  especially  in  group  organiza- 
tion and  group  accoinplishnient  at  many  significant 
levels. 

I am  sure  education  can  come  to  grips  with  the 
problem  on  every  one  of  these  levels.  Moreover, 
education  has  made  a good  start  with  respect  to 
numbers  of  them.  We  shall  briefly  discuss  three  of 
these  categories.  I believe  they  have  not  been  given 
fully  adequate  curriculum  consideration  in  so  far  as 
they  apply-  specifically  to  education  in  later  matur- 
ity. 

PSYCHOLOtaCAL  PROGRESS 

A prerequisite  here  is  that  it  must  be  admitted  that 
capacity^  for  change  and  groyvth  are  inherent  in  life 
when  it  reaches  maturity.  Capacity  for  change  and 
growth  is  an  aspect  of  a process  which  follows 
upon  insight  and  understanding  of  the  nature  and 
resources  of  life.  It  is  yvith  respect  to  the  resources 
of  life  that  psychology  can  contribute  liberating 
influence.  Age  is  no  bar  to  such  learning.  A w atered 
down  psychological  dosage  about  feelings  and  atti- 
tudes is  well  enough  in  its  place.  But  let  us  not 
neglect  the  few'  hardy  older  persons  w ho  will  be 
willing  to  devote  themselves  to  study  and  research. 
They  aw  ait  opportunity'  and  education’s  invitation. 
iMy  y'ote  is  for  the  Jungian  approach.  The  Psy'chol- 
ogy  of  C.  G.  Jung,  by  Dr.  Jolandi  Jacobi  of  the 
Jung  Institute,  Zurich-  might  be  used  as  a beginning 
text.  For  such  a group  there  can  be  great  significance 
in  the  victory  of  comprehending  values  of  an  un- 
conscious totality  w'hich  encompasses  all  human 
experience.  Also,  as  a totality  which  faces  all  future 
potentials  both  human  and  divine,  the  unconscious 
becomes  resource  to  w'hich  consciousness  can  gwe 
untiring  attention  wfith  an  entirely  new'  joy  of  under- 
standing and  humility.  That  victory  for  a group 
w'ould  hay'e  wider  significance  than  mere  group 
achievement.  Probably  Dr.  Jung  himself,  now  in  his 
78th  year,  w'ould  be  keenly  interested  to  learn  of 
such  an  experiment. 

SPIRITUAL  UXFOLDMENT 

There  may  not  yet  be  many  to  wTom  this  is  open. 
This  is  not  because  the  potentials  are  denied  to  the 
many.  Rather  it  is  because  there  are  too  few  who 
dare.  But  for  those  with  the  courage  there  can  be 
unique  significance  in  the  transition  from  dogma  to 
experience,  from  form  to  life.  Abraham  bargained 
with  God  that  ten  men  might  save  the  city.  Now 
that  virtue  abounds  within  the  modern  city  walls, 
no  more  than  five  should  be  needed,  I believe.  For 


that  many  to  devote  themselves  to  research  in 
spiritual  unfoldment,  one  might  hope  turning  to 
interdenominational  collaboration  could  achieve  it. 
It  would  be  a discussion  group.  For  texts  it  could 
use  Huxley’s  Perennial  Philosopy,  Norman  Coun- 
sins’  Who  Speak  for  Alan,  and  Paul  Tillich’s  The 
Courage  To  Be.  No  one  may  chart  the  course  of 
a group  of  older  people  undertaking  such  a study. 
It  is  enough  to  say  that  yvith  such  material  it  yvould 
consider  the  philosophical  and  spiritual  riches  of  all 
knoy\n  literatures;  it  yvould  survey  the  yvork  of 
human  thought  y\dth  its  brotherly  yearning  just  as 
it  is;  it  y\’Ould  face  the  systematic  knoyydedge  of 
being  as  it  may  ultimately  be  contemplated. 

MENTAL  DEVELOPMENT 

The  curve  of  mental  decline  in  the  normal  aging 
process  is  a gentle  one.  Anybody  yvith  modest 
intelligence  and  moral  stamina  can  lift  it  up,  can  in 
most  cases  reverse  its  declination.  In  this  area  cur- 
rent utilitarian  educational  objectives  will  probably 
predominate.  A content  directed  to  meet  the  needs 
of  the  aging  and  that  will  develop  services  for  them 
yvill  be  essential  for  some  time  to  come.  Even  so, 
yve  yvill  be  restricted  to  selected  personnel  wdth 
yvhom  to  yvork  and  serve.  It  is  this  speaker’s  hope, 
hoyvever,  that  the  restriction  may  not  be  as  drastic 
as  is  commonly  thought.  Obvious  deterrants  are 
life’s  increasing  distractions  and  the  lag  in  continu- 
ing education  through  the  middle  and  the  later 
years.  It  must  be  admitted  that  formidable  deter- 
mination yvill  characterize  those  elders  w'ho  will  take 
time  out  from  auto,  cinema,  radio  and  television 
to  undertake  studies  which  will  benefit  older  people 
in  the  community.  But  when  right  opportunity 
under  adequate  auspices  is  oft'ered,  yve  may  well  be 
satisfied  to  find  a feyv  to  undertake  the  disciplines. 
If  they  do,  even  a group  of  tyy'enty  or  so  could 
progress  as  a revolutionary  force  in  a municipality 
of  150,000  and  its  environment.  Examples  yvhich 
point  the  direction  are  encouraging: 

I.  There  is  the  flourishing  Cold-Spring-on-Hud- 
son  Project  of  the  Walt  Foundation.  To  this  one 
may  repair  yvith  blankets,  sheets,  pilloyv  cases,  toyvels 
and  bath  mat— plus  college  tuition  and  residence  fee 
of  $2,250— for  a full  tyvelve  month’s  course.  In  rela- 
tively luxurious  environment  one  may  there  learn 
hoyv  to  resolve  his  oyvn  personal  aging  problems, 
intellectual,  psychological  and  physical,  and  hoyv  to 
undertake  leadership  in  planning  competently  for 
industrial  and  community  programs  for  older  people 
back  home. 
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2.  I here  is  the  (iininl  Kapiils  extension  course  pul 
on  1)\'  the  ( leronrological  l)i\  ision  ot  the  Depai't- 
luenr  ol  lluinan  .ArlpismieiU,  I ni\ersir\'  ol  Miclii- 
gan,  tlii'ecletl  h\'  W ilma  Donaluie.  In  i(;49  Dr. 
Donahue  inauj^uraretl  a workship  course  with  a 
modesr  group  ol  older  peo[ile  under  the  auspices  of 
a coinmirree  of  ciri/ens  hax'iuL;  responsible  relarion- 
shi[i  ro  rhe  iiulusrrial  ami  adininisri'ari\e  allairs  of 
rhe  cir\'.  The  first  semester  saw  the  beRinnino  of 
two  significant  comnuinitv  serxices  developed  b\' 
the  practical  genius  of  the  class.  A series  of  courses 
followed,  culminating  last  \ear  in  the  publication 
of  Older  l^eople  Tell  I h.eir  Stor\  .’’'  This  is  an 
account  b\'  W'oodrow  \V.  I lunter  anel  1 lelen 
Maurice  of  the  introductorx'  studies  of  the  class, 
how  the  comnumitx’  w as  stimulated  to  join  w ith  the 
older  studenrs  in  the  pi'epai’ation  of  a (juestionnaire, 
the  training  of  x’olunteers,  and  the  census  of  the 
city’s  older  population.  .\  significant  value  of  the 
census  is  that  it  presents  what  the  senior  citizens 
have  to  sax'^  about  their  health,  xxork  retirement, 
financial  securitxg  living  (juarters,  social  relation- 
ships, leisure  rime  activitx',  religion  and  attitudes 
toxxard  the  community.  In  conclusion,  a one  da\' 
community  forum  xx  as  conducted  and  recommenda- 
tions for  the  dex'elopment  of  programs  and  serx  ices 
were  devised  b\’  the  forum  sections.  It  seems  prob- 
able that  the  senior  training  group  of  (Irand  Rapids 
w ill  remain  a dynamic  focus  for  future  programing 
in  behalf  of  social  xxelfare  and  self  accomplishment 
among  rhe  city’s  older  citizens. 

3.  Ifcginning  in  1951,  the  Uniyersity  of  Chicago 
through  its  Committee  on  Human  Development  and 
rhe  University  College,  under  the  direction  of  Dr. 
lC)bert  j.  Havighurst,  has  conducted  a series  of  full 
semester  courses  confined  to  the  needs,  interests  and 
XX  elfare  of  the  older  students  xx  ho  have  enrolled  for 
them. 

4.  1 here  are  courses  for  retired  farmers  in  pros- 
pect of  formulation  by  the  Universitx^  of  loxxa. 

V riiere  is  the  attempt  of  the  Public  School 
system  of  Los  Angeles  to  give  mass  educational 
services  in  varietx'  to  older  citizens  of  that  spraxvling 
cir\y  At  the  16  schools  assigned  for  such  service, 
19,076  senior  citizens  enrolled  in  the  xx  inter  sessions 
of  1950-1951,  and  courses  in  gerontologx’  folloxxed 
at  L’CLA  to  train  instructors  and  group  leaders  in 
sustaining  the  expamiing  program. 

Altogether,  there  is  a rich  ground  of  experience 
upon  XX  hich  to  build  nexx’  educational  programs  for 
older  people,  i believe  xx  e should  search  for  methods 
xx  hich  can  l>e  used  to  train  older  citizens  of  execu- 


tix  e caliber  to  develop  “teams  xx  ith  special  skills  in 
xxoi'king  XX  ith  and  in  communities  so  that  the  use- 
fulness of  oldei'  people  xxill  be  enhancetl  and  pro- 
X isions  for  theii'  continuexl  actix  itx'  max’  be  strength- 
ened.” In  this  field  I think  the  xx oiAshoji  technixpie 
can  be  used  to  ailx  antage  for  pi'oficient  development 
of  teamxxork  in  services  to  our  aging  pojnilation. 

I hei'e  is  no  need  here  to  discuss  [lotentialities  in 
the  categories  of  special  skills  ami  social  services. 

I exts,  studies,  and  professional  training  abouml  in 
this  ai'ea.  Rather,  it  is  my  intent  to  direct  considera- 
tion to  the  possibilitx'  of  dex’eloping  social  mechan- 
isms xx  hich  can  serve  latent  capacities  of  older  people 
at,  as  yet,  more  restricted  lex  els  of  experience  among 
rhe  aging,  d he  perfomiance  of  such  xxork  is  xx’orthy 
of  the  best  educational  talent  that  societx'  can  con- 
tribute. 

It  is  a nexx  field  and  it  xx  idens  l>efore  our  eyes. 
Dr.  Bortz  xx  arns  us  that  the  potentialiries  of  longev- 
ir\'  are  but  at  a beginning  stage.  I le  sa\’s  there  is  a 
possilile  correlation  betxxeen  skeletal  maturity  and 
the  normal  length  of  life.  .Among  domestic  animals 
the  fusion  of  the  shaft  and  small  bone  of  the  long  : 
bones  of  the  bodx’  furnish  a possible  clue.  These 
bones  fuse  in  1 Yi  x eai's  among  cats  xx  hose  lives  aver- 
age 9 x'ears;  for  dogs  the  fusion  occurs  in  2 years  i 
and  theii'  lives  average  12  x eai's.  In  rhe  case  of  horses  | 
the  fusion  age  is  3 and  rhe  axerage  life  is  iS.  For  f 
\’ou  and  me  this  fusion  occurs  at  about  age  25  . . . | 
hoxx  ever,  it  max'  be  ijuestioned  xx  hether  xx  e shall  live  ! 
to  be  150  under  present  conditions  of  living.  Xever- 
thele.ss,  this  is  onix'  one  xxarning  among  manx^  that 
the  average  span  of  life  xx  ill  be  substantiallx'  extended 
during  the  rest  of  this  century.  Fducation,  I believe, 
should  expand  its  programs  to  assist  in  making  longer 
life  xx  orth  living. 

The  need  to  make  life  useful  throughout  its  later  j 
period  is  a need  of  increasing  significance.  The  | 
responsibilitx'  for  doing  so  rests  first  upon  rhe  aging  | 
rhemseix’es  and  second  upon  rhe  facilities  xxhich  | 
education  can  furnish.  There  is  a xxarning  and  a | 
challenge  in  Leonard  Bacon’s  poetic  phrasing:  III 

“1  laxc  x’ou  learneii  .Vuriimn  v'ct?  k'or  I have  not. 

It  is  a liai'tier  language  than  S|iring  or  Suninier, 

ILeher  in  connotations,  \\  ith  more  color. 

More  resonance,  and  more  finalirx' 

In  its  more  positixe  phi'asing.  I am  resolxed  ' 

At  length  to  master  it.”  !’ 

RI  EI  RI  NCI  S I ! 

1.  Cerontologv,  January  h;54- 

2.  Jacobs:  'f  he  Rsvchologv  of  C.  (f.  Jung,  ^■ale  Univ.  Press. 

New  Haven,  Conn.  ' 

y Universitx'  of  .Michigan  Press,  Ann  .Arbor,  .Mich. 
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CONGENITAL  LEUKEMIA 

C.  E.  McLeod,  m.d.,  and  C.  B.  Crampton,  m.d.,  Middletown 


INTRODUCTION 

Buffin  & Davis’  recently  stated  that  leukemia  is 
the  third  most  frequent  neoplastic  condition  among 
children  admitted  to  Duke.  Congenital  leukemia, 
ho\\ever,  is  infrequently  reported  but  it  is  possible 
that  the  condition  is  not  as  rare  as  a survey  of  the 
medical  literature  indicates  since  cases  of  leukemia 
in  newborns  can  be  mistaken  for  erythroblastosis, 
congenital  syphilis,  or  may  be  recorded  carelessly 
as  “multiple  congenital  defects”  unless  postmortem 
examinations  of  the  babies  are  made.  The  purpose 
of  this  report  is  to  record  a case  of  acute  myelo- 
blastic  leukemia  occurring  in  an  infant  who  lived 
only  I W hours,  to  summarize  the  previously  report- 
ed cases,  and  to  emphasize  the  value  of  postmortem 
examinations  on  stillborn  and  neonatal  deaths. 

CASE  REPORT 

The  mother  was  a 19  year  white  girl  in  her  first  pregnancy, 
EDC  May  8,  1954,  B1  Gr  O,  Rh  positive,  VDRL  negative. 
Complete  blood  count  four  days  after  delivery  was  entirely 
normal.  The  past  history  was  devoid  of  any  serious  illness 
or  operation.  The  family  history  was  negative  except  for 
an  uncle  who  has  diabetes.  The  course  of  pregnancy  was 
quite  uneventful.  Labor  began  at  term,  progressed  normally 
and  an  easy  Scanzoni  maneuver  served  ,to  deliver  the  baby 
who  was  small  (5  lbs.  3 ozs.)  but  appeared  vigorous.  Aside 
from  fusion  of  two  toes  nothing  unusual  was  noted  imme- 
diately upon  delivery  and  the  baby,  because  of  its  small  size, 
was  placed  in  an  Armstrong  bed  while  the  third  stage  of 
labor  was  completed.  Upon  further  examination  of  the 
baby  a little  later,  enlargement  of  the  liver  and  spleen  were 
noted  and  there  was  cyanosis  with  increasingly  difficult 
respiration.  The  infant  expired  in  about  1 14  hours. 

PATHOLOGY  REPORT 

Permission  for  postmortem  examination  was  obtained  some 
13  hours  after  death  and  the  following  positive  findings 
noted.  Heart  blood  was  aspirated  and  a blood  count  per- 
formed on  it  showed  hemoglobin  7.9  gms./ioo  cc.  blood, 
erythrocytes  2.4  iM  per  cm.,  leukocytes  40,000  per  cm.  .A 
study  of  a smear  revealed  2 per  cent  polymorphonuclears 
leukocytes,  i per  cent  non  segmented  polymorphonuclear 
leukocytes,  22  per  cent  nucleated  erythrocytes  and  75  per 
cent  blasts.  The  erythrocytes  showed  moderate  polychroma- 
tophilia,  moderate  anisocytosis,  slight  poikilocytosis  and 
macrocytosis.  The  blood  was  Group  O,  Rh  positive,  the 
same  type  as  that  of  the  mother.  The  skin  was  slightly 
icteric  and  the  tissues  pale.  The  only  congenital  anomaly 
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SUMMARY 

A case  of  congenital  myeloblastic  leukemia  is  de- 
scribed together  with  a discussion  of  previously 
reported  cases.  The  association  of  this  disease  with 
congenital  anomalies  is  emphasized.  Postmortem 
examination  of  stillborns  and  infants  dying  in  the 
neonatal  period  is  a valuable  contribution  to  the 
classification  and  knowledge  of  disease. 


externally  noted  was  webbing  of  the  right  4th  and  5th  roes. 
The  peritoneal  cavity  contained  a minimal  amount  of  rhin 
amber  fluid.  The  liver  extended  10  cm.  below  the  costal 
margin  and  weighed  250  Gm.  There  was  slight  prominence 
of  the  mesenteric  nodes.  The  spleen  weighed  10  Gm. 

MICROSCOPIC  EXAXIINATION 

The  bone  marrow  was  crowded  with  uniform,  poorly 
differentiated  cells  of  the  granulocytic  series,  megakaryo- 
cytes were  scarce  and  erythropoiesis  was  greatly  reduced. 
There  was  also  leukemic  infiltration  of  the  lungs,  heart 
muscle,  kidneys,  adrenals,  lymph  nodes  and  spleen.  There 
was  such  extensive  leukemic  infiltration  of  the  liver  that  the 
sections  were  hardly  recognizable. 

REVIEW  OF  LITERATURE 

Kelsey  and  Anderson-  in  1939  reviewed  the  litera- 
ture on  leukemia  occurring  in  the  neonatal  period. 
They  were  of  the  opinion  that  the  following  criteria 
should  be  present  before  one  calls  an  early  develop- 
ing leukemia  a “congenital  leukemia.”  Clinically  the 
symptoms  should  present  themselves  either  at  birth 
or  within  a few  days  after  birth.  There  should  be 
hepatomegaly,  splenomegaly  and  enlarged  lymph 
nodes.  The  peripheral  blood  should  show'  leukocy- 
tosis with  the  presence  of  immature  cells.  The  his- 
tory should  be  free  of  any  indication  of  syphilis, 
icterus  gravis  neonatorum  or  erythroblastosis.  His- 
tologically there  should  be  more  cellular  infiltration 
than  could  plausibly  have  occurred  in  the  extra- 
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Uterine  life.  There  should  be  an  increase  in  the 
number  of  immature  cells  rather  than  a mere  increase 
in  the  hemopoietic  centers.  Cellular  infiltration 
should  involve  nonhemopoietic  organs  as  well  as  the 
liver,  spleen  and  lymph  nodes. 

They  found  only  9 cases  in  reviewing  the  litera- 
ture which  fulfilled  these  criteria  and  added  a case 
report  of  their  own.  Cross'"^  reported  the  10  cases 
included  in  Kelsey  and  Anderson’s  review,^  col- 
lected eight  more  from  the  literature  and  added  two 
case  reports.  Bernhard,  Gore  and  Kilby^  listed  14 
cases  from  the  literature  including  13  reported  in 
the  above  two  papers  and  one  additional  case  from 
the  literature  and  added  four  cases  from  the  files  of 
the  Armed  Forces  Institute  of  Pathology.  Further 
search  of  the  literature  reveals  six  additional 
cases5’<5.7.8,9,io  'vvere  not  included  in  any  of  the 
above  reports.  Thus  the  total  number  of  cases  is  31. 

COMMENT 

Our  case  was  definitely  one  of  congenital  leu- 
kemia in  that  it  survived  only  1 14  hours  and  fulfilled 
the  other  criteria  for  diagnosis  as  set  down  by  Kelsey 
and  Anderson,"  namely,  hepatomegaly,  slight 
splenomegaly,  lymphadenopathy;  and  the  peripheral 
blood  showed  evidence  of  leukocytosis  with  the 
presence  of  immature  cells.  Flistologically  there 
was  an  excess  number  of  immature  cells  in  the 
hematopoietic  organs  plus  cellular  infiltration  in  the 
nonhematopoietic  organs.  The  history  was  free  of 
any  indication  of  syphilis,  icterus  gravis  neonatorum 
or  erythroblastosis.  There  was  no  evidence  of  leu- 
kemia in  the  mother  and  no  family  history  of 
leukemia. 

Bernhard^  et  al  pointed  out  the  developmental 
anomalies  associated  with  congenital  leukemia  in 
three  of  their  four  cases  and  in  one  additional  case 
in  the  literature.^  They  also  noted  that  because  of 
the  cursory  reports  of  postmortem  examinations  in 
eleven  instances  in  the  literature  a malformation 
might  have  gone  unrecorded.  Schunk  and  Lehman^  ■’ 


have  since  reported  another  case  of  mongolism  and 
congenital  leukemia.  The  anomalies  which  have  oc- 
curred have  been  those  which  entailed  damage 
between  the  5th  and  14th  week  of  embryonic  devel- 
opment. Ingalls”  is  quoted  as  suggesting  that  occa- 
sionally during  this  period  of  development  the  bone 
marrow  sustains  an  injury  which  culminates  in 
leukemia.  The  malnutrition  of  the  hematopoietic 
system  begins  in  the  seventh  week.^--^^  Our  case 
had  one  congenital  anomaly,  namely,  webbing  of  the 
right  4th  and  5th  toes.  Keith’-  states  that  the  digits 
become  free  at  the  end  of  the  8th  week,  which  would 
place  the  damage  at  the  same  period  as  that  of  the 
others  reported. 

BIBLIOGRAPHY 

1.  Buffin  and  Davis:  Childhood  cancer,  J.  Pediat.,  Vol.  42, 
No.  5,  pp.  612-632,  May,  1953. 

2.  Kelsey  and  Anderson:  Ccmgenital  leukemia,  Am.  J.  of 
Dis.  of  Child.,  Vol.  58,  pp.  1268-1277,  December  1939. 

3.  Cross:  Congenital  leukemia,  J.  of  Pediat.,  \h)l.  24,  pp. 
1 91 -1 94,  February  1944. 

4.  Bernhard,  Gore,  Kilby:  Congenital  leukemia.  Blood,  Vol. 
VI,  No.  II,  pp.  990-1001,  November  1951. 

5.  Taylor-Geppert:  Congenital  myelogenous  leukemia.  Am. 
J.  Dis.  of  Child.  80,  pp.  417-422,  September  1950. 

6.  Pein  and  Garvie:  Congenital  leukemia,  Brit.  Med.  J. 
July  29,  1950. 

7.  Casilli,  Rumsey,  Satulsky:  Acute  neonatal  myeloblastic 
leukemia.  Am.  J.  of  Dis.  of  Child.,  Vol.  83,  No.  6,  pp.  788-793, 
June,  1952. 

8.  Hein,  R.  C.:  Congenital  lymphatic  leukemia.  Am.  J.  Dis. 
Child.,  80,  pp.  800-802,  November,  1950. 

9.  Potter:  Pathology  of  Foetus  and  The  Newborn,  p.  550, 
1952. 

10.  Schunk  and  Lehman:  Mongolism  and  congenital  leu- 
kemia, J.  A.  M.  A.,  Vol.  155,  No.  3,  pp.  250-251,  May  15,  1954. 

11.  Ingalls,  T.  H.:  Pathogenesis  of  mongolism.  Am.  J.  Dis. 
of  Child.  69,  pp.  366-368,  1945. 

12.  Keith:  Human  Embryology  & iMorphologv,  5th  Edition, 
p.  483. 

13.  Hamilton,  \V.  J.,  Boyd,  J.  D.,  and  iMassman,  H.  W.: 
Human  Embryology:  Prenatal  Development  of  Eorm  & 
Function,  Baltimore,  Williams  & Wilkins  Co.  1945. 


ACTINOMYCOSIS  — NOLAN 


901 


ACTINOMYCOSIS 


ACTINOMYCOSIS  Ls  fortunately  a rather  rare  infec- 
^ ^ tion,  resistant  to  treatment,  and  yet  uncommon 
enough  to  deserve  some  notice  when  encountered. 
In  recent  years  there  has  been  improvement  in  the 
therapy  and  prognosis  due  to  the  use  of  many  of  the 
antibiotics  but  there  still  remains  a rather  important 
basic  surgical  aspect  of  the  infection  \\  hich  calls  for 
emphasis,  namely,  adequate  surgical  drainage. 

The  following  case  report  brings  out  this  point. 

A.  AI.  C.,  5 year  old  white  girl,  was  treated  for  two  weeks 
by  her  family  physician  for  a low  grade,  purulent  infection 
of  the  right  cervical  region  with  penicillin  and  soaks.  The 
“abscess”  formed  in  the  lower  cervical  region,  posterior  to 
the  lower  third  of  the  sternocleidomastoid  muscle  and 
spontaneously  drained  after  96  hours.  It  continued  to  drain 
but  did  not  appear  to  be  clearing  up  and  after  two  weeks 
the  anterior  chest  wall  between  the  level  of  the  clavicle  and 
the  nipple  became  sw-ollen,  hard  and  red.  There  wws  little 
general  reaction  in  the  patient  and,  despite  the  phlegmonous 
character  of  the  anterior  chest  wall,  it  was  not  particularly 
tender  to  palpation.  It  w-as  at  this  time  that  the  author  first 
saw'  the  patient.  She  was  permitted  to  stay  home  for 
Thanksgiving  Day,  inasmuch  as  there  was  no  satisfactory 
point  of  localization  and  it  was  felt  that  continued  anti- 
biotics and  w'et  soaks  could  be  as  w'ell  applied  at  home. 
On  the  day  after  Thanksgiving,  1952,  the  status  of  the  lesion 
w'as  essentially  unchanged  and  the  patient  was  admitted  to 
St.  Francis  Hospital,  Hartford,  Connecticut  for  further  care. 
This  consisted  of  further  soaking,  x-ray  therapy,  and  terra- 
mycin  but  it  still  failed  to  present  a fluctuant  point  and 
after  seven  days  incision  was  decided  upon.  This  decision 
was  made  for  tw'o  reasons.  The  failure  to  localize  suggested 
something  unusual  in  the  type  of  infection  which  warranted 
culture,  and  x-ray  studies  rev'ealed  some  haziness  in  the 
upper  right  lung  field  suggestive  of  pleural  reaction  and 
there  was  some  periosteal  thickening  of  the  ribs  wdtich 
indicated  that  the  inflammatory  reaction  was  infiltrating  the 
deeper  tissues.  The  patient  showed  some  generalized  re- 
action with  a temperature  up  to  loi  and  an  elevation  in  the 
white  count.  The  BSR  was  100. 

Incision  into  the  chest  lesion  was  made  over  the  center 
which  was  about  2 cm.  from  the  midline,  overlying  the 
right  third  rib.  The  tissue  was  edematous  and  in  deeper  it 
was  necrotic.  This  material  was  examined  at  once  micro- 
scopically and  found  to  contain  actinomyces.  The  inflamed 
area  was  carefully  exposed  and,  while  the  edema  and 
slough  were  found  in  the  fat  and  superficial  fascia,  there 
was  no  sign  that  the  pectoral  muscle  and  fascia  had  been 
perforated  by  a sinus  tract.  There  was  established  a con- 
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SUMMARY 

A case  of  actinomycosis  of  the  cervicothoracic  type 
is  presented  and  a plea  made  for  the  combined  use  of 
adequate  antibiotic  therapy  and  adequate  surgical 
drainage.  The  cure  in  this  patient  is  attributed  to  this 
regimen. 


nection  betw^een  the  cervical  component  and  the  thoracic 
area  but  this  was  a relatively  narrow  line  and  tissues  ad- 
jacent to  it  were  as  normal  as  any  area  outside  the  perimeter 
of  reaction  on  the  chest  wall.  After  a second  search  of  the 
floor  of  the  cavity  in  the  chest  wall  to  exclude  a hidden 
sinus,  the  wound  was  packed  open. 

The  patient  was  then  given  a heavy  course  of  aureomycin, 
750  mg./day  followed  by  Biosulfa,  14  Gm.  b.i.d.,  along 
tvith  the  necessary  changes  of  dressing  consistent  with 
keeping  a surgically  clean  wound.  Over  the  next  forty  days 
the  chest  wound  gradually  closeef.  The  cervical  wound 
closed  about  ten  days  after  incision  and  drainage  of  the 
chest  wound  and  remained  closed.  Gradually  the  hard,  ede- 
matous character  of  the  tissues  receded  and,  as  the  healing 
progressed,  the  tissues  assumed  a normal  degree  of  softness. 
The  reaction  of  the  ribs  subsided  and  the  BSR  gradually 
fell  to  14,  two  weeks  after  operation.  When  the  wound  had 
been  reduced  to  a small  superficial  affair  and  the  BSR  had 
steadied  at  4 mm.,  the  patient  was  treated  on  an  outpatient 
basis  and  was  kept  on  aureomycin  for  8 weeks.  She  con- 
tinued to  gain  in  weight  and  appearance  and  die  infection 
never  reappeared.  She  was  seen  every  month  for  six  months 
and  then  has  been  seen  at  six  month  intervals  since  that  time. 
There  has  been  no  trace  of  reinfection  in  this  patient. 

A case  of  actinomycosis  of  the  cervicothoracic 
type  is  presented.  It  has  been  followed  for  twenty 
months  and  no  recurrence  has  been  observed.  The 
literature  on  this  infection  and  its  treatment  has  been 
relatively  scant  and  all  the  antibiotics  have  been 
tried.  Improvement  has  been  noted  with  all  of  them. 
It  is  my  opinion  that  great  help  was  received  from 
the  antibiotics  in  this  case  but  the  definitive  step  was 
incision  and  turning  the  course  of  the  infectious 
invasion  to  the  surface,  rather  than  permitting  it  to 
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smoulder  and  burrow  deeper  into  the  chest  wall 
which  was  its  obvious  course  when  the  patient  was 
first  seen.  While  the  antibiotics  definitely  assisted 
in  preventing  further  infiltration  in  the  postoperative 
phase,  I believe  that  the  emphasis  in  bringing  about 
a cure  must  he  directed  to  the  basic  concept  of 
incision,  drainage  and  good  surgical  cleanliness  in  the 
treatment  of  surgical  infections. 

BIBLIOGRAPHY 

Auspaugh,  A.  D.:  Actinomycosis,  Jour.  Okla.  Med.  Assoc., 
1945,  38:368-370,  September. 

Benbow,  E.  P.  et  al.:  Sulfonamide  tlierapy  in  actinomycosis, 
Amer.  Rev.  Tuberculosis,  i944’  49T95'407^  i\Hy- 
Campbell,  D.  A.,  and  Bradford,  B.,  Jr.:  Actinomycosis  of 
the  thorax  and  abdomen.  Arch,  of  Surg.,  1948,  57:202-216, 
August. 

Lancet:  Chemotherapy  of  actinomycosis,  1953,  1:1296,  June 

U- 

Etter,  L.  E.:  Actinomycosis,  Jour.  Amer.  iMed.  Assoc.,  1948, 
136:1010,  April  10. 


CAROTID  SINUS  SYNDROME 


Hcrrell,  W.  E.  et  al.:  Penicillin,  Jour.  Amer.  Aded.  Assoc., 
1944,  125:1003-1011,  August  12. 

Jones,  1 . t..,  and  Brownell,  V.  S.:  Treatment  of  actinomy- 
cosis with  penicillin,  Cleveland  Clin.  Quart.,  1945,  12:32-33, 
January. 

Kohn,  P.  iM.  ct  al.:  Aerobic  actinomyces  septicemia.  New 
J‘*ur.  ,Med.,  1951,  245:640-644,  October  25. 

Kolouch,  h .,  and  Peltier,  L.  F.:  Actinomycosis,  Surgery, 
1946,  20:401-430  September. 

Kolouch,  F.,  and  Peltier,  L.  F.:  Actinomycosis,  Staff  .Meeting 
Bull.  Univ.  iVlinn.,  1945,  May  4. 

iVIcVay,  L.  V.,  Jr.  et  al.:  Aureomycin  in  the  treatment  of 
actinomycosis.  New  Eng.  Jour.  Med.,  1951,  245:91-96,  July 
19. 

Nettrour,  W.  S.:  Modern  treatment  of  actinomycosis,  Penn. 
Aded.  Jour.,  1950,  53:1089-1091,  October. 

Nichols,  D.  R.,  and  Herrell,  W.  E.:  Penicillin  in  the  treat- 
ment of  actinomycosis.  Jour.  Lab.  and  Clin.  Aled.,  1948, 
33:52 '-525.  May. 

Savidge,  R.  S.,  and  Davies,  D.  .Ad.:  Generalized  actinomy- 
cosis with  possible  cardiac  involvement,  Brit.  Aded.  Jour., 
1953,  2:136,  July  18. 


Report  of  Case  With  Fatal  Outcome 

Samuel  Allison  Rose,  m.d.,  f.a.c.p.,  Sta?nford 


THE  CAROTID  SINUS 

The  carotid  sinus  is  the  bulbar  expansion  of  the 
common  carotid  artery  at  its  bifurcation  in  the  neck.^ 
Among  the  collagenous  fibres  in  the  wall  of  this 
portion  of  the  carotid  are  situated  sensory  end 
organs  or  proprioceptors  which  respond  to  mechani- 
cal stimulation,  hence  are  given  the  name  of  presso- 
receptors. Normally  this  stimulation  is  brought 
about  by  a stretching  force  such  as  the  increase  in 
intravascular  pressure.  Another  group  of  sensory 
organs  are  found  in  the  carotid  body  nearby  and 
respond  to  chemical  stimuli,  notably  anoxemia.  The 
pressoreceptors  play  an  important  role  chiefly  in 
the  regulation  of  circulation,  while  the  chemorecep- 
tors  are  accessory  factors  in  the  control  of  the 
respiratory  function.  The  arc  of  the  sinus  reflex  is 
made  up  of  afferent  fibres  contained  in  the  sinus 
nerve,  a branch  of  the  glossopharyngeal.  Efferent 
connections  are  made  with  the  medulla  through 
fibres  of  the  vagus  and  with  the  sympathetic  chain 


The  Author.  Attending  Physician  and  Cardiologist, 
Stamford  Hospital,  Sta7?rford,  Connecticut 


SUMMARY 

A ca.se  of  carotic  sinus  syndrome  is  described  in 
which  attacks  showed  increase  in  rate  of  recurrence  as 
well  as  intensity  eventuating  in  convulsive  seizures. 
Medical  measures  gave  only  temporary  relief  and  sur- 
gery was  refused  by  the  patient.  On  autopsy,  findings 
of  vascular  sclerosis  were  made  but  no  significant 
cardiovascular  pathology  or  evidence  of  compression 
in  the  neck  that  would  have  been  responsible  for  the 
syncopal  disorder  were  found. 


through  filaments  to  the  superior  cervical  ganglia. 
It  was  thought  at  one  time  that  the  depressor  reflex 
of  the  carotid  sinus  was  due  to  pressure  on  the  vagus 
nerve.  This  has  been  disproved  by  the  demonstration 
that  the  effects  are  seen  when  pains  are  taken  to 
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avoid  vagal  srinuilation,  as  by  electrical  stimulation 
of  the  sinus  w all  or  traction  on  the  cephalic  end  of 
the  sectioned  carotid  w ithout  making  contact  with 
the  vagus  nerve.  Likewise,  in  the  course  of  opera- 
tions in  the  neck,  pinching  of  the  vagus  with  forceps 
fails  to  cause  stimulation.  Hence,  it  is  the  nerve 
plexus  in  the  carotid  sinus  that  is  responsible  for 
the  depressor  reaction  and  section  of  the  sinus  nerve 
or  stripping  of  the  carotid  sinus  obliterates  the 
effects  on  the  circulatory  system. 

HVPERSENSrnVE  CAROrin  SINUS 

The  monumental  work  of  Weiss  and  Baker  in 
1933  demonstrated  that  hypersensitivity  of  the 
carotid  sinus  was  not  an  uncommon  clinical  finding. 
They  show^ed  that  in  patients  with  hypertension  and 
arteriosclerosis,  pressure  on  the  carotid  sinus  resulted 
to  a varying  degree  in  a prompt  fall  in  blood  pres- 
sure and/or  pulse  rate  in  from  70-78  per  cent  of 
cases  observed  by  them.  They  further  described  a 
third  type  which  they  called  the  cerebral  form  in 
which  the  manifestations  of  cerebral  anemia— syn- 
cope and  convulsions— unaccompanied  by  primary 
changes  in  pulse  and  blood  pressure  could  be  repro- 
duced by  this  maneuver. 

CAROTID  SINUS  SYNDROME 

This  syndrome— called  vasovagal  syncope  by 
Lewis— consists  of  paroxysms  of  dizziness  and  faint- 
ing resulting  from  overactivity  of  the  carotid  sinus 
reflex,  and  are  usually  associated  wdth  bradycardia 
and  hypotension.  These  occur  in  absence  of  overt 
stimulation.  They  have  occurred  in  presence  of 
emotional  disturbances,  or  from  buttoning  of  a tight 
collar  or  sudden  turning  of  the  head.  In  these  sub- 
jects, hypersensitivity  of  the  carotid  sinus  is  demon- 
strated in  the  interval  betw^een  spontaneous  attacks 
by  reproducing  similar  episodes  with  mild  pressure 
over  one  or  the  other  of  the  carotid  sinuses.  It  must 
be  pointed  out  that  the  induction  of  these  paroxysms 
is  not  without  danger.  Brannan-  in  1948  described 
hemiplegia  following  in  the  wake  of  such  a test  and 
this  has  since  been  substantiated  by  others. 

CASE  REPORT 

This  was  the  third  hospital  admission  of  a 72  year  old, 
white  male  with  chief  complaint  of  repeated  fainting  spells. 

First  admission — iMay  26,  1953.  Patient  denied  presence  of 
any  chronic  illness  in  his  family  and  any  serious  illness  in  his 
own  past  history.  He  was  a painter  by  trade  and  had  been 
entirely  well  up  to  several  weeks  prior  to  entry.  At  that 
time,  while  watching  television  he  fainted.  He  roused  himself 
after  an  unknown  period  of  time,  feeling  entirely  normal. 
Two  days  prior  to  admission  he  again  fainted  while  sliaving. 


1 lie  ret’icw  of  systems  was  essentially  negative  e.xcept  for 
complaint  of  dysuria.  Positive  physical  findings  at  this  time: 
A well  develo[ied,  well  nourished,  elderly  white  male  lying 
comfortably  in  bed.  Eyes:  pupils  round  and  equal,  react 
promptly  to  light  and  accomodation,  external  ocular  muscles: 
normal.  Fundus:  Grade  II  retinitis.  Mouth:  clear,  tongue 
protrudes  in  midline.  Neck:  supple,  no  adenopathy;  thyroid, 
not  palpable.  Trachea  in  midline.  Chest:  good  and  equal 
expansion.  Lungs:  resonant  and  clear.  Heart:  Good  quality, 
normal  rliythm,  no  murmurs.  Abdomen:  obese,  soft,  non 
tender.  No  visceral  enlargement.  Reflexes:  physiological. 
Prostate:  enlarged  with  few  stony-hard  nodules. 

Laboratory  data:  R.B.C.  4.67 — Hgb.  14.2  Gms.  (88  per 
cent);  8,900;  Sed.  rate:  iimm/hr.;  B.U.N.  18  mg 

per  cent;  Creatinine  1.0  mg  per  cent;  Cholesterol  156.  mg  per 
cent;  VDRL — negative;  Urine — sp.  gr.  1.020,  sugar-negative, 
albumin-faint  trace. 

X-ray:  Chest:  Slightly  increased  pulmonic  markings.  No 
evidence  of  infiltration.  Thickened  pleura  in  left  costo- 
phrenic  angle.  Cardiac  shadow  within  normal  limits.  Aorta 
shows  evidence  of  arteriosclerosis.  Skull  including  sella 
turcica,  normal. 

Because  of  his  long  standing  complaint  of  dysuria  it  was 
decided  to  proceed  with  this  part  of  his  treatment,  he  there- 
fore had  a suprapubic  prostatectomy  performed  with  un- 
eventful convalescence.  There  were  no  spontaneous  attacks 
of  syncope. 

Impression:  Syncope  of  undetermined  origin.  Arterio- 
sclerosis of  aorta  and  probably  cerebral  arteries.  Prostatic 
cancer. 

Second  admission:  July  2,  1953.  Three  weeks  following 
discharge,  he  was  readmitted  by  ambulance  as  a result  of 
loss  of  consciousness.  He  was  found  in  this  condition  bv  his 
wife  at  about  4 a.  m.  Later  he  reported  that  he  had  had  few 
attacks  of  fainting  since  he  left  hospital.  Physical  findings  at 
this  time  unchanged.  Blood  pressure:  standing:  128/80, 

sitting:  130/76,  recumbent:  128/68. 

Glucose  tolerance  test:  Fasting  specimen:  96  mg.  per  cent; 
!4  hour  188  mg.  per  cent;  i hour  146  mg  per  cent;  2 hours 
90  mg.  per  cent;  3 hours  82  mg.  per  cent;  4 hours  105  mg. 
per  cent;  5 hours  107  mg.  per  cent. 

G.B.  Series:  Normally  functioning  gall  bladder  containing 
no  stones. 

E.K.G.  Occasional  premature  ventricular  beat  from  single 
focus  in  left  ventricle.  Second  E.K.G.  Normal  record, 
P.V.B.  gone.  After-exercise  test:  Normal  record. 

Pressure  on  left  carotid  sinus  precipitated  fainting  attacks 
associated  with  abrupt  drop  in  blood  pressure  to  zero  and 
disappearance  of  pulse  at  wrist.  On  revival  patient  volun- 
teered that  he  had  just  had  another  fainting  spell  of  the  type 
that  he  had  previously  mentioned.  Consultation  with  Dr. 
J.  C.  McNernev,  a neurosurgeon,  was  requested  with  a 
view  toward  definitive  treatment.  Lie  reported  that  except 
for  bilateral  anosmia,  cranial  nerves,  cerebral  motor  and 
sensory  systems  seemed  within  physiological  limits.  Com- 
pression of  left  carotid  sinus  precipitated  syncope.  No  evi- 
dence of  intracranial  space-taking  lesion  was  found.  Petit 
mal  was  considered  but  patient’s  age  made  this  unlikely  and 
an  E.E.G.  done  the  following  week  was  reported  normal. 
During  this  hospital  stay  patient  had  frequent  spells  of 
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fainting  on  moving  head  to  left.  Procaine  infiltration  was 
suggested  but  refused  by  patient. 

Impression:  Carotid  sinus  syndrome. 

Patient,  therefore,  was  sent  home  on  phenobarbital  and 
atropine.  He  reported  no  relief  and  ephedrine  sulphate  was 
substituted.  On  this  regimen  he  had  very  little  trouble  for 
the  next  four  months. 

Third  admission:  December  8,  1953.  Patient  reports  re- 
peated syncopal  attacks  now  with  occasional  convulsions 
during  past  month.  Blood  pressure:  170/90.  No  attacks  were 
observed  since  admission  the  day  before.  Pressure  on  left 
carotid  sinus  resulted  in  loss  of  pulse,  blood  pressure  and 
a convulsive  seizure.  Procaine  injection  of  carotid  sinus  and 
stripping  of  nerve  plexus  were  again  proposed  but  refused 
by  patient.  No  new  neurologic  signs  were  elicited.  On 
December  10  he  appeared  drowsy  and  refused  his  trav. 
The  next  day  he  had  several  fainting  spells  on  turning  his 
head.  The  following  day,  December  12,  patient  was  found 
in  a stupor.  He  was  dyspneic  and  cyanotic  with  a feeble, 
slow  and  irregular  pulse.  In  spite  of  usual  resuscitory 
measures  including  oxygen,  epinephine,  atropine,  and  digi- 
talis, his  condition  deteriorated  and  he  was  pronounced  dead 
about  three  hours  later. 

Autopsy  Report:  At  autopsy  the  body  measured  69"  in 
height  and  weighed  167  pounds.  There  was  extreme  cyanosis 
of  the  lips,  nail  beds  and  lobes  of  the  ears.  A midline  supra- 
pubic scar  extended  8.0  cm.  above  the  symphysis.  The  pupils 
of  the  eyes  measured  7 mm.  in  diameter  and  were  equal. 
Within  the  peritoneal  cavity  there  were  dense  adhesions  in 
the  region  of  the  suprapubic  scar  and  laterally  about  the 
neck  of  the  bladder.  The  vessels  of  the  superior  mediastinum 
were  dilated  and  engorged.  There  were  a considerable  num- 
ber of  adhesions  over  the  posterior  and  lateral  surfaces  of 
both  lungs,  with  a nearly  complete  synechia  of  the  diaphrag- 
matic surface.  The  right  lung  weighed  633  Gm.,  the  left 
lung  weighed  387  Gm.  On  cut  section  the  parenchyma 
oozed  a moderate  amount  of  foamy  fluid  especially  in  the 
basilar  portion.  The  left  lung  appeared  partially  collapsed 
with  irregular  areas  of  reddish  discoloration. 

The  myocardium  of  the  left  ventricle  measured  3.0  cm.  in 
thickness;  that  of  the  right  measured  i.o  cm.  in  thickness. 
The  valvular  system  showed  some  increased  nodularity  on 
the  tricuspid  and  mitral  valves  but  no  evidence  of  func- 
tional stenosis  or  insufficiency.  Dissection  of  the  heart  cham- 
bers revealed  weights  as  follows:  Right  ventricle  74  Gm., 
right  ventricular  fat  25  Gm.,  left  ventricle  150  Gm.,  left 
ventricular  fat  25  Gm. 

Since  the  heart  weights  were  well  within  normal  limits 
it  was  felt  that  the  increased  thickness  of  the  myocardium 
was  the  result  of  systolic  contraction  rather  than  actual 
hypertrophy. 

The  coronary  arteries  showed  moderate  arteriosclerotic 
changes  but  no  evidence  of  old  or  recent  occlusion.  There 
was  a considerable  amount  of  arteriosclerosis  diffusely  scat- 
tered throughout  the  length  of  the  aorta  but  no  siynificant 
changes  in  the  major  branches. 

There  were  a number  of  confluent  erosions  in  the  esopha- 
gus. A small  cystic  diverticulum  was  found  in  the  jejunum 
in  the  region  of  the  papilla  of  Vater.  A number  of  diver- 
ticula were  scattered  along  the  colon.  The  liver  weighed 
1,193  Gm.,  and  showed  evidence  of  passive  congestion.  The 


kidneys  were  not  grossly  remarkable.  The  rest  of  the  organs 
were  not  grossly  remarkable. 

Dissection  of  neck  revealed  no  gross  tumor  or  other 
abnormality  at  or  near  carotid  bifurcation.  Skull  was  not 
opened. 

COMMENT 

Fainting  is  a clinical  manifestation  of  many  eti- 
ologies. Among  the  most  common  are: 

1.  Vasodepressor  syncope  (common  fainting)  — 
arteriolar  dilation. 

2.  Postural  hypotension— vasodilatation  instead  of 
normal  vasoconstriction  on  standing. 

3.  Adams-Stokes  attacks— cardiac  arrest  with  cere- 
bral anemia. 

4.  Calcified  aortic  stenosis. 

5.  Hyperventilation  syndrome. 

6.  Hypoglycemia. 

7.  Cerebral  pathology— petit  mal,  brain  tumor,  etc. 

8.  Carotid  sinus  syndrome. 

In  the  case  described  this  differential  diagnosis 
was  explored.  All  but  the  last  were  ruled  out  on  the 
basis  of  negative  supporting  findings  and  affirma- 
tively by  response  to  pressure  on  carotid  sinus  which 
was  prompt  and  repetitive.  The  increase  in  fre- 
quency of  paroxysms  as  well  as  their  intensity 
resulting  in  the  final  admission  in  convulsions  ap- 
pears to  bear  out  the  contention  of  the  late  Soma 
Weiss  that  arteriorsclerosis  is  probably  a strong 
predisposing  factor  in  hyperactivity  of  the  carotid 
sinus.  The  autopsy  report  failed  to  disclose  an 
adequate  organic  cause  of  the  syncopal  attacks.  Be- 
cause permission  to  examine  the  brain  was  refused 
it  was  impossible  to  eliminate  a cerebral  vascular 
lesion  as  the  final  precipitating  factor  in  the  demise 
of  the  patient.  If  this  were  present  one  might  con- 
jecture as  to  the  contributory  effect  in  the  local 
circulation  of  the  frequent  episodes  of  cerebral 
anemia  conditioned  by  the  sensitive  carotid  sinus. 
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WHAT  GOES  ON  IN  A MODERN  HOSPITAL 

A Declaration  of  Interdependence 

George  S.  Stevenson,  New  Haven 


THE  title  set  for  me  I have  taken  the  liberty  of 
adding  a subtitle:  Declaration  of  Interde- 

pendence. 

I wish  to  speak  first  about  some  of  the  adminis- 
trative aspects  of  hospital  work,  and  then  about 
some  of  the  aspects  that  are  related  to  the  private 
practice  of  medicine. 

The  hospitals  are  trying  to  keep  up  w ith  this  ener- 
getic world.  They  are  trving  to  make  their  thinking 
measure  up  to  their  ever  increasing  responsibilities. 
And  thev  are  doing  their  best  to  see  to  it  that  their 
thinking  does  not  evaporate  into  nothingness,  but  is 
followed  closely  by  action. 

New  thinking  does  not  necessarilv  mean  a depar- 
ture from  time-tested  principles.  It  means  ne\\'  ways 
of  carrying  out  old  principles.  You  have  observed 
all  this  going  on— sometimes  with  approval  of  the 
modes  of  application,  sometimes  with  doubt,  some- 
times with  disapproval,  and,  1 fear,  too  often  wfith- 
out  being  given  an  opportunity  of  adding  your  own 
thinking  to  the  general  fund  of  thought. 

I am  one  of  those  who  expect  that  this  last  defect 
will  be  corrected.  The  burden  of  correcting  it  rests 
upon  us  laymen.  We  have  been  too  bashful,  too  hesi- 
tant in  making  the  proper  advances,  too  much 
restrained  by  the  superstition  that  hospital  relation- 
ships are  delicate.  Nothing  in  the  world  is  delicate 
until  somebody  calls  it  so.  Let  us  thrust  aside  the 
barriers  and  step  forth  to  meet  face  to  face  on  com- 
mon ground  as  the  men  of  integrity  that  we  are,  of 
good  wall,  of  tolerant  minds,  and  with  a great  need 
of  knowing  one  another’s  thoughts.  In  human  affairs 
there  is  no  substitute  for  the  rubbing  together  of 
honest  minds. 

What  I have  said  so  far  applies  in  the  most  general 
way  to  the  total  substance  and  character  of  the 
hospital  as  an  integral  part  of  the  fabric  of  society. 
You  might  describe  it  as  hospital  statesmanship. 

If  w^e  pay  due  respect  to  the  adage  that  “actions 
speak  louder  than  words,”  we  shall  place  our  first 
emphasis  upon  the  practical  questions  of  internal 
[ administration,  the  patient,  careful  carrying  on  of 

. Fresevted  at  the  Annual  Meeting  of  The  New  Haven  County 
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SUMMARY 

In  the  administrative  aspects  of  hospital  work  the 
defects,  even  to  the  last  one,  should  be  corrected  by 
the  laymen.  This  constitutes  hospital  statesmanship 
and  can  only  be  effected  in  the  proper  atmosphere. 
The  difficult  function  of  the  hospital  administrator  is 
emphasized.  There  must  be  cooperation  and  coordina- 
tion among  the  various  department  heads. 

The  selection  of  physicians  to  whom  the  privileges 
of  the  hospital  are  extended  rests  with  laymen  but 
the  responsibility  of  the  proper  practice  of  medicine 
within  the  hospital  rests  with  the  physicians. 

The  proposed  functions  of  the  Yale-New  Haven 
Medical  Center  are  outlined. 


the  day’s  work.  In  this  matter  I give  top  importance 
to  the  atmosphere  in  which  all  that  work  is  done,  to 
the  manner  in  which  we  all  get  along  together.  In 
one  of  our  hospitals  I have  recently  heard  the 
proper  boast  that  they  seem  to  be  able  to  get  im- 
portant things  done  without  raising  their  voices. 
This  does  not  mean  that  they  are  “too  sweet  to  be 
wTolesome.”  It  means  that  they  are  considerate  of 
one  another,  are  tolerant  of  differences  in  opinions 
and  methods,  do  not  utter  the  impatient  word.  As 
an  ideal  and  goal  in  human  relations  that  is  an 
achievement,  and  is  not  made  less  so  by  the  inescap- 
able lapses.  There  will  always  be  lapses.  Consider 
how  often  the  members  of  even  a small  and  devoted 
family,  when  they  come  dowm  to  breakfast,  start 
the  day  wrong.  Then  consider  the  size  of  a hospital 
family,  comprised  of  those  who  work,  usually  under 
pressure,  and,  more  importantly,  those  who  are  sick, 
with  their  anxious  relatives  and  friends.  In  such  an 
assemblage  the  fallibilities  of  human  nature  have  at 
least  an  average  prevalence.  ’We  cannot  hope  to 
eliminate  them,  but  there  is  much  we  can  do  to 
reduce  their  frequency  and  subdue  their  impact. 

Medical  Association,  March  ay,  19^4 
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As  in  the  family  circle,  the  spirit  controls.  We  may 
call  it  the  atmosphere. 

A proper  atmosphere  cannot  merely  be  wished 
into  being.  To  a surprising  extent  its  sources  are 
physical  and  mechanical.  An  animal  psychologist  has 
said  that  a dog  does  not  wag  his  tail  because  he  is 
happy,  he  is  happy  because  he  wags  his  tail.  And, 
with  a nicer  feel  for  scientific  accuracy,  we  have  the 
words  of  an  illustrious  human  psychologist,  William 
James,  in  his  chapter  on  emotion:  “Bodily  manifesta- 
tions must  be  interposed  between  (the  mental  state 
and  the  reaction).  The  more  rational  statement  is 
that  we  feel  sorry  because  we  cry,  angry  because  we 
strike,  afraid  because  we  tremble,  and  not  that  we 
cry,  strike  or  tremble,  because  we  are  sorry,  angry 
or  fearful  as  the  case  may  be.  Without  the  bodily 
states  following  on  the  perception  the  latter  would 
be  purely  cognitive  in  form,  pale,  colorless,  destitute 
of  emotional  warmth.  In  rage  it  is  notorious  how 
we  ‘work  ourselves  up’  to  a climax  by  repeated 
outbreaks  of  expression.  Refuse  to  express  a passion, 
and  it  dies.  Count  ten  before  venting  your  anger, 
and  its  occasion  seems  ridiculous.  Whistling  to  keep 
up  courage  is  no  mere  figure  of  speech.  On  the  other 
hand,  sit  all  day  in  a moping  posture,  sigh,  and  reply 
to  everything  with  a dismal  voice,  and  your  melan- 
choly lingers.  ‘Smooth  the  brow,  brighten  the  eye, 
contract  the  dorsal  rather  than  the  ventral  aspect  of 
the  frame,  and  speak  in  a major  key,  pass  the  genial 
compliment,  and  your  heart  must  be  frigid  indeed 
if  it  does  not  gradually  thaw!’  ” 

A motorist  is  serene  when  the  engine  runs  sweetly. 
Alas  for  his  composure,  and  the  composure  of  all 
his  passengers,  when  the  engine  coughs  and  sputters! 

In  a hospital  smoothness  of  operation  is  the  indis- 
pensable element  in  maintaining  an  atmosphere  of 
calmness  and  patience  and  a good  measure  of  per- 
sonal contentment.  Such  a condition  is  becoming 
more  and  more  difficult  to  attain  as  the  volume  and 
complexity  of  our  tasks  increase,  with  indications 
that  they  will  increase  steadily  in  the  future. 

The  answer  lies,  I believe,  in  the  direction  of  a 
careful  departmentalization  of  all  the  functions,  with 
the  heads  of  the  various  divisions  selected  not  more 
for  their  administrative  capacity  than  for  their 
ability  to  work  together  in  all  matters  where  their 
duties  overlap.  To  create  and  control  such  an  organi- 
zation is  the  first  and  continuing  duty  of  the  top 
administrator.  How  he  shall  do  it  no  man  should  try 
to  tell  him.  He  will  do  it  in  his  own  way. 

The  job  of  the  hospital  administrator  is  one  of  the 


most  strangely  trying  jobs  in  all  the  world.  It  calls 
for  exact  technical  knowledge  and  training  on  a 
wide  variety  of  fronts,  with  a feel  for  what  is 
important  in  still  other  areas.  It  requires  an  ability 
to  turn  from  one  problem  to  another  without 
breaking  his  stride  throughout  a long  day  of  insist- 
ent pressure,  often  with  an  evening  meeting  coming 
up.  It  calls  equally  for  deftne.ss  in  administrative 
touch  and  a granite  firmness  in  final  decision.  It 
calls  for  human  understanding.  It  calls  for  un- 
shakable fortitude  of  mind  and  spirit.  To  paraphrase 
a celebrated  poem:  “And,  what’s  more,  you’ll  be  a 
hospital  administrator,  my  son.’’ 

In  the  practical  conduct  of  hospital  alTairs  I have 
sometimes  wondered  if  those  of  us  w ho  try  to  serve 
as  advisers  and  policy  makers  are  not  too  much  in- 
clined to  let  discussions  smother  us,  to  allows  con- 
ferences to  dissolve  into  drifting  vapors.  To  me  the 
palliative  is  action.  Discussion  is  essential  to  get  the 
facts  presented  and  the  objectives  agreed  upon,  but 
let  no  conference  end  until  a course  of  action  has 
been  determined.  It  may  be  recessed  for  a cup  of 
coflFee  or  a night’s  sleep,  but  not  adjourned  to  some 
possible  future  call  of  the  chairman. 

Action  is  a powerful  solvent  of  problems.  It  has 
the  merit  of  being  a tangible  thing  that  can  be  shaped 
and  reshaped  like  clay  in  the  hands  of  the  sculptor; 
and  the  consequences  of  action  are  less  likely  to  be 
adverse  than  the  consequences  of  prolonged  in- 
action, provided  alw^ays  that  those  concerned  are 
united  to  work  together  effectively  and  pleasantly. 
Such  a process  might  be  termed  test  by  action. 

Now'  you  have  a right  to  ask  me  to  make  my 
w ords  about  “action”  something  more  than  academ- 
ic. Here  in  the  bosom  of  the  professional  family  I 
do  not  hesitate  to  do  so.  In  the  hospital  where  I work 
we  have  not  been  any  freer  than  others  from  the 
perplexities  consequent  upon  the  tightness  of  the 
supply  of  nursing  care.  To  that  situation  we  have, 
of  course,  given  top  priority  in  all  our  thinking,  in 
most  of  our  discussions,  and  in  a variety  of  specific 
separate  actions.  But  recently  our  director,  in  con- 
junction wfith  the  director  of  nursing,  pointed  out 
to  us  that  our  efforts  have  lacked  the  overall  co- 
ordination that  might  give  them  a greater  carrying  ii 
power.  They  suggested  that  we  look  for  a way  to  ; 
bring  all  our  efforts  to  a burning-glass  focus.  After  I 
the  proper  consultations  we  determined  upon  a j 
course  of  action  that  would  be  as  accurately  pointed  | 
and  as  stoutly  resolute  as  w'e  always  try  to  make 
our  thinking. 
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Oniirting  details,  I give  you  a brief  outline.  The 
Administration  has  set  up  what  we  think  of  as  a 
“task  force,”  consisting  of  the  director  and  four 
others,  of  whom  t\\  o are  from  the  Board  of  Direc- 
tors and  two  from  the  professional  staff.  This  group 
is  small  enough  to  act  decisively  in  seizing  the  beach- 
head, and  large  enough  to  hold  it  until  reinforce- 
ments arrive  to  expand  it.  Their  duties  w ill  be  to 
make  a new  and  speedy  study  of  the  main  compon- 
ents of  the  nursing  problem.  Idiey  will  seek  infor- 
mation and  suggestions  from  all  responsible  sources, 
outline  a possible  course  of  action,  and  use  their 
induence  to  the  end  that  a comprehensive  program 
shall  be  started  as  soon  as  possible  and  pursued 
unremittingly.  It  means  the  marshaling  of  all  w^e 
have  and  are  into  coordinated  and  vigorous  action. 
Let  me  point  out,  as  an  aside,  that  this  plan  is  not 
a superimposing  upon  the  standing  committees  of 
still  another  committee,  a committee  to  end  all 
committees!  The  members  wall  function  as  delegates 
of  the  Executiv’e  Committee  of  the  Board  of  Direc- 
tors and  the  Executive  Committee  of  the  general 
staff',  and  will  hold  themselves  accountable  to  those 
two  committees. 

I must  not  omit  one  possible  by-product  from 
which  I have  great  expectations  of  good— that,  as  a 
result  of  asking  for  the  best  thought  and  the  active 
cooperation  of  all  those  who  care,  there  may  be 
more  and  more  who  will  say  “w'e”  instead  of  “they.” 

So  much  for  the  hospital  aspects.  As  I come  to 
the  aspects  that  are  related  to  the  private  practitioner 
I compare  myself  to  Robert  Burns’  Mouse— 

“AAe,  sleeker,  cowrin’  tim’rous  beastie, 

O,  what  a panic’s  in  thy  breastie.” 

But  the  roof  is  off  my  nest,  and  I see  no  escape. 
Moreover,  it  wdll  serve  me  right  to  have  to  observe 
my  ow  n admonition  as  to  presumed  “delicacy.” 

We  can  start  wdth  certain  assumptions  upon  wdaich 
we  can  surely  agree,  treating  them  as  facts  or,  as 
the  law  yers  say,  stipulations: 

Eirst,  the  health  of  the  community  depends  upon 
the  private  practitioners.  No  institution  can  do  more 
than  be  their  supplement.  Hospital  buildings  can 
never  fill  the  place  of  the  private  office  and  the  visit 
to  the  home.  Let  that  massive  fact  be  the  core  of 
everything  xve  do  and  everything  w^e  plan. 

Recently  I took  a taxi  to  Howard  Avenue.  When 
told  my  destination  the  driver  made  a comment,  and 
I encouraged  him  to  continue.  This  is  the  substance 
of  w'hat  he  said:  “It  is  wmnderful  to  have  a hospital 
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wdien  you  need  what  it  alone  can  give  you,  but  it  is 
even  more  wonderful  to  be  able  to  call  a private 
doctor  to  your  home.  He  sees  you  in  your  own 
surroundings,  and  in  their  light  he  judges  your 
trouble.  He  talks  with  members  of  your  family.  He 
listens  wTen  you  talk  about  your  w-orries.  He  gives 
you  comfort  and  a sense  of  peace  and  hopefulness. 
If  he  tells  you  to  go  to  a hospital,  you  know  that  is 
the  thing  to  do.  He  arranges  for  your  admittance, 
and  attends  you  while  you  are  there.  He  is  your 
understanding  friend  as  w^ell  as  your  trusted  medical 
man.”  He  ended  by  saying,  “We  could  not  get 
along  without  such  men.” 

A second  assumption  is  that  the  laymen  con- 
nected w ith  the  hospitals  are  coming  to  have  a more 
and  more  definite  understanding  of  their  duties. 
Always  with  an  ardent  desire  to  do  their  part  they 
have  been  bothered  in  the  past  by  a vagueness  as  to 
wiiat  that  part  wrts.  My  observation  is  that  the  lay- 
men and  the  doctors  alike  have  hesitated  to  ask  for 
a show'dow'ii  on  that  matter.  Therein  is  a good 
example  of  a supposed  “delicacy”  wTich  evaporates 
under  the  sunlight  of  good-tempered  discussion. 
Laymen  everywhere  will  be  relieved  when  they 
realize  the  truth  that  it  is  no  part  of  their  duties  to 
tell  doctors  how  to  practice  medicine,  but  that 
their  obligation  in  that  respect  will  have  been  ful- 
filled wTen  they  themselves  have  faced  boldly,  and 
have  carried  through,  the  grave  duty  of  selecting 
doctors  of  established  character  and  superior  ability, 
giving  to  them  the  responsibility  and  the  authority 
to  maintain  throughout  the  institution  uncompro- 
mising standards  of  medical  and  surgical  practice. 
To  that  end  each  hospital  v/ill  formulate  its  own 
procedures,  and  in  its  own  particular  way  wfill  estab- 
lish the  mechanism,  not  only  to  get  all  its  daily  work 
effectively  and  smoothly  done,  but  equally  to  make 
sure  that  every  procedure  wfill  contribute  to  meet- 
ing the  just  necessities  and  the  wmrking  convenience 
of  the  private  practitioners  and  their  patients.  That 
is  the  be-all  and  the  end-all  of  hospital  statesmanship. 

At  this  point  I think  it  appropriate  that  I give  you 
my  own  thoughts  concerning  wdiat  now  bears  the 
formal  designation  of  The  Yale-New'  Llaven  Medi- 
cal Center.  I w'as  glad  wdien  the  time  came  that  w'e 
could  all  agree  to  give  this  expressive  name  to  the 
great  aggregation  of  functions  in  w hich  each  of  us 
is  called  upon  to  take  so  vigorous  a part. 

Erom  Hippocrates  dowm  through  more  than 
tw^enty  centuries  medical  men  have  been  faithful  to 
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the  trinity  of  healing,  teaching,  and  research.  Every 
doctor,  in  his  daily  attention  to  healing,  seizes  every 
opportunity  to  help  younger  doctors  to  learn. 
Every  doctor,  both  from  necessity  and  in  response 
to  his  impulses,  is  an  avid  seeker  of  new  knowledge. 
He  is  a researcher  in  his  own  right. 

Here  in  New  Haven  County,  ever  since  the  first 
settlement,  devoted  men  have  been  creating  the 
essentials  of  a medical  center  of  superlative  quality, 
and  they  have  made  steady  progress  in  coordinating 
all  the  components.  The  determination  to  give  to 
those  collective  efforts  a definite  name  and  a clear 
objective  provides  a rallying  point  that  is  sure  to  be 
gloriously  productive. 

All  our  thinking  of  recent  years  concerning  the 
formalities  of  a medical  center,  and  all  our  confer- 
ences and  discussions,  have  made  it  plain  that  no 
group  is  seeking  an  advantage  over  any  other  group, 
or  would  tolerate  any  arrangement  that  did  not 
constitute  an  equal  and  honorable  partnership  among 
men  of  conscience  and  dignity. 

It  is  natural  that,  in  the  developments  of  the  past 
few  years,  there  should  have  been  some  wondering, 
some  uncertainty,  even  some  doubts.  These  seem  to 
me  to  have  grown  gradually  less.  I hope,  and  truly 
believe,  that  they  will  largely  vanish.  Of  one  thing 
we  can  be  sure:  the  directors  of  the  Hospital  and 
the  authorities  of  the  University  are  united  in  the 
determination  to  play  fair. 

The  Medical  Center  means  the  following  things: 

1.  A strengthening  of  the  concept  of  the  Hospital 
as  a supplement  to  the  private  practitioner  in  his 
care  for  the  health  of  the  community.  In  this  con- 
nection I am  sure  that  you  would  wish  me  to 
emphasize  again  the  importance  to  the  individual 
doctor  of  being  able  to  conduct  his  practice  in 
surroundings  alive  with  opportunities  for  studying 
new  procedures  and  for  keeping  instantly  informed 
about  the  latest  concepts  of  medicine.  Such  oppor- 
tunities are  found  at  their  best  in  a large  hospital 
working  harmoniously  with  a robust  school  of 
medicine. 

2.  An  improved  and  intelligent  amplification  of 
public  relations  between  the  institution  and  the 
community,  with  an  affirmative  coordination  of 
plans  for  future  development  as  they  may,  from 
time  to  time,  be  prescribed.  We  are  fortunate  in 
having  found  the  right  man  to  act  as  director  of 
Program  Development.  He  will  assume  office  a week 
from  today. 


3.  A businesslike  and  coordinated  approach  to  the 
large  and  continuing  problem  of  obtaining  from  all 
sources,  both  local  and  nationwide,  the  capital 
funds  that  are  vital  to  progress. 

The  Medical  Center  does  not  mean,  nor  in  any 
way  does  it  imply,  the  following  things: 

1.  Any  curtailment,  or  danger  of  curtailment,  of 
the  opportunities  and  privileges  of  the  private  prac- 
titioners. 

2.  Any  unbalancing  extension  of  “private  prac- 
tice” by  the  full  time  staff. 

3.  Any  radical  changes  in  the  philosophy  govern- 
ing the  general  staff. 

Such  are  the  broad  outlines  of  our  mutual  cove- 
nant. Our  mutual  task  will  be  to  fill  in  all  the 
details  as  we  go  along,  day  by  day  and  year  by  year. 
As  I appraise  our  collective  mind  I find  myself 
serene  in  the  belief  that  we  shall  all  be  able  to  keep 
the  faith,  adjusting  the  details  of  our  procedures  to 
ever  varying  circumstances  but  clinging  passionately 
to  the  fundamental  principles. 

You  in  your  practice  and  we  as  laymen  in  the 
hospitals  are  fortunate  in  having  one  common 
objective  that  is  as  clear  and  unfailing  for  us  as  the 
North  Star  is  for  the  mariner.  It  takes  only  five 
words  to  state  it:  the  health  of  the  individual.  In 
the  struggle  for  the  optimum  of  health  for  every 
individual  you  are  on  the  front  line.  We  shall  try 
hard  to  be  ready  whenever  you  need  us. 

In  New  Haven  County  we  are  all  deeply  con- 
scious of  the  heritage  we  have  from  former  genera- 
tions. From  what  they  did  we  can  draw  the  courage 
to  do  all  the  things  required  of  us  in  our  own  span 
of  years.  A few  days  ago  Dr.  Levy  quoted  to  me 
some  verses  from  “Ulysses.”  (And  most  of  you 
know  how  Dan  Levy  can  quote,  all  the  way  from 
Aristotle  down  through  Marcus  Aurelius  and 
Shakespeare  and  Swinburne  to  T.  S.  Eliot.)  When  I 
got  home  I asked  my  wife  for  her  copy  of  Tennyson  j 
and  I found  these  lines,  MTich  I lift  from  their  sur- 
roundings and  give  to  you  as  fragments:  f 

“There  lies  the  port;  the  vessel 
puffs  her  sail  ... 

Come,  my  friends,  ... 

Push  off,  and  sitting  well  in  j 

order  smite  ; 

The  sounding  furrows. 

One  equal  temper  of  heroic  hearts, 

. . . strong  in  will 

To  strive,  to  seek,  to  find, 

and  not  to  yield.”  i 


1 


E D I r O R I A L S 


909 


CONNECTICUT  STATE  MEDICAL  JOURNAL 

Owned  and  Published  Monthly  by  The  Cotmecticiit  State  Medical  Society 


EDITORIAL  BOARD 
Stanley  B.  A^’ekl,  Hartford,  Managing  Editor 
Marshall  Pease,  Fairfield  Thomas  Alackie,  Westport 


Clair  Rankin,  Hartford 
Hugh  J.  Caven,  Hartford 
Allan  Ryan,  Meriden 
iMichael  Shea,  ISlew  Haven 


iMark  A.  Hayes,  New  Haven 
Samuel  D.  Kushlan,  New  Haven 
AVard  McFarland,  New  London 
Harold  S.  Burr,  New  Haven 


Charles  H.  Peckham,  Manchester 


Fairfield:  Edwin  R.  Connors,  Bridgeport 
Hartford:  Alfred  L.  Burgdorf,  Hartford 
Litchfield:  John  F.  Kilgus,  Jr.,  Litchfield 
Middlesex:  Mark  Thumim,  Middletown 
New  Haven:  J.  C.  F.  Adendillo,  New  Haven 
New  London:  William  Murray,  New  London 
Tolland:  Ralph  B.  Thayer,  Somers 
AA'^indham:  Walter  Rowson,  Jr.,  North  Grosvernordale 


EDITORIALS 


Thanksgiving 

“As  the  colors  of  autumn  stream  do\\  n the  wind, 
scarlet  in  sumac  and  maple,  spun  gold  in  the  birches, 
a splendor  of  smoldering  fire  in  the  oaks  along  the 
hill,  and  the  last  leaves  flutter  away,  and  dusk  falls 
briefly  about  the  worker  bringing  in  from  the  field 
a late  load  of  its  fruit,  and  Arcturus  is  lost  to  sight 
and  Orion  swings  upward  that  great  sun  upon  his 
shoulder,  we  are  stirred  once  more  to  ponder  the 
Infinite  Goodness  that  has  set  apart  for  us,  in  all 
this  moving  mystery  of  creation,  a time  of  living 
and  a home.  . . . 

“In  such  a spirit  I call  upon  the  people  to  acknowl- 
edge heartily,  in  friendly  gathering  and  house  of 
prayer,  the  increase  of  the  season  nearing  its  close: 
the  harvest  of  earth,  the  yield  of  patient  mind  and 
faithful  hand,  that  have  kept  us  fed  and  clothed  and 
have  made  for  us  a shelter  even  against  the  storm. 
It  is  right  that  we  whose  arc  of  sky  has  been  darkened 
by  no  war'  hawk,  who  have  been  forced  by  no  man 
to  stand  and  speak  when  to  speak  was  to  choose 
between  death  and  life,  should  give  thanks  also  for 
the  further  mercies  we  have  enjoyed,  beyond  desert 
or  any  estimation,  of  Justice,  Freedom,  Loving- 
kindness, Peace— resolving,  as  we  prize  them,  to  let 
no  occasion  go  without  some  prompting  or  some 
effort  worthy  in  a way  however  humble  to  those 
proudest  among  man’s  ideals,  which  burn,  though 
it  may  be  like  candles  fitfully  in  our  gusty  world, 
with  a light  so  clear  we  name  its  source  divine.” 

These  lines  written  over  a decade  ago  by  a former 
Governor  of  Connecticut  affectionately  known  as 
Uncle  Toby  are  still  as  poignant  today  as  thev  were 
then,  and  they  should  serve  to  remind  us  of  the 


privileges  we  enjoy  as  a free  profession,  free  to 
practice  what  seems  best  for  our  patients  and  free 
to  exercise  our  ingenuity  to  the  utmost. 

Practical  Points  About  Diabetes 

This  year’s  Diabetes  Detection  Drive  of  the  Con- 
necticut Diabetes  Association  is  November  14  to 
20.  During  this  time  it  is  hoped  that  each  doctor 
will  test  the  urine  for  sugar  on  each  patient  that 
he  sees.  Past  drives  have  shown  positive  urine  tests 
in  one  to  two  per  cent  of  those  tested. 

Each  positive  test  found  in  the  drive  will  be 
referred  to  the  family  doctor  for  confirmation  and 
no  positive  test  for  sugar  should  be  dismissed  lightly. 
In  the  recheck  the  sample  should  be  obtained  two 
hours  after  a heavy  meal  and  not  by  a random 
specimen.  If  this  is  found  positive,  a blood  for  sugar 
should  be  taken  right  then;  if  one  waits  to  send  the 
patient  to  the  laboratory  the  next  morning,  he  will 
already  be  on  a diet  and  besides  a fasting  blood  may 
be  normal  in  a mild  diabetic.  If  the  blood  sugar  is 
normal,  the  patient  should  be  urged  to  be  on  a 
normal  food  intake  but  submit  for  testing  a urine 
specimen  obtained  two  hours  after  a main  meal  and 
this  should  be  repeated  several  times. 

The  diagnosis  of  diabetes  is  confirmed  by  an  ele- 
vated blood  sugar  with  sugar  in  the  urine.  If  this 
can  be  found  by  after-meal  tests,  it  saves  trouble 
and  expense.  When  in  real  doubt  a glucose  toler- 
ance test  should  be  done. 

The  glucose  tolerance  test  is  a valuable  but  little 
understood  instrument.  In  the  first  place  it  is  a 
diagnostic  test  only  and  tells  nothing  of  severity  of 
the  diabetes  or  the  requirements  of  the  patient.  It 
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should  never  be  done  on  a patient  who  already  has 
had  an  elevated  blood  sugar  with  sugar  in  the  urine. 
It  is  an  insult  to  his  diabetes. 

The  first  requirement  for  a glucose  tolerance  test 
is  that  the  patient  should  be  on  a normal  diet  of  at 
least  300  Gm.  of  carbohydrate  for  at  least  three  days. 
This  test  properly  done  can  usually  be  depended  on 
to  clear  up  the  diagnosis  in  a doubtful  case  but  even 
this  test  is  not  always  clear  cut.  Then  the  patient 
should  be  watched  by  testing  occasional  samples  of 
urine  collected  two  hours  after  a main  meal  as  the 
morning  urine  is  positive  for  sugar  only  in  the  fully 
developed  diabetic. 

When  the  diagnosis  of  diabetes  is  established, 
treatment  has  two  important  phases,  the  control  of 
the  diabetes  and  the  education  of  the  patient  to 
live  with  his  diabetes  comfortably. 

In  treatment,  diet  is  first  and  must  be  prescribed 
in  accordance  with  the  age,  sex,  occupation  and 
nationality  of  the  patient.  The  assistance  of  a dieti- 
tian should  be  sought  or  the  use  of  special  equip- 
ment as  the  “Meal  Planning  and  Exchange  Lists” 
used  in  many  hospitals.  It  must  be  a livable  diet 
even  in  the  obese  diabetic  needing  reduction  and  it 
must  be  explained  to  the  diabetic  and  the  person 
preparing  his  meals.  If  the  urine  is  heavily  positive 
for  sugar  or  not  readily  cleared  by  diet,  insulin 
should  be  started  at  once.  It  is  much  better  to  omit 
it  later  than  to  start  it  only  when  the  sugar  is  far 
out  of  control.  The  testing  of  urine  for  sugar  is  the 
indicator  for  balancing  the  dietary  needs  against  the 
insulin  requirement.  This  testing  should  become  a 
diabetic’s  lifelong  habit.  The  education  of  the 
diabetic  must  start  with  diet,  urine  testing,  and 
insulin  administration  and  continue  with  each  visit 
to  include  the  results  of  dietary  indiscretions,  insulin 
reactions,  acidosis,  care  of  skin  and  feet  and  extend 
even  to  the  complications  which  come  with  time. 
The  early  and  careful  and  continued  control  is  the 
only  hope  of  postponing  the  eventual  complications 
of  this  chronic  metabolic  disturbance.  The  diabetic 
will  take  his  handicap  no  more  seriously  than  his 
physician  and  has  no  other  source  of  learning  about 
his  variation  from  normal. 

The  Antibiotic  Problem 

Ever  since  the  discovery  of  the  sulfonamides  and 
penicillin  the  number  of  antibiotics  has  increased 
by  leaps  and  bounds.  At  first  thought  to  be  a boon 
to  physicians,  the  plethora  of  antibiotics  has  come 


to  pose  a real  problem  to  the  practicing  physician. 
Each  mail  brings  a deluge  of  advertisements  from 
the  pharmaceutical  houses  adding  to  the  physician’s 
bewilderment.  Antagonistic  and  synergistic  reactions 
as  well  as  sensitivity  have  developed.  Instead  of  a 
clear  cut  choice  of  any  one  antibiotic  being  the  case, 
the  confusion  as  to  choice  of  the  proper  drug  has 
increased. 

Elsewhere  in  this  issue  our  readers  have  the  oppor- 
tunity of  reading  an  up  to  date  discussion  of  the 
entire  problem.  Dr.  Bennett  describes  all  the  facets 
of  the  picture  in  clear  language  which  should  be 
welcomed  by  every  one  in  practice.  His  conclusions 
are  based  on  experience  and  will  go  far  in  pointing 
the  way  and  clearing  the  confusion. 

Inspection  of  Osteopathic  Schools 

Last  June  at  the  annual  session  of  the  House  of 
Delegates  of  the  American  Medical  Association 
several  resolutions  relating  to  the  osteopaths  were 
introduced.  No  action  on  these  was  taken  but  at 
the  same  session  the  Committee  for  the  Study  of 
Relations  Between  Osteopathy  and  Medicine,  headed 
by  AM  A Past  President  John  W.  Cline,  was  sub- 
mitted. This  progress  report  was  accepted  by  the 
House. 

The  Committee’s  three  page  typewritten  report 
said  that  “the  justification  or  lack  of  justification  of 
the  ‘cultist’  appellation  of  modern  osteopathic  educa- 
tion could  be  settled  with  finality  and  to  the  satis- 
faction  of  most  fair-minded  individuals  by  direct 
on-campus  observation  and  study  of  osteopathic 
schools.  The  Committee,  therefore,  proposed  to  the 
Conference  Committee  of  the  American  Osteopathic  1 
Association  that  it  obtain  permission  for  the  Com-  || 
mittee  for  the  Study  of  Relations  Between  Oste-  ! 
opathy  and  Medicine  to  visit  schools  of  osteopathy  I 
for  this  purpose.”  j 

Two  other  important  paragraphs  of  the  AMA’s  I 
Committee  report  said:  i 

“It  was  agreed  that  each  school  would  be  visited  jj 
by  two  members  of  the  Committee,  accompanied  by  : 
an  individual  of  established  experience  in  inspection  (j 
of  medical  schools.  The  studies  would  be  of  suffi-  |I 
cient  duration,  breadth  and  depth  to  establish  the  j| 
nature  and  scope  of  the  educational  program  and  I 
determine  the  quality  of  medical  education  provided.  I' 

“The  Conference  Committee  favorably  recom-  j; 
mended  this  proposal  to  the  Board  of  Trustees  of  the 
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American  Osteopathic  Association  which  considered 
it  at  a special  meeting  on  February  6-7,  1954.  It  has 
referred  the  t|uestion  to  the  I louse  of  Delegates 
M'hich  \\  '\W  act  upon  the  proposal  at  its  Toronto 
meeting  in  July.  If  the  action  of  the  House  of  Dele- 
gates of  the  American  Osteopathic  Association  be 
favorable,  the  on-campus  observations  can  be  carried 
out  in  the  fall  of  this  year.” 

The  action  of  the  House  of  Delegates  of  the 
American  Osteopathic  Association  ^^’as  favorable. 
The  Association  issued  a statement  setting  forth 
the  action  of  its  delegates.  It  is  so  important  to  our 
study  so  far  that  it  is  quoted  here\\  ith  in  full: 

“The  House  of  Delegates  of  the  American  Osteo- 
pathic Association  in  sesssion  in  Toronto,  July  15, 
1954,  directed  the  Conference  Committee  to  con- 
tinue in  its  deliberations  with  the  committee  for 
the  Study  of  Relations  Bet\\een  Osteopathy  and 
iMedicine  of  the  American  Medical  Association. 

“In  expressing  its  confidence  in  the  four  years’ 
^vork  of  the  AOA  Conference  Committee,  the  House 
agreed  that  the  Committee  should  have  the  authority 
to  negotiate  with  the  AM  A Committee  on  possible 
visitation  by  the  latter  of  osteopathic  colleges.  The 
purpose  of  this  visitation  w ould  be  to  observe  the 
nature  and  scope  of  their  education  programs.  This 
observational  opportunity  w'ould  be  conducted 
entirely  within  limits  agreed  upon  by  the  two  com- 
mittees. The  immediate  purpose  of  such  on-campus 
visitations  is  to  provide  information  to  the  AMA 
Committee  to  assist  in  its  efforts  to  remove  the  cultist 
designation  from  the  osteopathic  profession. 

“The  House  of  Delegates  of  the  AOA  in  its 
approval  of  such  visitations  has  established  no  new 
precedent,  except  that  the  proposed  visitations  would 
permit  a private  agency  to  determine  for  itself  osteo- 
pathic educational  programs  and  procedures.  A 
much  wider  permission  has  long  been  afforded  to 
official  state  examining  agencies,  granting  agencies 
of  the  U.  S.  Department  of  Health,  Education  and 
Welfare,  and  other  official  groups,  to  visit  osteo- 
pathic schools.  If  the  AOA  Conference  Committee 
permits  observation  of  osteopathic  colleges  by  a 
private  agency,  it  does  so  on  the  basis  the  Ameri- 
can Osteopathic  Association  has  long  indicated  its 
willingness  to  cooperate  with  the  authorized  group 
of  any  profession,  ‘wherever  that  cooperation  may 
be  expected  to  improve  the  health  service  offered  the 
public.’ 
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“Approval  or  accreditation  of  osteopathic  colleges 
is  entirely  without  the  province  of  observational 
bodies  and  any  visitations  by  the  Committee  on 
Relations  Between  Osteopathy  and  Medicine,  if 
made,  wall  be  made  purely  for  the  purpose  of  afford- 
ing a private  agency  an  opportunity  to  inform  itself 
about  osteopathic  educational  programs. 

“In  commenting  on  this  action,  the  newly  elected 
President  of  the  American  Osteopathic  Association, 
John  W.  Mulford,  d.o.,  of  Cincinnati,  stated  that 
the  action  w^as  taken  by  the  House  of  Delegates  ‘with 
the  complete  confidence  that  neither  the  osteopathic 
profession  nor  the  medical  profession  wishes  to 
inflict  its  officialdom  on  the  other.’  He  went  to  to  say 
that  the  action  of  the  AOA  House  of  Delegates 
could  be  considered  as  ‘a  logical  outgrowth  of  the 
mutual  respect  which  the  two  schools  of  healing  hold 
for  each  other’.” 

Doctors  of  medicine  wall  watch  wdth  interest  the 
result  of  these  on-campus  visitations  of  osteopathic 
schools.  The  results  should  go  far  to  answer  the 
question,  “Should  modern  osteopathy  be  classified 
as  ‘cultist’  healing?”  It  is  obvious  that  if  the  Com- 
mittee finds  the  term  cultist  no  longer  applicable, 
there  no  longer  wfill  be  any  question  as  to  whether 
or  not  doctors  of  medicine  should  teach  in  osteo- 
pathic schools  or  consult  with  doctors  of  osteopathy. 

The  House  of  Delegates  of  the  American  Osteo- 
pathic Association  is  to  be  congratulated  on  its 
favorable  action  to  the  Conference  Committee’s  pro- 
posal for  an  inspection  of  its  schools.  It  is  an  evi- 
dence of  good  faith  which  had  previously  been 
denied  organized  medicine  and  should  help  material- 
ly in  bringing  about  a solution  to  the  now  unsettled 
relationship  of  the  doctor  of  osteopathy  and  the 
doctor  of  medicine. 

The  Perennial  Problem  of  Quackery 

The  word  quack  is  an  abbreviation  of  the  old 
Dutch  w'ord  quacksalver,  literally  a man  wdro  boasts 
of  his  healing  salve  now  come  to  mean  “an  ignorant 
pretender  to  know  ledge  or  skill  of  any  sort.”  When 
a physician  speaks  of  a quack  he  visualizes  an  indi- 
vidual W'ho  pretends  to  be  a doctor  of  medicine, 
forgetting  perhaps  that  there  are  legally  qualified 
members  of  the  profession,  small  in  number  it  is  true, 
W'ho  use  quackish  methods.  Within  the  past  two 
years  the  wu'iter  had  a friend  and  neighbor  with 
cancer  of  the  stomach  w ho  put  herself  into  the 
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hands  of  a licensed  physician  who  claimed  to  have 
a cure  for  cancer,  and  after  her  husband  had  paid 
exorbitant  fees  to  the  charlatan,  died  of  the  disease. 
Presumably  reputable  newspapers  and  magazines 
still  sometimes  carry  advertisements  of  obvious 
quacks.  It  is  also  true  that  no  hard  and  fast  line  can 
be  drawn  between  cultism  and  quackery  for  cultists 
advertise  and  make  unfounded  and  extravagant 
claims  regarding  the  results  of  their  particular  tech- 
niques. 

In  a recent  article  Aytoun  Ellis*  dates  obvious 
quackery  among  the  English  speaking  peoples  to  the 
time  of  the  Roman  occupation  of  Britain  when  a 
quack  named  Junianus  claimed  that  he  had  an  eye 
salve  “most  effective  for  clearing  the  sight”  which 
he  described  as  “the  very  medicine  of  Phoebus 
Apollo.”  It  was  not  until  2,000  years  later  that 
quackery  became  widespread  in  London  where  large 
numbers  of  these  impostors  preyed  on  the  credulous 
of  all  ranks  of  society  including  even  royalty. 

It  is  usually  easy  to  recognize  the  earmarks  of 
quackery.  The  quack  always  makes  extravagant 
claims  for  his  remedy;  he  advertises,  sometimes 
openly  in  the  press,  sometimes  obliquely  by  driving 
showy  equipages  or  by  offering  well  known  diag- 
nostic procedures  at  a ridiculously  low  price  in  order 
to  get  the  suckers  into  his  net.  Naturally  he  claims 
successful  cures,  and  usually  emphasizes  that  his 
methods  are  painless  and  unaccompanied  by  risk. 

Most  States  have  sections  in  the  laws  governing 
medical  practice  which  permit  the  revocation  of  the 
license  of  practitioners  who  can  be  proved  to  use 
quackish  methods.  The  elimination  of  unlicensed 
quacks  is  more  difficult,  especially  as  most  of  their 
victims  do  not  wish  to  be  shown  up  as  suckers. 
There  seems  to  be  a vein  of  credulity  in  most  human 
beings,  though  some  who  have  been  carefully  exam- 
ined by  competent  doctors  and  have  learned  that 
they  are  victims  of  some  incurable  disease  resort  to 
quacks  in  despair.  The  problem  is,  like  many  other 
problems,  one  of  education. 

G.B. 


Arthritis  Strikes  Those  Who  Work  Hardest 

Arthritis  flourishes  and  is  aggravated  by  mental 
and  physical  stress  and  strain  as  well  as  by  anxiety 
and  shock. 

And  as  a result,  more  than  1 50,000,000  work  days 
were  lost  to  the  nation  last  year  because  of  the 
Nation’s  No.  i crippler. 

Statistics  show  that  more  machine  operators  out 
in  the  factory  come  down  with  arthritis  than  do 
the  clerical  workers  in  the  front  office.  Yet,  on  the 
other  hand,  officials  of  the  company  are  a bit  more 
prone  to  suffer  an  arthritic  breakdown  than  their 
office  personnel. 

Perhaps  the  answer  to  this  paradox  is  simply  that 
people  who  work  the  hardest  are  more  prone  to  fall 
victim  to  the  pain  and  miserable  disease.  And  one 
can  work  just  as  hard  mentally  as  one  can  physically. 

Besides,  case  histories  indicate  that  heredity, 
fatigue,  lowered  physical  resistance  and  emotional 
stress  and  strain  contribute  to  the  cause  of  arthritis. 
Injury,  shock,  poor  personal  hygiene,  exposure  to 
dampness  and  cold  and  chronic  infections  may  be 
other  contributing  causes. 

The  Arthritis  and  Rheumatism  Eoundation  na- 
tionally sponsors  the  basic  and  clinical  research  that 
may  some  day  answer  such  questions  as  these  and 
thereby  help  prevent  and  perhaps  even  stop  arthritis. 
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MEDICAL  FEES  IN  BRISTOL 

Arthur  S.  Brackett,  m.d.,  Riverside 


WHEN  I first  came  to  Bristol  in  November,  1896 
I had  my  office  at  337  North  Main  Street 
opposite  the  office  of  the  E.  Ingraham  Company, 
telephone  27-3.  iMv  office  consisted  of  two  rooms. 
The  smaller  in  the  rear  was  mv  consultation  room. 
The  larger  my  waiting  room.  It  was  furnished  with 
two  or  three  chairs  and  a lounge  where  I slept  at 
night. 

I had  expected  to  wait  weeks  before  I had  any 
patients.  So  the  first  afternoon  when  the  bell  rang 
and  my  landlady  ushered  a well  dressed  lady  in,  I 
was  much  surprised  and  delighted.  She  said,  Is  this 
Dr.  Brackett?” 

1 said,  “Yes.” 

“Well,”  she  said,  “I  represent  the  Society  for  the 
Prevention  of  Cruelty  to  Animals  and  we  would  like 
a contribution.” 

Well  I thought,  “I’m  over  my  ears  in  debt  and 
another  dollar  won’t  make  much  difference,  so  I 
gave  her  a dollar. 

She  came  around  every  year  after  that.  But  believe 
it  or  not  W'dien  her  own  doctor  died  in  Hartford  she 
called  on  me  in  Bristol  and  when  she  was  sick  in 
Hartford  called  me  from  Bristol.  In  the  end  she 
gave  me  more  dollars  than  I did  her. 

My  next  caller  came  dowm  from  Burlington  to 
see  its  new  doctor.  As  was  generally  the  case  she 
w’as  in  the  class  where  either  she  had  made  the 
rounds  of  many  doctors  without  cure,  or  she  had 
not  paid  any  of  them  and  had  to  go  to  someone  who 
did  not  know  her  financial  standing.  I,  of  course, 
did  not  know  anything  about  her,  but  assumed  that 
she  was  sick  and  could  pay  for  professional  services. 
Anyway,  I was  glad  to  greet  her  even  if  she  had 
nothing.  She  told  a long  tale  of  wmeful  symptoms 
for  a long  time.  I gave  her  a pill  for  every  symptom. 
(Bristol  w-as  predominantly  a homeopathic  town 
where  the  doctor  furnished  the  medicine.)  At  last 
she  said,  “How  much  do  I owe  you?” 

I said,  “Fifty  cents.” 

“But,”  she  said,  “I  have  only  38  cents.” 


“Well,”  I said,  ‘ Svhy  not  pay  me  the  twelve  cents 
the  next  time  you  come  down  from  Burlington?” 
I don’t  remember  w'hether  she  did  or  not. 

Sometimes  we  were  paid  in  old  hens  or  other  farm 
produce.  I remember  one  patient  wdao  worked 
around  the  house  quite  w^ell.  But  generally  patients 
paid  me  in  money  or  nothing. 

For  the  first  six  months  I either  walked  or  hired 
a team  from  a stable.  Later  I used  a bicycle.  Fifty 
cents  for  office  calls  and  one  dollar  for  house  calls 
seems  very  low  pay,  but  with  that  one  dollar  I 
could  get  a man  to  work  for  me  for  ten  hours  a day, 
and  think  he  was  fortunate.  It  was  told  as  a great 
joke  that  when  a man  from  New  Britain  applied  for 
work,  he  was  offered  $7  a week  for  a six  day  week. 
“No  sir,”  he  replied  indignantly,  “a  dollar  a day.” 
It  is  needless  to  say  that  he  was  hired. 

The  value  of  anything  bought  is  determined  by 
the  quality  and  quantity  of  what  you  get  for  your 
money.  The  medical  profession  sells  health.  Our 
overhead  then  was  low,  but  we  had  to  work  long 
hours  with  short  or  no  vacations.  It  was  impossible 
then  to  give  as  much  as  we  do  now  in  effective 
treatment.  I remember  stopping  to  rest  at  the  foot 
of  Tom  Martin’s  hill  on  Farmington  Avenue  after  I 
had  been  making  a call  in  Edgewood  with  my 
bicycle.  I never  felt  so  rich,  then  or  since,  in  my 
life  for  I had  $28  in  my  billfold! 

But  why  write  about  what  was  happening  only 
about  fifty  years  ago  in  medicine?  Because  there 
have  been  more  changes  in  the  last  fifty  years  than 
in  hundreds  of  years  previous  to  that  time.  We  had 
no  hospital  in  Bristol.  Diphtheria  anti-toxin  had  been 
discovered  but  was  little  used.  The  same  was  true  for 
the  x-ray.  We  knew  little  about  vitamins,  and 
nothing  about  the  sulpha  drugs  or  the  antibiotics. 
But  while  we  seem  to  have  been  paid  very  little  we 
actually  gave  very  little  in  return.  We  knew  more 
about  our  patients  environment;  cases  of  osteo- 
cephaly  were  as  prevalent  then  as  now  (even  though 
perhaps,  one  was  not  born  every  minute). 
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The  introduction  and  rapid  widespread  adoption  of 
Achromycin  has  opened  a new  chapter  in  the 
history  of  broad-spectrum  antibiotics. 

Achromycin  fulfills  the  requirements  of  the  ideal 
antibiotic  in  virtually  every  respect  . . . wide-range 
antimicrobial  activity,  in  vivo  stabihty,  tissue  pene- 
tration, minimal  toxicity. 

Achromycin  is  truly  a broad-spectrum  weapon, 
effective  against  Gram-positive  and  Gram-negative 


bacteria,  as  well  as  certain  mixed  infections. 

Achromycin  is  more  stable  and  produces 
fewer  side  effects  than  certain  other  broad- 
spectrum  antibiotics. 

Achromycin  provides  prompt  diffusion  in  body 
tissues  and  fluids. 

Achromycin  is  destined  to  play  a major  role  among 
the  great  therapeutic  agents. 
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President’s  Page 

November,  1954 
THE  POETRY  OF  SLEEP 

/^NCE  again  the  temptation  to  devote  this  page  to  a nonmedical  subject  proves  irresistible;  once  again  a 
deep  interest  clamors  for  expression.  One  cannot  hope  to  illustrate  the  glories  of  poetry  by  means  of  a few 
brief  quotations,  but  even  a pitifully  inadequate  attempt  may  serve  to  acknowledge  a lifelong  indebtedness.  The 
topic  above  was  chosen  because  in  this  season  of  the  year  the  thoughts  of  many  turn  gratefully  to  crisp 
evenings,  open  fires,  longer  nights  of  quiet  sleep.  Physicians  have  reason  to  know  that  most  people  regard 
peaceful  sleep  as  one  of  life’s  greatest  blessings,  and  its  absence  as  unqualified  torment. 

The  selections  below  are  those  chosen  from  more  than  fifty  originally  gathered  for  this  page.  They  cover 
a period  of  almost  twenty-five  centuries : from  about  500  B.  C.  to  our  own  generation.  In  most  instances  only 
short  excerpts  are  given.  They  are  arranged  in  order  of  publication  date  when  that  is  known;  otherwise  in 
order  of  the  birth  dates  of  the  authors. 

Those  who  believe  that  our  own  restless  age  places  disproportionate  emphasis  upon  sleep  may  be  inter- 
ested to  learn  that  it  has  concerned  thoughtful  writers  and  poets  throughout  recorded  history. 


O soothing  sleep,  dear  friend,  best  nurse  of  sickness! 
How  sweetly  came  you  in  my  hour  of  need. 

Best  Lethe  of  all  woes,  how  wise  you  are. 

How  worthy  of  the  prayers  of  wretched  men ! 

Euripides  (480-406  B.  C.):  Orestes  and  Electra. 

What  sin  was  mine,  sweet,  silent  boy-god.  Sleep, 

Or  what,  poor  sufferer,  have  I left  undone. 

That  I should  lack  thy  guerdon,  I alone?  . . . 

Come  hither.  Sleep.  Let  happier  mortals  gain 
The  full  embrace  of  thy  soft  angel  wing; 

But  touch  me  with  thy  wand,  or  hovering 
Above  mine  eyelids  sweep  me  with  thy  train. 

Publius  P.  Statius  (61-96  A.  D.)  Trans.  W.  H.  Fyfe. 

The  toil  of  day  is  ebbing. 

The  quiet  comes  again. 

In  slumber  deep  relaxing 
The  limbs  of  tired  men. 

And  minds  with  anguish  shaken. 

And  spirits  racked  with  grief. 

The  cup  of  all  forgetting 

Have  drunk  and  found  relief. 

Prudentius  (348-405  A.  D.):  Trans.  H.  Waddell. 

Thrice  happy  Sleep ! 

The  antidote  to  care. 

Thou  dost  allay  the  storm 
Of  grief  and  sore  despair; 

Through  the  fast-closed  gates 
Thou  stealest  light; 

Thy  coming  gracious  is 
As  Love’s  delight. 

iViy  of  Benedictbeuern:  Trans.  H.  Waddell. 


O Sleep,  O tranquil  son  of  noiseless  Night, 

Of  humid,  shadowy  Night;  O dear  repose 
For  wearied  men,  forgetfulness  of  woes 
Grievous  enough  the  bloom  of  life  to  blight ! 

Succor  this  heart  that  hath  outworn  delight. 

And  knows  no  rest;  these  tired  limbs  compose; 

Fly  to  me.  Sleep. 

Giovanni  della  Casa  (1503-1356):  Trans.  J.  A.  Symonds. 

O gentle  sleep,  O blest  and  blissful  night. 

Ye  kind  dispensers  of  tranquillity. 

Beguile  me  in  my  dreams  with  false  delight. 

If  I may  not  know  love’s  reality. 

Grant  me  the  semblance  of  it,  that  I may 
Possess  in  dream  the  boon  I lack  by  day. 

Louis  Labe  (1526-1566):  Trans.  Alan  Conder. 

Come  Sleepe!  O Sleepe,  the  certaine  knot  of  peace. 
The  baiting-place  of  wit,  the  balme  of  woe. 

The  poore  man’s  wealth,  the  prisoner’s  release, 

Th’  indifferent  judge  betweene  the  high  and  low  . . . 
Take  thou  of  me  smooth  pillowes,  sweetest  bed, 

A chamber  deaf  to  noise  and  blind  of  light, 

A rosie  garland  and  a weary  hed : . . . 

Sir  Philip  Sidney:  Astrophel  & Stella,  (1591). 

Innocent  Sleep, 

Sleep  that  knits  up  the  ravel’d  sleeve  of  care. 

The  death  of  each  day’s  life,  sore  labor’s  bath. 

Balm  of  hurt  minds,  great  nature’s  second  course. 
Chief  nourisher  in  life’s  feast. 

William  Shakespeare  (1564-1616):  Macbeth. 


0 sleep,  O gentle  sleep, 

Nature’s  soft  nurse,  how  have  I frightened  thee. 

That  thou  no  more  wilt  weigh  my  eyelids  down. 
And  steep  my  senses  in  forgetfulness? 

William  Shakespeare  (1364-1616):  Henry  IV. 

Art  thou  poor,  yet  hast  thou  golden  slumbers? 

Oh  sweet  content! 

Art  thou  rich,  yet  is  thy  mind  perplexed? 

Oh  punishment! 

Thomas  Dekker:  The  Happy  Heart  (1600). 

Sleep  is  a reconciling, 

A rest  that  peace  begets; 

Doth  not  the  sun  rise  smiling 
When  fair  at  eve  he  sets? 

John  Dou’land  (1603). 

Come,  Sleep,  and  with  thy  sweet  deceiving 
Lock  me  in  delight  awhile; 

Let  some  pleasing  dreams  beguile 
All  my  fancies:  that  from  thence 
I may  feel  an  influence 
All  my  powers  of  care  bereaving ! 

John  Fletcher  1607). 

Sleep,  Silence’  child,  sweet  father  of  soft  rest. 

Prince,  whose  approach  peace  to  all  mortals  brings. 
Indifferent  host  to  shepherds  and  to  kings. 

Sole  comforter  of  minds  with  grief  oppressed. 

William  Drummond:  (1383-1649). 

Dear  Night!  This  world’s  defeat. 

The  stop  to  busie  fools.  Care’s  check  and  curb. 

The  Day  of  Spirits,  my  Soul’s  calm  retreat 
Which  none  disturb  . . . 

Henry  Vaughan  (1622-1693). 

Close  now  thine  eyes  and  rest  secure; 

Thy  soul  is  safe  enough,  thy  body  sure; 

He  that  loves  thee,  he  that  keeps 
And  guards  thee,  never  slumbers,  never  sleeps  . . . 

Then  close  thine  eyes  and  rest  secure; 

No  sleep  so  sweet  as  thine,  no  rest  so  sure. 

Francis  Quarles  (1632). 

What’s  to  sleep? 

’Tis  a visionary  blessing; 

A dream  that’s  past  expressing. 

Our  utmost  wish  possessing. . . . 

John  Gay,  "Polly”,  1729. 

Deeply  have  I slept. 

As  one  who  hath  gone  down  into  the  Springs 
Of  his  existence  and  there  bathed.  . . 

1 awaked,  and  my  sleep  was  sweet  to  me. 

Author  and  date  unknown.  Quoted  by  W alter  de  la  Mare. 

. . . And  could  not  win  thee.  Sleep,  by  any  stealth : 

So  do  not  let  me  wear  tonight  away: 

Without  Thee  what  is  all  the  morning’s  wealth  ? 
Come,  blessed  barrier  between  day  and  day. 

Dear  mother  of  fresh  thoughts  and  joyous  health ! 

Wordsworth  (1770-1830). 


Ere  on  my  bed  my  limbs  I lay. 

It  hath  not  been  my  use  to  pray 
With  moving  lips  or  bended  knees; 

But  silently,  by  slow  degrees, 

My  spirit  I to  Love  compose. 

In  humble  trust  mine  eyelids  close. 

With  reverential  resignation. 

No  wish  conceived,  no  thought  exprest. 

Only  a sense  of  supplication; 

5".  T.  Coleridge  (1772-1834). 

Oh  magic  sleep ! Oh  comfortable  bird. 

That  broodest  o’er  the  troubled  sea  of  the  mind 
Till  it  is  hushed  and  smooth!  Oh  unconfined 
Restraint ! imprisoned  liberty ! great  key 

To  golden  palaces 

John  Keats  (1793-1821):  Endymion. 

But  first  a hush  of  peace — a soundless  calm  descends; 
The  struggle  of  distress  and  fierce  impatience  ends. 
Mute  music  soothes  my  breast — unuttered  harmony 
That  I could  never  dream 

Emily  Bronte  (1818-1848). 

O Moon,  O hide  thy  golden  light, 

0 night,  be  not  so  fair; 

0 ye  dear  stars,  shine  not  so  bright: 

1 would  for  sleep  prepare. 

Mine  eyes  are  closing  wearily 

That  watched  the  slow  day’s  flight. 

And  yet  there  is  no  rest  for  me 
In  this  enchanted  night. 

Maria  Jager:  Trans.  Grace  E.  Norton. 

1 have  lived  and  I have  loved; 

I have  waked  and  I have  slept; 

I have  sung  and  I have  danced; 

I have  smiled  and  I have  wept; 

I have  won  and  wasted  treasure; 

I have  had  my  fill  of  pleasure; 

And  all  these  things  were  weariness. 

And  some  of  them  were  dreariness. 

And  all  these  things  — but  two  things  — 

Were  emptiness  and  pain: 

And  Love,  it  was  the  best  of  them; 

And  Sleep,  worth  all  the  rest  of  them. 

Author  unknown:  "Vixi”. 

The  broad  seas  darken  slowly  in  the  west; 

The  wheeling  sea-birds  call  from  nest  to  nest; 

Draw  near  and  touch  me,  leaning  out  of  space, 

O happy  Sleep ! 

There  is  no  sorrow  hidden  or  confessed. 

There  is  no  passion  uttered  or  suppressed. 

Thou  canst  not  for  a little  while  efface; 

Enfold  me  in  thy  mystical  embrace. 

Thou  sovereign  gift  of  God,  most  sweet,  most  blest, 

O happy  Sleep ! 

Ada  Louise  Martin:  "Sleep”. 

H.  M.  Marvin,  M.D. 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


918 

THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist  • 

Director  of  Public  Relations  Administrative  Assistem 

160  St.  Ron  an  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2“083<S 

HOUSE  OF  DELEGATES  — CALL  FOR  SEMI-ANNUAL  MEETING 
The  Semi-Annual  Meeting  of  the  House  of  Delegates  of  the  Connecticut  State  Medical 
Society  will  be  held  at  the  New  Haven  Medical  Association,  364  Whitney  Avenue,  New 
Haven,  on  Thursday,  December  9,  commencing  at  4:00  o’clock  in  the  afternoon.  The  purpose 
of  this  meeting  is  to  pass  upon  the  Society’s  budget  for  1955  and  the  Council’s  recommenda- 
tions for  revision  of  the  by-laws  and  other  matters  that  may  be  presented. 

Members  of  the  House  will  be  the  guests  of  the  Society  at  a buffet  supper  following  the 
meeting. 

H.  M.  Marvin,  President 
Creighton  Barker,  Executive  Secretary 


Council  Meeting 

The  monthly  meeting  of  the  Council  was  held  at 
the  offices  of  the  Society  on  October  13,  1954.  The 
meeting  was  called  to  order  by  the  chairman  at  4:00 
p.  M.  There  were  present  in  addition  to  the  Chair- 
man Dr.  Danaher,  Drs.  Marvin,  Stringffield,  Couch, 
Barker,  Weld,  Murdock,  Gibson,  Feeney,  Fincke, 
Gallivan,  Ursone,  Tracy,  Russell,  Labensky,  Gens, 
Buckley,  Dwyer.  Absent:  Drs.  Gildersleeve,  Fla- 
herty, Ottenheimer,  Clarke,  Walker,  Archambault, 
Gilman. 

It  was  voted  that  the  Council  on  behalf  of  the 
Society,  approve  the  Survey  on  the  Care  of  the 
Cancer  Patient  in  Connecticut  being  undertaken  by 
the  Connecticut  Cancer  Society  and  cooperate  with 
this  survey. 

Action  taken  by  the  Board  of  Directors  of  Con- 
necticut Medical  Service  deferring  increasing  the 
number  of  members  of  the  Professional  Policy  Com- 
mittee of  Connecticut  Medical  Service,  as  w as  sug- 
gested by  the  Council,  was  presented.  The  reason 
for  the  delay  in  this  matter  is  to  aw  ait  the  report  of 
the  special  committee  (White  Committee)  of  the 
House  of  Delegates  that  is  studying  possible  changes 
in  the  CMS  contract  to  broaden  medical  (nonsurgi- 


cal)  coverage.  Voted  to  approve  the  action  of  the 
Board  of  Directors  of  Connecticut  Medical  Service 
and  postpone  making  any  nominations  of  additional 
members  of  the  Professional  Policy  Committee. 

It  WTts  reported  that  Dr.  Louis  P.  Hastings  had 
accepted  appointment  to  membership  on  the  Com- 
mittee on  Public  Health  replacing  Henry  Bunting, 
deceased. 

The  resignation  of  Dr.  Frederick  W.  Goodrich, 
New  London  from  the  Committee  on  Public  Health 
was  accepted  and  Dr.  Joseph  M.  Wool,  New  Lon- 
don w as  appointed  in  his  place. 

It  was  reported  that  Dr.  William  E.  Bloomer,  New 
Haven  had  agreed  to  become  the  chairman  of  the 
Committee  on  Student  Members,  and  had  conferred 
wdth  the  secretary  in  regard  to  the  activities  of  the 
committee. 

The  secretary  reported  concerning  developments 
relating  to  establishing  a course  in  the  economics  of 
medical  practice  and  related  subjects  in  the  Yale 
School  of  Medicine.  Good  progress  is  being  made  in 
this  project  and  an  elective  course  will  be  given  third 
and  fourth  year  students  of  the  medical  school  and 
all  students  of  the  school  of  public  health  during  the 
coming  year. 
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It  was  voted  that  the  Semi-Annual  Meeting  of  the 
House  of  Delegates  be  held  in  New  Haven  on 
Thursday,  December  9,  1954.  At  the  close  of  the 
House  of  Delegates  the  Connecticut  Branch  of  the 
President’s  Committee  on  Employment  of  the 
Physically  Handicapped  will  present  its  Citation  for 
Outstanding  Service. 

A resolution  ^\■as  presented  from  the  Public  Rela- 
tions Committee  to  the  effect  that  at  its  regular 
meeting  on  September  30,  the  committee  voted  that 
the  activities  of  the  American  Medical  Educational 
Eoundation  in  Connecticut  are  important  enough  to 
require  the  full  attention  of  an  independent  com- 
mittee, and  that  the  Public  Relations  Committee  is 
engaged  in  too  many  projects  to  devote  sufficient 
time  to  the  AMEE  affairs,  and  it  was  requested  that 
the  Council  consider  the  appointment  of  an  AMEE 
committee  with  budget  appropriation  for  its  activ- 
ities. It  was  voted  to  approve  this  proposal  from  the 
Committee  on  Public  Relations  and  that  William 
G.  H.  Dobbs,  Torrington,  continue  as  the  chairman 
of  this  new  AMEE  Committee  and  that  the  chair- 
man of  the  Council,  the  president  and  the  executive 
secretary  confer  with  Dr.  Dobbs  concerning  ap- 
pointments to  the  committee  with  power  to  act  in 
making  such  appointments. 

On  request  of  the  Committee  on  Public  Relations, 
it  was  voted  to  invite  Air.  William  A.  Richardson, 
associate  member  of  the  society,  to  become  an  asso- 
ciate member  of  the  Committee  on  Public  Relations. 

Dr,  Tracy  reported  for  the  Subcommittee  on 
Amendments  of  the  By-Laws  relating  to  member- 
ship on  the  Council  of  Alternate  Councilors,  Speaker 
of  the  House  and  Vice-Speaker  of  the  House  of 
Delegates.  The  proposals  made  by  Dr.  Tracy  were 
discussed  at  length  and  it  was  finally  voted  that  the 
subcommittee  with  the  cooperation  of  the  executive 
secretary,  prepare  amendments  to  the  By-laws: 

( 1 ) That  will  make  the  Alternate  Councilors,  the 
Speaker  and  Vice-Speaker  of  the  House  regular 
members  of  the  Council  with  full  voting  privileges; 

(2)  Change  the  quorum  requirements  from  the 
present  specifications  to  a quorum  consisting  of  the 
Councilors  or  Alternate  Councilors  from  four 
county  associations  and  four  other  members  of  the 
Council. 

Dr.  Gallivan  reported  for  the  Subcommittee  to 
Investigate  Retirement  Program  for  Employees  of 
the  Society.  The  report  stated  that  the  development 
of  a retirement  program  was  desirable  and  the  com- 
mittee requested  permission  to  contact  the  em- 


ployees of  the  Society  t<j  determine  their  wishes 
The  report  was  accepted  w ith  enthusiasm  and  the 
committee  was  directed  to  proceed  in  accordance 
with  its  request. 

A resolution  from  the  Committee  on  Medical 
Care  of  Veterans  asking  approval  of  the  Council  to 
a proposal  that  the  committee  invite  the  Commander 
of  the  A^eterans  of  Eoreign  Wars  in  Connecticut  and 
members  of  his  staff  to  meet  wdth  the  committee  for 
discussion  relating  to  the  medical  care  of  veterans. 
This  request  w'as  approved  with  the  provision  that 
the  chairman  of  the  Council  and  other  officers  of 
the  Society  be  invited  to  attend. 

It  w'as  voted  to  approve  the  customary  sponsorship 
of  the  Connecticut  Diabetes  Association  Detection 
and  Educational  Drive— November  14-20. 

A preliminary  report  on  the  1954  Clinical  Con- 
gress W’as  presented  by  the  secretary  and  there  was 
discussion  of  the  falling  off  of  attendance  at  the 
Congress.  The  request  of  the  program  committee 
of  the  Clinical  Congress  for  permission  to  distribute 
a referendum  questionnaire  to  all  members  of  the 
Society,  to  make  a survey  of  membership  opinion  in 
regard  to  the  Congress,  was  approved. 

Eorty-five  student  members  were  elected. 

Next  meeting  of  the  Council  will  be  held  Novem- 
ber 10,  1954. 

The  meeting  adjourned  at  6:00  p.  m. 

The  Council  Recommends  That  the  By-Laws 
of  the  Society  Be  Amended  as  Follows 

New  material  is  in  italics 

Article  VI,  Section  i,  Par.  4,  to  read: 

A Councilor  and  Alternate  Councilor,  who  shall 
serve  for  two  years,  shall  be  elected  at  the  annual 
meeting  of  each  of  the  county  associations  in  Hart- 
ford, Middlesex,  New’  London,  and  Windham  coun- 
ties in  the  odd  numbered  years. 

Article  A’^I,  Section  i.  Par.  5,  to  read: 

A Councilor  and  Alternate  Councilor,  who  shall 
serve  for  tw’o  years,  shall  be  elected  at  the  annual 
meeting  of  each  of  the  county  associations  in  Eair- 
field,  Litchfield,  New’  Haven,  and  Tolland  counties 
in  the  even  numbered  years. 

Article  VI,  Section  i.  Par.  6,  to  read: 

No  Councilor  or  Alternate  Councilor  elected  by  a 
county  association  shall  serve  more  than  three  suc- 
cesssive  terms  of  two  years  each,  but  after  a lapse  of 
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one  term  of  two  years,  such  Councilor  or  Alternate 
Councilor  may  be  eligible  for  re-election. 

Article  VI,  Section  i.  Par.  7,  to  read: 

Any  vacancy  in  the  office  of  Councilor  or  Alter- 
nate Councilor  shall  be  filled  by  the  county  associa- 
tion in  which  the  vacancy  occurs. 

Article  VI,  Section  2,  Par.  7,  delete  the  sentence: 
“.  . . and,  he  may  meet  with  the  Council, 

without  privilege  of  voting,  upon  invitation  of  the 
Chairman  of  the  Council,  for  the  purpose  of  discuss- 
ing procedure  in  the  House  of  Delegates.” 

Article  IX,  Section  i.  Par.  i,  to  read: 

The  Council  shall  consist  of  one  Councilor  and 
one  Alternate  Councilor  from  each  county  associa- 
tion, the  President,  the  President-Elect,  the  Execu- 
tive Secretary,  the  Treasurer,  the  Adanaging  Editor 
of  the  Journal,  the  Speaker  of  the  House  of  Dele- 
gates, the  Vice-Speaker  of  the  House  of  Delegates, 
the  Delegates  to  the  American  Medical  Association, 
any  member  of  the  American  Medical  Association, 
as  provided  in  Article  VII,  Section  1,  of  the  Con- 
stitution of  the  American  Medical  Association,  and 
a Councilor-at-large,  when  elected  by  the  House 
of  Delegates  as  provided  in  Paragraphs  2 and  3 of 
this  section.  Each  member  of  the  Council  shall  have 
one  vote. 

Article  IX,  Section  2,  Par.  i,  the  last  sentence  to 
read: 

“.  . . Eight  members  of  the  Council,  which 

shall  include  four  Councilors  or  Alternate  Coun- 
cilors elected  by  four  county  associations  and  four 
others,  shall  constitute  a quorum  for  the  transaction 
of  business. 

Article  IX,  Section  2,  Par.  2,  to  be  deleted  in  its 
entirety: 

“Each  of  the  Councilors  elected  from  county 
associations  shall  be  entitled  to  cast  two  votes  when 
actions  are  desired  by  the  Council,  and  each  of  the 
other  members  of  the  Council  shall  be  entitled  to 
one  vote.” 

Article  XI,  Section  i.  Par.  4,  to  read: 

The  dues  of  any  member  may  be  remitted  by  vote 
of  the  Council  on  recommendation  of  a county 
Councilor  or  Alternate  Comicilor. 

Student  Members 

Raymond  J.  Bagg,  Jr.,  Windsor 

New  York  Medical  College— Class  of  1958 

Pre-Med:  University  of  Connecticut 


Cedric  R.  Bainton,  Woodbridge 
Rochester  School  of  Medicine— Class  of  1957 
Pre-A4ed:  Oberlin  College 

Jaroslav  M.  Bandera,  Glastonbury 
University  of  Vermont— Class  of  1958 
Pre-Med:  University  of  Connecticut 

Peter  A.  Benson,  Uncasville 

Yale  University  School  of  Medicine— Class  of  1958 

Pre-Med:  Clark  University 

Robert  D.  Bolinder,  Jr.,  Meriden 

Tufts  College  Adedical  School— Class  of  1958 

Pre-Aded:  Tufts  College 

Walter  A.  Borden,  Hartford 
New  York  University  College  of  Adedicine— Class 
of  1958 

Pre-AIed:  Amherst  College 
Ben  Bursten,  New  Haven 

Yale  University  School  of  Adedicine— Class  of  1958 
Pre-Aded:  University  of  Vermont 

Anthony  J.  Calciano,  Bristol 
University  of  Adaryland— Class  of  1957 
Pre-Aded:  University  of  Vermont 

Roland  J.  Cavanaugh,  Waterbury 
New  York  Adedical  College— Class  of  1958 
Pre-Med:  Eairfield  University 

Harold  O.  Douglass,  Jr.,  Greenwich 
NYU-Bellevue  College  of  Medicine— Class  of  1958 
Pre-Med:  Yale  University 

Philip  R.  Eazzone,  Cheshire 

Yale  University  School  of  Adedicine— Class  of  1958 

Pre-Aded:  Yale  University 

Carol  L.  Eenton,  Stratford 

A^ale  Medical  School— Class  of  1958 

Pre-Med:  New  Jersey  College  for  Women 

Adichael  E.  Eishman,  New  Haven 

Yale  University  School  of  Adedicine— Class  of  1958 

Pre-Aded:  Yale  University 

Edward  E.  Fox,  Bridgeport 

New  York  Adedical  College— Class  of  1958 

Pre-Med:  Fairfield  University 

Theodore  H.  Johnson,  New  Britain 
Columbia  University,  College  of  Physicians  and 
Surgeons— Class  of  1958 
Pre-Aded:  Harvard  Universitv 

Jerome  Levy,  Portland 

Albany  Adedical  College— Class  of  1958 

Pre-Aded:  Wesleyan  University 
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Charles  I.  Lieberman,  New  Haven 
New  York  Medical  College— Class  of  195S 
Pre-AIed:  Vale  University 

Robert  N.  Margolis,  West  Hartford 
Tufts  College  Medical  School— Class  of  195S 
Pre-Med:  Harvard  University 

Roland  G.  Martineau,  Hartford 

Yale  University  School  of  iVledicine— Class  of  1958 

Pre-Med:  University  of  Connecticut 

Charles  D.  McCullough,  Fairfield 
New'  York  Medical  College— Class  of  1958 
Pre-Med:  Fairfield  University 

John  A.  Merritt,  Jr.,  Greenwich 

Yale  University  School  of  iVIedicine— Class  of  1958 

Pre-Med:  Dartmouth  College 

Lawrence  G.  Methot,  Moosup 
Georgetown  Medical  School— Class  of  1958 
Pre-Med:  Assumption  College 

Charles  Neave,  New  Canaan 
College  of  Physicians  and  Surgeons,  Columbia 
University— Class  of  1958 
Pre-Med:  Yale  University 

Avrum  lYl.  Novitch,  New  London 
New  York  iVIedical  College— Class  of  1958 
Pre-Med:  Yale  University 

Donato  A.  Palermino,  Hartford 

Tufts  College  Medical  School-Class  of  1958 

Pre-iVled:  Holy  Cross  College 

Edward  L.  Pendagast,  Jr.,  Bridgeport 
New  York  Medical  College-Class  of  1958 
Pre-Med:  Yale  University 

Charles  A.  Phillips,  New  Haven 

Yale  University  School  of  Medicine-Class  of  1958 

Pre-Med:  Yale  University 

Robert  N.  Pilon,  Hartford 

Tufts  College  Aiedical  School-Class  of  1958 

Pre-Med:  University  of  New  Hampshire 

David  B.  Propert,  West  Hartford 
Jefferson  Medical  College— Class  of  195^ 
Pre-Med:  University  of  Richmond 

James  P.  Roach,  Bridgeport 

New  York  Medical  College— Class  of  1958 

Pre-Med:  Fairfield  University 

Carmelo  G.  Russo,  Hartford 
Hahnemann  Medical  College— Class  of  195^ 
Pre-Med:  Trinity  College 


Joseph  A.  Russotto,  Thompsonville 
Georgetown  University  School  of  Medicine- 
Class  of  1958 

Pre-Med:  American  International  College 

Robert  H.  Sammis,  Stratford 

Tufts  College  Adedical  School— Class  of  1958 

Pre-Aded:  Bucknell  University 

Vincent  J.  Scavo,  West  Hartford 
NYU-Bellevue  College  of  Adedicine— Class  of  1958 
Pre-Aded:  University  of  Connecticut 

John  V.  Schiavone,  Waterbury 
Georgetown  University  Adedical  School— Class  of 
1958 

Pre-Aded:  Holy  Cross  College 

Herman  R.  Schoenwald,  Noroton 
Gorgetown  University  Adedical  School— Class  of 
‘959 

Pre-Aded:  Fordham  University 

John  F.  Summa,  Waterbury 

New  York  Adedical  College— Class  of  1958 

Pre-Aded:  Holy  Cross  College 

Daniel  R.  Sweedler,  Orange 

Yale  University  School  of  Adedicine— Class  of  1958 

Pre-AIed:  Yale  College 

Edward  J.  Tracey,  Westport 

New  York  Adedical  College— Class  of  1958 

Pre-Aded:  Yale  University 

Joseph  P.  Wierzbinski,  III,  Norwich 

Yale  University  School  of  Adedicine— Class  of  1958 

Pre-Med:  Yale  College 

Andrew  E.  Zembko,  New  Britain 

Tufts  College  Medical  School— Class  of  1958 

Pre-Aded:  Trinity  College 

Stanislaus  A.  Bartus,  Hartford 
St.  Louis  University  School  of  Adedicine— Class 
of  1958 

Pre-Aded:  Eairfield  University 

Eloyd  D.  Hamilton,  Simsbury 
Emory  University— Class  of  1958 
Pre-Med:  Emory  University 

Joseph  P.  Adacary,  Waterbury 
St.  I.ouis  University  School  of  Adedicine— Class 
of  1958 

Pre-Aded:  Eairfield  University 

Joseph  J.  Adichalka,  III,  Bridgeport 
St.  Louis  University  School  of  Adedicine— Class 
of  1958 

Pre-Aded:  University  of  Bridgeport 
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New  Members 

FAIRFIFXI)  COUNTY 

Daniel  H.  Adler,  Westport 
Martin  R.  Benjamin,  Stamford 
Walter  S.  Bousa,  Bridgeport 
Robert  S.  Cleaver,  Bridgeport 
Monroe  Coleman,  Stamford 
Eugene  H.  Corley,  Bridgeport 
Charles  A.  Crown,  New  Canaan 
Easzlo  Csovanyos,  South  Norwalk 
H enry  K.  Cudmore,  Fairfield 
Charles  P.  Curtis,  Jr.,  Fairfield 
Paul  W.  Dale,  Stamford 
Stephen  H.  Deschamps,  Bridgeport 
Robert  W.  Doering,  Bridgeport 
Joseph  Dugas,  Bridgeport 
Howard  S.  Eckels,  Bridgeport 
Jean  E.  Farrell,  Stamford 
James  R.  Fitzsimmons,  Stamford 
H.  David  Frank,  Bridegeport 
Marvin  Garrell,  Fairfield 
Fee  B.  Greene,  Bridgeport 
Robert  C.  Joy,  Danbury 
Anthony  Komninos,  Stamford 
Harold  W.  March,  Stamford 
John  J.  iMcGarry,  Darien 
James  I.  Porter,  Greenwich 
Floyd  G.  Robertson,  Greenwich 
Beatrice  Selvin,  Greenwich 
Gordon  C.  G.  Thomas,  Stamford 
William  iVl.  White,  New  Canaan 
Charles  R.  Williams,  Fairfield 
Roger  H.  Williams,  Danbury 
Henry  Zalichin,  Stamford 
Richard  F.  Zimmern,  Stamford 

NEW  LONDON  COUNTY 

Virginia  H.  Brown,  Niantic 
Francis  W.  Burke,  New  Fondon 
Charles  F.  Dyer,  New  Fondon 
Geoi'oe  iM.  Flanayan,  New  Fondon 
James  H.  Kelleher,  Norwich 
Archy  W.  Fewandrowski,  Groton 
Imogene  H.  Manning,  Norwich 
Edward  W.  iMiller,  Jr.,  Norwich 
Estelle  Siker,  New  Fondon 

I.ITCHFJELD  COUNTY 

John  C.  Polito,  Winsted 
Ma  rv  Ward,  Sharon 


MIDDLESEX  COUN'I  Y 

Donn  C.  Barton,  Middletown 
Julianna  F.  Burns,  Hadlyme 
Irwin  M.  Israel,  Colchester 
Anthony  N.  Fethin,  Jr.,  Middletown 
Arthur  D.  iVIcDowell,  Middletown 
William  J.  Sweeney,  III,  Middletown 


Meetings  Held  During  October 


October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

October 


1— Board  of  Directors  of  Connecticut 
Medical  Service 

6—  Committee  on  Hospitals 

7—  Committee  to  Study  CiMS  Payments 
for  Medical  (Non-Surgical)  Services 

7— Committee  on  Veterans  Medical  Care 

12—  Dental  Conference  Committee 

1 3—  Council 

14—  Subcommittee  on  Toxemia  in  Preg- 
nancy 

19—  Program  Committee  for  1955  Annual 
Meeting 

20—  Committee  on  Neonatal  iMortality 

21—  Committee  on  Hospitals 

2 1— Subcommittee  on  School  Health 

27— Budget  Committee 

27—  Committee  on  Industrial  Health 

28—  iVIedical  Advisory  Committee  to  Con- 
necticut Cancer  Society 


Former  Connecticut  Physicians  Honored 

Daniel  C.  Darrow,  a member  of  the  Connecticut 
State  Medical  Society  and  formerly  professor  of 
pediatrics  at  Yale  University  School  of  iVIedicine,  at 
the  invitation  of  the  French  Government  delivered 
a series  of  lectures  in  a symposium  on  potassium 
therapy  in  Paris  during  June  and  July. 

John  J.  iVIorton,  Jr.,  formerly  a member  of  the 
Connecticut  State  Medical  Society,  recently  re- 
ceived the  highest  award  of  the  Rochester  Academy 
of  Aledicine,  the  Albert  David  Kaiser  medal  for 
1954.  Dr.  Morton  served  as  surgeon  in  chief  at 
Strong  iVIemorial  Hospital,  Rochester,  New  York, 
from  1924  to  1953,  when  he  became  professor  of 
surgery,  emeritus,  and  acting  director  of  cancer 
research.  He  is  now  on  a government  mission  to 
Japan  to  aid  in  the  study  of  the  effects  of  atomic 
radiation. 


NOVEMBER,  NINETEEN  HUNDRED  AND  FIFTY  -FOUR 


MARTFORD  MEDICAl.  SOCIETY  SUiLDlMG 
WrSTCOTT  4 .MAPE5JWC.  ARCUiT&CTS  4 EWG1UEER5 


Hartford  Medical  Society  to  Have  New 
Home 

Ground  has  already  been  broken  for  the  new 
$350,000  home  of  the  Hartford  Medical  Society, 
scheduled  to  be  completed  in  June  1955.  The  pres- 
ent Hunt  iVIemorial  Building  has  long  been  con- 
sidered inadequate  in  size  for  the  growing  Society 
and  has  been  sold  to  the  Travelers  Insurance  Com- 
pany. For  51  years  after  the  Society  was  founded  in 
1846  meetings  were  held  in  homes  of  the  members 
until  through  the  generosity  of  Mirs.  Ebenezer  K. 
Hunt  the  present  building  was  dedicated  in  1898. 
At  that  time  the  membership  numbered  83;  now'  it 
is  rapidly  approaching  500. 

Dr.  Ebenezer  K.  Hunt  w as  a distinguished  oph- 
thalmologist and  a leader  in  his  profession  in  Hart- 
ford. Prominent  in  the  development  of  the  Hartford 
Hospital,  he  made  provisions  in  his  will  for  both 
the  Hospital  and  the  Society. 

The  new'  building,  also  to  be  called  the  Hunt 
Memorial,  wdll  be  fireproof,  of  steel  frame  and 
masonry  construction  with  brick  facing  and  lime- 
stone trim.  It  wdll  be  located  near  the  Hartford- West 
Hartford  line  on  the  southeast  corner  of  Albany 
Avenue  and  Scarborough  Street.  The  design  w ill  be 
modern  and  it  will  be  unique  in  that  it  wdll  have 
facilities  for  office  space,  library,  an  auditorium  and 


a residence.  The  auditorium  will  have  a seating^ 
capacity  of  250,  expendable  to  300,  and  wdll  occupy 
the  three  story  main  section  of  the  building.  Extend- 
ing outw'ard  from  the  main  building  will  be  two 
w ings  of  two  stories  each.  One  wdng  wdll  house  the 
library,  consisting  at  present  of  25,000  volumes  and 
180  different  journals  relating  to  medicine  and  allied 
sciences,  with  stock  room  space  for  60,000  volumes. 
The  other  w ing  wdll  contain  offices,  a lounge  and 
storage  area,  and  a basement  apartment  for  the  care- 
taker. Behind  the  building  will  be  a parking  space 
for  250  cars. 

In  addition  to  its  own  membership  the  Society 
has  made  possible  office  space  for  the  Hartford 
County  A'ledical  Association  ever  since  the  latter 
felt  the  need  for  such  over  twenty  years  ago.  The 
County  Association  and  the  Woman’s  Auxiliary  to 
the  County  Association  have  enjoyed  the  facilities 
of  the  Hunt  Afemorial  in  the  past  and  the  same 
policy  wdll  be  continued  in  the  new  building.  In 
view’  of  the  zoning  regulations  there  will  be  no 
provision  made  for  a telephone  exchange. 

Afiich  credit  is  due  the  building  committee  com- 
prising Thacher  W.  Worthen,  chairman,  Arthur 
B.  Eandry,  vice-chairman,  and  Charles  E.  Jacobson, 
secretary.  The  architects  are  Westcott  and  Alapes 
and  the  builders,  Gilbane  Building  Company  of 
Providence,  R.  1. 
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NEWS  FROM  WASHINGTON 


Dr.  Klumpp  New  Chairman  of  Medical 
Task  Force 

C^hauncey  McCormick  of  Chicago,  chairman  of 
the  Hoover  Commission  Medical  Task  Force,  died 
early  in  September  while  on  a vacation  in  Maine. 
Herbert  Hoover  has  appointed  a member  of  the 
(Tnnectictit  State  Medical  Society  to  fill  Mr.  Mc- 
Cormick’s place,  Theodore  Klumpp,  president  of 
VVinthrop-Stearns.  The  group  has  been  studying  the 
vast  medical  setup  of  the  federal  government  with  a 
view  to  proposing  changes  to  the  full  commission. 
Dr.  Kltimpp’s  appointment  further  cements  liaison 
with  the  Commission  on  Intergovernmental  Rela- 
tions, since  he  also  is  a member  of  that  group’s 
health  advisory  committee. 

Defense  Department  Expects  Scholarship 
Bill  Passage  Next  Year 

Enactment  of  a military  medical  scholarship  pro- 
gram “is  anticipated  during  the  next  session  of 
Congress,”  according  to  the  annual  report  of  Dr. 
Frank  B.  Berry,  Assistant  Secretary  of  Defense 
(health  and  medical).  Under  the  plan  students  would 
be  required  to  serve  one  year  as  physicians  in  the 
Armed  Services  for  each  scholarship  year.  Because 
obligated  draft  service  also  would  be  counted  as 
scholarship  pay-olT  time,  a minimum  of  three  years’ 
active  duty  would  l)e  required  of  scholarship  re- 
cipients. 

Other  points  in  the  report:  The  Budget  Bureau 
had  numerous  objections  to  the  department’s  de- 
pendent care  bill,  but  they  were  “resolved”  before 
its  introduction;  a directive  already  has  been  pre- 
pared to  implement  the  bill  if  it  is  passed.  No  argu- 
ment is  made  for  continuation  of  the  Doctor  Draft, 
due  to  expire  next  July  1;  the  report  confirms  that 
by  last  July  i the  ratio  of  physicians  to  troops  was 
down  to  3 per  thousand,  the  maximum  set  by 
Secretary  Wilson.  Some  difficulties  and  disappoint- 
ments are  anticipated  in  the  induction  of  non- 
veteran physicians  completing  their  internships,  the 
group  that  will  supply  virtually  all  the  military 
medical  needs  when  the  doctor  draft  ends;  a poll 
b'V'^  the  Department  shows  that  50  per  cent  want 


their  deferments  continued  to  allow  time  for  addi- 
tional training,  but  “in  reality  it  will  be  possible  to 
defer  only  about  10  per  cent.” 

Physician  Shortage  Forcing  Navy  to  Use 
Civilians 

Due  to  shortage  of  uniformed  medical  officers. 
Secretary  of  Navy  has  authorized  utilization  of 
civilian  doctors.  For  time  being  at  least  they  will  be 
used  only  at  Navy  and  Marine  Corps  industrial 
activities,  such  as  navy  yards,  gun  factories,  etc. 
They  may  be  hired  on  full-time  Civil  Service  status, 
or  as  per  diem  consultants,  or  on  fee-for-service 
basis.  Army  and  Air  Force  have  engaged  civilian 
physicians  for  some  time  past  but  this  marks  Navy’s 
first  adoption  of  this  expedient  on  a large  scale. 

Fee  schedule:  For  regular  station  or  sick  call,  five 
patients  or  fewer,  $15;  for  each  patient  in  excess  of 
five,  $3.  For  any  one  visit,  compensation  shall  not 
exceed  $50,  regardless  of  number  of  patients  seen. 
If  a repeat  visit  is  necessary  on  same  day,  fee  will 
not  exceed  $5.  For  emergncy  surgery  or  other  extra- 
ordinary services,  payment  will  be  compatible  with 
prevailing  rates  of  the  area. 

VA’s  Prescription  Policy  "Clarified”  by 
Dr.  Boone 

In  some  sections  of  country,  druggists  have  been 
complaining  that  they’ve  been  getting  too  little 
prescription  business  in  the  “home  town”  pharmacy 
program.  So  Dr.  Joel  T.  Boone,  VA’s  chief  medical 
director,  has  issued  a “clarifying”  memorandum 
for  guidance  of  private  physicians  performing  out- 
patient services  for  veterans  on  a fee  basis.  It  alters 
no  policy  but,  rather,  states  in  general  the  circum- 
stances under  which  prescriptions  should  be  filled 
at  a VA  pharmacy  and  when  they  may  be  sent  to  a 
private  drug  store.  Purpose  of  Boone  directive  was 
to  placate  the  complainants;  but  net  result  may  be  a 
reduction  in  “home  town”  pharmacy  volume,  since 
memorandum  stresses  that  VA  facilities  should  be 
“utilized  to  the  extent  possible,  consistent  with  the 
needs  and  best  interests  of  patients  and  the  govern- 
ment.” 


N E S V ROM  A S I I I N G I'  O N 


AFL  Set  to  Battle  Anew  for  Health 
Legislation 

Concluding  its  convention  recently  in  Los  An- 
geles, American  Federation  of  Labor  put  emphatic 
reaffirmation  to  its  health  legislation  platform.  It 
ao'ain  indorsed  compulsory  national  health  insurance 
as  “the  surest  protection  against  the  socialization  of 
medicine  in  this  country.”  But  it  is  not  a case  of  “ail 
or  nothing  at  all,”  said  AFL,  which  recommended 
such  interim  measures  as  effective  implementation 
of  Flill-Burton  hospital  expansion;  Federal  mortgage 
loan  insurance  to  promote  construction  of  prepay- 
ment, group  practice  clinics;  subsidies  for  profes- 
sional education  in  health  sciences;  greater  financial 
aid  to  state  and  local  public  health  units,  and  im- 
provement of  facilities  for  care  of  mentally  ill. 

The  labor  convention  rejected  President  Eisen- 
hower’s reinsurance  plan.  But  on  the  speaker’s  plat- 
form HEW  Under  Secretary  Nelson  A.  Rocke- 
feller received  a cordial  reception  wdaen  he  reviewed 
the  Administration’s  national  health  aims.  Delegates 
like  his  conciliatory  theme:  “Somewhere  between 
the  extremes  of  ‘do  everything’  and  ‘do  nothing’  is 
the  middle  way  for  which  we  must  strive.” 


Clinical  Session  Aimed  at  Alleviating 
Everyday  Medical  Problems 

Easier  solution  of  medical  problems  that  the 
family  doctor  encounters  is  the  general  aim  of  the 
American  Medical  Association’s  clinical  meeting  in 
Miami,  November  29  through  December  2. 

More  than  100  physicians  will  present  scientific 
papers  or  participate  in  panel  discussions  during  the 
meeting,  directed  toward  alleviating  the  everyday 
medical  problems  of  the  physician. 

The  meetings  in  Miami’s  Dinner  Key  Auditorium 
and  the  McAllister  Hotel  are  expected  to  be  at- 
tended by  more  than  3,000  physicians  from  through- 
out the  nation. 

Dr.  Thomas  G.  Hull,  secretary  of  the  AMA’s 
Council  on  Scientific  Assembly,  said  “we  have  at- 
tempted to  arrange  a program  of  broad  general 
interest  rather  than  one  showing  merely  the  results 
of  investigation  or  experimentation.  While  various 
specialties  are  represented  at  the  meeting,  such  as 
medicine,  surgery  and  obstetrics,  the  program  is 
not  for  the  specialist  in  these  fields,  but  rather  for 
I the  general  practitioner  who  also  must  wmrk  in  these 
areas.” 
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The  lecture  programs  will  include  subjects  of 
broad  interest  in  medicine,  surgery,  pediatrics, 
neuropsychiatry,  obstetrics  and  gynecology. 

Outstanding  medical  authorities  also  will  partici- 
pate in  the  scientific  exhibit  where  more  than  Ho 
displays  wdll  be  presented. 

Leading  surgeons  and  obstetricians  will  be  avail- 
able at  the  scientific  exhibit  for  conferences  wfith 
individual  doctors  on  problems  in  fractures  and 
deliveries.  Doctors  are  invited  to  bring  x-rays  of 
fracture  cases  they  wish  to  discuss.  The  obstetrical 
section  will  include  manikin  demonstrations  of  de- 
liveries. 

Another  section  of  the  meeting,  the  technical 
exhibit,  wall  have  more  than  130  drug,  medical 
equipment  and  pharmaceutical  manufacturers,  food 
processors,  medical  book  publishers  and  other  com- 
mercial organizations  participating. 

iMotion  pictures  wall  be  shown  continuously  dur- 
ing the  meeting  and  a special  filming  will  be  pre- 
sented on  Tuesday  evening,  November  30,  in  the 
AIcAl lister  Hotel.  This  will  be  the  premiere  show- 
ing of  tAvo  outstanding  films— “Lung  Cancer:  The 
Problems  of  Early  Diagnosis,”  sponsored  by  the 
American  Cancer  Society,  and  “Differential  Diag- 
nosis of  the  Arthritides”  by  Dr.  William  B.  Rawls, 
New  York. 

Closed-circuit  color  television  again  will  be  shown 
to  doctors  attending  the  clinical  session  through 
the  sponsorship  of  Smith,  Kline  and  Erench  Lab- 
oratories. Programs  originating  from  Adiami’s  Jack- 
son  Memorial  Hospital  will  be  brought  directly 
into  the  lecture  hall. 

The  House  of  Delegates,  the  policy-making  body 
of  the  AMA,  wall  hold  its  sessions  in  the  AdcAllister 
Hotel. 

Dr.  Mulholland  Coming  to  New  Haven 

Dr.  Henry  B.  Aiulholland,  assistant  dean  and  pro- 
fessor of  internal  medicine  at  the  University  of 
Virginia  Adedical  School,  wall  address  the  New 
Haven  Medical  Association  on  Wednesday,  Novem- 
ber 17  at  8:45  p.  M.  in  the  Association  auditorium  at 
364  Whitney  Avenue.  He  will  speak  on  diabetes  and 
discuss  the  new'  Lente  Insulin. 

Ii)r.  Adulholland  is  president  of  the  American 
Diabetes  Association  and  w ill  be  the  guest  of  the 
Connecticut  Diabetes  Association.  His  visit  here 
will  inauo'urate  the  annual  Diabetes  Detection  Drive 

D 

to  be  held  during  Diabetes  Week,  November  14-20. 
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GOALS  FOR  MEDICAL  EDUCATION 


The  goal  of  the  American  Medical  Education  Foundation’s 
1954  campaign  is  two  million  dollars. 

The  National  Fund  for  Medical  Education  plans  to  raise  eight  million 
dollars  for  our  medical  schools  from  industry  and  other  corporate 
groups. 

Never  before  has  medical  education  been  so  widely  supported  — and 
never  before  has  the  leadership  of  physicians  been  so  vitally  needed 
by  our  medical  schools.  If  you  haven’t  contributed  to  the  1954  cam- 
paign, you  may  obtain  a contribution  card  by  using  the  coupon  on 
this  page. 


Needs  Your  Help 


H.  M.  Marvin,  m.d.,  President 
Connecticut  State  Medical  Society 
160  St.  Ronan  Street 
New  Haven  11,  Connecticut 

Please  send  a contribution  card  and  information  con- 
cerning the  American  Medical  Education  Foundation. 

Name  


Office  Address 


PUBLIC  RELATIONS 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 


U^illiani  G.  H.  Dobbs,  Torringron 
Chamuan 

Harold  A.  Bergendahl,  Norwich 


Burdette  J.  Buck,  Hartford 
James  C.  Canniff,  T'orrington 
iVIorris  A.  Hankin,  New  Haven 


Harry  C.  Knigbt,  Middletown 
Janies  H.  Root,  Jr.,  Waterbury 
Alfred  J.  Sette,  Stamford 


First  Aid  Charts  In  High  Demand 

The  first  aid  charts  published  by  the  Society  in 
cooperation  with  the  Woman’s  Auxiliary  have  met 
with  a high  degree  of  public  acceptance. 

More  than  5,000  copies  were  distributed  at  15 
country  fair  health  exhibits  and  ten  thousand 
copies  were  distributed  at  the  Fairfield  County 
Medical  Association’s  exhibit  at  the  Danbury  Fair. 
Several  hundred  requests  were  received  following 
one  of  the  Society’s  recent  television  programs  dur- 
ing which  the  chart  was  shown  and  a number  of 
local  health  officers  have  requested  copies  for  dis- 
tribution in  their  communities.  Several  thousand 
copies  also  have  been  requested  for  distribution  to 
industrial  plants  by  the  Department  of  Industrial 
Hygiene  of  the  State  Department  of  Health. 

Five  National  TV  Programs  In  30  Days 

October  was  TV  month  for  medicine,  with  five 
national  network  programs  bringing  news  of  medi- 
cal progress  and  dramatizations  to  millions  of  tele- 
vision view-ers. 

All  of  the  programs  were  televised  over  the  net- 
work of  the  National  Broadcasting  Company,  start- 
ing with  the  story  of  Hippocrates  on  the  Hallmark 
Hall  of  Fame,  Sunday  afternoon,  October  10.  The 
following  evening  the  nationwide  audience  of 
“Medic,”  the  three  time  monthly  presentation  of 
the  Dow  Chemical  Company,  witnessed  another 
strong  dramatization  in  this  popular  series.  The 
series  is  endorsed  by  the  Los  Angeles  County  Medi- 
cal Association  and  two  more  of  its  programs  were 
presented  on  successive  Monday  evenings  during 
October. 

On  Sunday  afternoon,  October  31,  medical  TV 
was  again  on  the  air  with  the  first  fall  program  in  the 
March  of  Medicine  series,  sponsored  by  Smith, 
Kline  and  French  Laboratories  in  cooperation  with 
the  American  Medical  Association.  The  program 
dramatically  presented  progress  in  research  in  the 
treatment  of  mental  illness. 


County  Associations  and  Auxiliary  Planning 
Radio  Health  Series 

Health  broadcasts  from  the  studios  of  local  radio 
stations  are  being  considered  by  the  public  relations 
committees  of  two  county  medical  associations  in 
cooperation  with  local  chapters  of  the  Woman’s 
Auxiliary. 

In  Litchfield  County  a series  of  transcribed  pro- 
grams furnished  by  the  Bureau  of  Health  Education 
of  the  American  Medical  Association  is  now  being 
reviewed  to  select  a suitable  program.  The  series  is 
being  planned  for  one  15  minute  broadcast  each 
week  for  1 3 weeks,  at  which  time  a new  series  will 
be  aired.  iMrs.  Daniel  P.  Samson,  Thomaston,  is 
chairman  of  the  Auxiliary  radio  committee,  while 
the  Litchfield  County  Medical  Association  is  repre- 
sented by  Dr.  James  C.  Canniflf,  Torrington,  chair- 
man of  the  Association’s  public  relations  committee. 

A similar  radio  series  is  being  considered  by  the 
Middlesex  County  Medical  Association  and  a com- 
mittee of  the  Woman’s  Auxiliary  headed  bv  Mrs. 
Willard  E.  Buckley,  of  Middletown. 

Country  Fair  Project  Completed 

October  10  marked  the  termination  of  the  1954 
country  fair  project  sponsored  by  the  Society’s 
Committee  on  Rural  Health  and  the  Woman’s 
Auxiliary,  in  cooperation  with  Connecticut  Medical 
Service. 

Exhibits  were  displayed  at  1 5 fairs  by  committees 
of  the  local  chapters  of  the  Auxiliary  from  August 
30  through  October  10.  This  represented  the  largest 
number  of  fairs  to  be  included  in  the  project  since 
it  was  inaugurated  four  yeai's  ago. 

Thousands  of  copies  of  health  publications, 
ranging  from  first-aid  charts  to  pamphlets  on  emer- 
gency medical  call  plans,  modern  drugs,  voluntary 
health  insurance  and  how  to  select  family  physician 
were  distributed  to  patrons  of  the  fairs  by  committee 
members. 
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Leaders  of  the  project  in  the  various  counties 
were:  i\4rs.  John  A.  Bucciarelli,  New  Canaan,  Fair- 
field  County;  Adrs.  W.  Holbrook  Lowell,  Jr.,  Weth- 
ersfield, Hartford  County;  A4rs.  Daniel  P.  Samson, 
Thoniaston,  Litchfield  County;  A4rs.  Willard  E. 
Buckley,  Adiddletown,  Adiddlesex  County;  A4rs. 
Joseph  J.  Alahoney,  Norwich  and  A4rs.  Julian  G. 
Ely,  Lyme,  New  London  County;  A4rs.  Barnett  P. 
Freedman,  New  Haven,  New  Haven  County;  A4rs. 
Angelo  J.  Gulino,  Plainfield,  Windham  County;  and 
Airs.  Alfred  Schiavetti,  Stafford  Springs,  Tolland 
County. 

THE  DOCTOR’S  OFFICE 

Robert  T.  Barry,  m.i>.  announces  the  opening  of 
an  office  for  the  practice  of  general  surgery  at  137 
Jefferson  Street,  Hartford. 

Lawrence  S.  Carlton,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  general  medicine  at 
Dyer  Avenue,  Collinsville. 

Joseph  C.  Cullina,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  pediatrics  at  1013  Farm- 
ington Avenue,  West  Hartford. 

Joseph  Fraknoi,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  general  surgery  at  37 
North  A4ain  Street,  Aderiden. 

T.  A.  Adunson,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  psychiatry  at  279  Farming- 
ton  Avenue,  Hartford. 

Douglas  J.  Roberts,  m.d.,  Ralph  T.  Ogden,  m.d., 
Wendell  C.  Hall,  m.d.,  C.  Leonard  Smith,  m.d., 
William  A.  Goodrich,  m.d.  and  John  H.  Woodruff, 
M.D.  announce  the  opening  of  another  office  for  the 
practice  of  general  radiology  at  1005-F  Farmington 
Avenue  Plaza,  West  Hartford. 

Niel  Russo,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  general  medicine  and  sur- 
gery at  High  Street,  Thomaston. 

William  L.  Saunders,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  general  medicine  at 
12  Adayflower  Street,  Elmwood. 

Edward  R.  Smith,  m.d.  announces  the  removal  of 
his  office  for  the  practice  of  surgery  to  543  West 
Adain  Street,  Aderiden. 


LETTERS 

TO  THE 

EDITOR 

August  25,  1954 

To  the  Editor: 

In  the  July  issue  of  the  Connectfcut  State  A4edi- 
CAL  Journal,  was  an  evocative  article  on  words  and 
their  roots  taken  from  early  Greek  and  Latin. 

The  writer,  the  current  President  of  the  Associa- 
tion, suggests  their  study  as  a diversion  and  by-line 
in  the  nature  of  a collector’s  item.  This  point  is  well 
taken  and  serves  as  an  inspiration  to  recount  some 
periods  of  my  homework  on  kindred  subjects. 

While  history  does  not  always  repeat  itself,  his- 
torical situations  do  recur,  and  directly  useful  lessons 
can  be  learned  from  the  past. 

Going  back  to  the  Greeks  for  words  and  deeds, 
we  find  Hippocrates,  the  Father  of  Adedicine,  a 
beacon  light  showing  that  every  illness  has  a natural 
cause,  yet  without  the  use  of  basic  science  he  formu- 
lated sensible  rules  of  diet  and  hygiene. 

In  that  era  was  a dramatist  Sophocles,  who  drew 
up  a king’s  size  Oedipus  complex  from  a pack  of 
fates  and  gave  it  such  human  understanding  that  it 
has  survived  the  ages.  It  made  considerable  impres- 
sion on  Freud  and  even  modern  playwrights  suc- 
cumb to  its  tragic  features  and  put  it  alongside  the 
Shakespeare  revivals. 

A few  centuries  later  Plutarch,  another  Greek, 
writing  in  Rome  about  their  politics  and  night  life, 
built  the  foundation  for  the  current  cinema  “Julius 
Caesar.’’  Shakespeare  took  over  this  framework  and 
by  adding  here  and  there  an  ornate  bit  of  frieze  and 
facade,  he  left  an  imposing  temple. 

In  the  first  act  he  had  Casca  observe  the  psychol- 
ogy of  an  unruly  mob  in  the  public  square.  They 
milled  about  the  Dictator  protesting  his  reluctance 
to  accept  the  crown.  To  quote,  “and  still  as  he 
refused  it,  the  rabble  shouted  and  clapped  their 
chopped  hands  and  threw  up  their  sweaty  night 
caps,  and  uttered  such  a deal  of  stinking  breath,  that 
it  almost  choked  Caesar  . . . for  he  fell  down 

at  it,  foamed  at  the  mouth  and  was  speechless.” 

A perfect  trigger  mechanism  of  excitement  and 
smells  to  set  off  a convulsive  seizure.  The  first  aid 
care  has  not  changed  much.  The  lictor  pried  open 
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his  mouth  and  pushed  the  sleeve  of  his  toga  therein. 
\\’hen  the  spasm  subsided,  they  put  him  on  a litter 
and  carried  him  to  his  villa. 

Flying  over  the  dark  centuries  to  an  era  of  the 
mid  1 6th  century,  a galaxy  of  genius  appeared  on 
the  horizon. 

Andre  \Asalius,  teaching  anatomy  at  Padua,  left 
superb  charts  with  a permanence  in  black  and  white 
for  the  medical  libraries.  In  some  of  which,  in  a 
semi-circle  of  a rotunda,  grave  and  bearded  faces 
look  down  in  the  arena  at  a mould  of  reality. 

The  dissections  are  open  and  unerring  on  the 
marble  slab.  Nearby  a timely  artist  catches  the  struc- 
tures to  scale,  the  symmetry  of  muscles,  the  shining 
capsule  of  a joint  and  the  blood  vessels  without 
modern  dyes.  A tableau  of  homo  sapiens  in  finalty 
is  depicted  for  the  new  era. 

The  orio'inal  ^vood  cuts  in  the  vaults  at  Munich 
during  the  last  war  w ere  destroyed,  yet  the  records 
endure. 

Ambrose  Pare,  a surgeon  to  the  King  of  France, 
fearful  of  branding  his  august  majesty  w ith  a glow- 
ing iron  point  in  case  of  a bleeding  vessel,  devised 
the  ligature.  He  also  contrived  other  surgical  meth- 
ods as  the  podalic  version,  but  many  of  his  view's 
and  cures  lay  dormant  for  over  two  hundred  years. 

With  the  stimulus  of  Padua  in  his  mind,  William 
Harvey  returned  to  London  with  well  grounded 
hopes  to  verify  the  circulation  of  the  blood.  Alaking 
his  rounds  on  horseback,  followed  by  his  haut  boy 
as  a retriever,  his  dark  furtive  eyes  searched  the 
smelly  alleys  and  by-w'ays  for  any  stray  flesh  or 
fowl. 

He  tied  and  cut  their  arteries  and  veins,  noting 
the  pressure  and  flow  before  and  after.  One  day  he 
hung  a sheep  and  drained  the  blood  to  determine 
that  the  total  volume  must  of  necessity  be  used  over 
and  over  again.  After  a time  he  w-as  convinced  there 
was  a continuous,  rhythmic  output  and  return.  The 
missing  link  of  the  capillary  bed  w as  later  revealed 
with  the  microscope. 

It  is  interesting  to  speculate  that  a playwright  and 
scholar  may  have  discussed  this  symbolic  medium 
over  flagons  of  ale  at  the  “Mermaid  Tavern.” 

The  ghost  in  Hamlet  moans  that  the  poison  stilled 
in  his  ears  “holds  such  enmity  wdth  blood  of  man, 
that  swift  as  quicksilver  it  courses  through  the 
natural  gates  and  alleys  of  the  body.” 

Harvey  was  at  the  head  of  his  subject  in  the  year 
of  Shakespeare’s  death. 


There  are  many  gaps  and  missing  parts  of  the 
record  of  London  during  this  era.  Perhaps  much  of 
it  was  destroyed  in  the  great  fire  of  1666,  wTich 
luckily  marked  the  end  of  heavy  epidemics  of  the 
plague,  and  noted  a record  of  the  first  transfusion 
of  blood.  The  perfection  of  the  latter  is  within 
recent  memory.  It  all  makes  a desire  to  smell  out  old 
manuscripts  and  be  slightly  touched  with  collectors’ 
mania. 

There  wdll  aKvays  be  a lesser  group,  however, 
w'ho  wdll  avow^  that  Shakespeare’s  work  w'as  a myth, 
or  say  “How'  do  you  know  that  Anne  Hatheway 
beguiled  a young  artist  in  that  thatched  roof  cot- 
tage?” Well,  Ben  Johnson  set  things  down  and  he 
W'as  there. 

The  tragedy  of  “iVIacbeth”  written  nearly  a quar- 
ter of  a century  after  early  Stratford  days  depicts 
considerable  psychosomatic  medicine,  more  so  in 
the  leading  characters  than  that  expressed  by  the 
two  doctors  in  the  cast. 

Early  in  the  play  we  find  apt  quotations  to  repre- 
sent these  days  of  stolen  cars  and  pay  roll  bandits. 
Macbeth  planned  with  his  henchman  to  do  in  Ban- 
quo,  who  appeared  to  stand  in  his  w^ay  towards 
pow'er.  The  first  thug  said  in  effect.  Act  I,  Sc.  3,  “I 
am  one,  chief,  whom  the  vile  blows  and  buffets  of 
the  world  have  so  incensed  that  I am  reckless  what 
I do  to  spite  the  world.”  The  second  parolee  said, 
“And  I another  so  weary  with  disasters  tugged  with 
fortune  that  I would  set  my  life  on  any  chance  to 
mend  it  or  be  rid  of  it.”  The  deal  w^ent  through  as 
Banquo  w^as  rubbed  out  with  the  darkness. 

After  three  centuries  there  is  a difference  in  the 
outlook  of  violence.  Now  the  situation  is  worse  and 
more  prevalent,  but  without  choice  of  a whipping 
post.  Afodern  thought  has  taken  care  of  that,  but 
appears  to  be  in  a dilemma  for  a substitute  method 
of  reform.  A large  scale  study  with  long  distant 
vision  and  plenty  of  hope  seems  desirable  to  effect 
protection. 

There  is  considerable  rew^ard  and  satisfaction  in 
brushing  aside  cobwebs  of  antiquity  to  note  the 
struggle  and  fortitude  of  the  pioneers  to  bring  new^ 
constructive  ideas  into  the  open.  For  abstract 
imagery  it  may  help  to  be  in  accord  with  the  old 
lady  w ho  said  she  liked  “Hamlet”  because  it  con- 
tained so  many  quotations. 

Then  again  we  have  the  footnotes  and  substance 
between  the  lines,  which  are  readily  soluble  in  the 
matrix  of  ten  billion  cortical  cells. 

T.  J.  O’Donnell,  xi.d. 
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Health  Exhibits  of  the  Fairfield  County  Medical  Association  Proves  One  of  Most  Popular 

Attractions  at  Danbury  Fair 


Dr.  Howard  A.  Felding,  Stamford,  is  shown  in 
this  picture  inspecting  the  Fairfield  County  Medical 
Association’s  health  exhibit  prior  to  openings  of  the 
gates  for  another  busy  day  at  the  Danbury  Fair. 
Several  physicians  from  a 2 1 member  committee 
arrived  later  to  help  answer  the  inquiries  of  the  large 
number  of  visitors. 

The  exhibit  proved  to  be  one  of  the  most  popular 
at  the  fair  and  v as  attended  by  thousands  of  the 
more  than  153,000  persons  who  visited  the  nine  day 
event,  October  2-10.  Approximately  18,000  first-aid 
charts  and  emergency  call  plan  leaflets  were  dis- 
tributed to  patrons. 

The  exhibit  was  a project  of  the  Association’s 
Public  Relations  Committee,  under  the  chairman- 
ship of  Dr.  Alfred  J.  Sette,  Stamford.  The  scientific 
section  of  the  display  was  obtained  from  the  Ameri- 


can Medical  Association’s  Bureau  of  Exhibits. 

iVIembers  of  the  Woman’s  Auxiliary  to  the  Asso- 
ciation assisted  in  managing  the  exhibit  through  a 
committee  headed  by  Airs.  John  A.  Bucciarelli,  New 
Canaan. 

Physicians  who  served  on  the  Association’s  com- 
mittee were:  George  Mandl,  Bethel;  M.  David 
Deren,  George  K.  Pratt,  Bridgeport;  Leonard  A. 
Howard,  Cos  Cob;  Roger  P.  Castro,  Victor  A. 
Aiachcinski,  William  A.  Stinton,  Henry  N.  Blans- 
field,  Isadore  L.  Amos,  Dean  H.  Edson,  Erank  M.  j 
Goldys,  Robert  C.  Joy,  Charles  K.  Hamilton,  Sera-  | 
fino  Genovese,  Danbury;  Frederick  W.  Finn, 
Greenwich;  Francis  B.  Woodford,  Edward  J.  Wag- 
ner, Ridgefield;  D.  Olan  Aieeker,  Riverside;  Howard  1 
A.  Eelding,  Alfred  J.  Sette,  Stamford;  Harry  A.  i 
Bradley,  Jr.,  South  Norwalk.  I 
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Ponieranz  and  Kirschner  (N.  Y.  State  Jour.  Med., 
54: 13)  sound  a Marning  that  physicians  must  be  on 
their  ouard  against  sulfasuxidine  sensitivity.  Sufa- 
thiasole,  the  active  principle  of  the  relatively  in- 
soluble sulfonamides,  is  the  agent  responsible  for 
these  reactions.  They  suggest  the  importance  of 
obtaining  a history'  of  sulfonamide  allergy  prior  to 
the  administration  of  either  sulfasuxidine  or  sulfa- 
thalidine.  The  six  cases  on  w hich  their  study  was 
based  showed  immediate  reactions  in  three  and 
delayed  reactions  in  the  other  three  cases.  These 
cases  deyeloped  high  temperatures,  skin  rashes,  and 
a blood  count  that  was  normal  with  a shift  in  the 
ditferential  count,  so  that  the  polymorphonuclear 
leukocytes  sometimes  ranged  to  91  per  cent  and 
the  nonsegmented  (band)  forms  up  to  37  per  cent. 
Symptoms  were  sometimes  delayed  as  long  as  seven 
days. 

* * * * 

“The  Modern  Chemotherapy  of  Infectious 
Diseases;  Implications  and  Significance”  is  a study 
of  a similar  nature  (Dis.  of  Chest,  XXVI;  i).  Feld- 
man, the  author,  makes  a plea  against  the  indiscrim- 
inate use  of  medicinals,  all  of  which  have  potential 
toxicity.  The  substantial  value  of  modern  thera- 
peutic agents  is  recognized.  Flow’ever,  there  is  a 
hazard  attached  to  them  all;  and  this  is  particularly 
true  of  agents  having  a broad  antibacterial  spectrum 
and  in  those  situations  wdiere  chemotherapy  is 
continued  for  a prolonged  period.  Vigilance  is  a 
continuing  responsibility  if  patients  are  to  have 
reasonable  assurance  of  their  safety.  The  site  of 
prediliction  for  toxic  effects  include  some  of  the 
most  vital  organs  of  the  body,  and  that  toxic  impact 
in  some  instances  may  be  violent  and  even  catas- 
trophic in  nature. 

* * * * 

“Painless  Myocardial  Infarction;  A Review'  of 
the  Literature  and  Analysis  of  220  Cases”  calls 
attention  to  a cardiac  situation  too  often  overlooked 
(Roseman,  Ann.  hit.  Med.,  41:1)  - “When  infarction 
supervenes  in  a case  wdth  pre-existing  signs  and 
symptoms  of  heart  failure,  the  picture  is  less  dis- 
tinctive. Pain  is  not  a prominent  symptom;  it  is 
either  absent  or  quite  overshadow'ed  by  dyspnea.  A 
sudden  exacerbation  of  signs  of  failure  may  be  the 


only  evidence  of  cardiac  infarction”  (Parkinson 
and  Bedford,  1928).  In  the  author’s  series  of  220 
cases,  2.3  per  cent  had  painless  infarcts.  Of  these 
( ro  cases)  only  five  had  reliable  histories.  The  com- 
mon symptom  in  painless  myocardial  infarction  w'as 
dyspnea.  The  conclusion  is  that,  while  painless 
myocardial  infarction  does  occur,  its  incidence  is 
extremely  low. 

.il,  ^ M,  M, 

•JV'  *7r  ^ W 

The  employment  of  patients  with  coronary  artery 
disease  must  take  into  account  the  return  to  work 
(Kaufman  and  Becker,  Ann.  hit.  Aled.  41:  0-  The 
principal  risks  that  the  employer  takes  are:  (i)  pos- 
sible danger  to  property  in  the  event  of  a sudden 
cardiac  emergency;  (2)  those  related  to  compensa- 
tion liability  and  larger  insurance  premiums,  and 
(3)  possible  excessive  absenteeism.  Some  of  these 
obstacles  to  employment  may  be  avoided  by  job 
selection.  However,  there  should  be  a revision  of 
the  legal  aspects  covering  the  entire  subject,  looking 
toward  a mutual  understanding  among  physicians, 
attorneys,  legislators,  labor  and  management.  Uni- 
form compensation  law's  should  be  enacted  and  im- 
partial medical  opinion  should  be  used  in  the  adjust- 
ment of  claims. 

-V-  -v-  -V. 

^ ^ ^ ^ 

“Lung  Neoplasms  from  the  Endoscopist’s  Stand- 
point” points  up  some  interesting  conclusions  as  they 
are  made  by  Gregg  (S.  Dak.  four.  Aled.  & Pharni., 
VLL:7).  The  advent  of  the  new  antibiotics  has 
delayed  the  diagnosis  of  lung  cancer  from  two  to 
six  months.  The  patient  has  been  treated  for  “pneu- 
monitis, atypical  pneumonia,  and  virus  pneumonia” 
and  the  like.  If  a chest  lesion  is  not  resolving  in  about 
three  weeks  in  a person  over  35  years  of  age  and 
especially  a male  it  should  be  investigated  thorough- 
ly. Symptoms,  physical  findings  and  x-rays  are  often 
minimal  in  early  lung  neoplasms.  Bronchogenic 
carcinoma  is  apparently  increasing.  The  diagnosis 
of  lung  cancer  is  improving  due  to  refinements 
in  x-ray,  bronchoscopy  and  cytology  techniques. 
“Placer  mining”  bronchial  aspiration  has  increased 
the  number  of  exfoliated  cells  aspirated  from  a 
suspicious  lung  segment.  Spun-down  specimens  and 
paraffin  blocks  for  pathological  sections  have  resulted 
in  better  speimens  and  a decrease  in  man  hours  in 
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making  cytology  specimens.  “Placer  mining”  aspira- 
tion does  result  in  false-positive  findings,  but  not 
too  often.  Periodic  x-ray  of  the  chest  results  in  an 
early  finding  of  cancer  of  the  lung  as  compared  with 
a dependance  on  clinical  findings  to  start  the  investi- 
gation. Lung  cancer  can  be  cured  only  by  a prompt, 
early  diagnosis  and  adequate  surgical  excision  of  the 
tumor  along  with  the  neighboring  lymphatic 
system. 

* * * * 

“The  Probable  Systemic  Nature  of  Mikulicz’s 
Disease  and  Its  Relation  to  Sjogren’s  Syndrome”  is 
discussed  by  Morgan  in  New  England  Journal  of 
Medicine  (251:1).  Mikulicz  disease  is  described  as 
a benign,  asymptomatic,  symmetrical  enlargement 
of  the  lacrimal  and  salivary  glands.  There  is  an 
atrophy  of  the  acinar  parenchyma  and  a diffuse 
replacement  by  lymphoid  tissue.  Sjogren’s  syn- 
drome, or  the  sicca  syndrome,  consists  of  the 
decrease  or  absence  of  lacrimation  associated  with  a 
dry,  filamentary  keratitis  and  conjunctivitis.  Dr. 
Morgan,  from  pathological  studies,  believes  that  the 
two  conditions  are  identical.  A re-examination  of 
cases  of  so-called  Mikulicz  Disease  revealed  that  a 
significant  number  had  components  of  Sjogren’s 
syndrome.  The  high  incidence  of  rheumatoid 
arthritis  in  Sjogren’s  syndrome  suggests  that  the 
pathological  process  in  the  salivary  and  lacrimal 
glands  is  similar  and  of  systemic  origin. 

m * * * 

Weil  studied  clinically,  pharmacologically  and  by 
EEG  42  cases  of  migraine  headaches  ( “Dysrhythmic 
Headache,”  Ohio  State  Med.  Jour.,  50:7).  Ten 
patients  (24  per  cent)  showed  abnormal  to  grossly 
abnormal  electroencephalograms  as  well  as  neuro- 
logical-psychiatric and  pharmacological  responses 
not  usually  observed  in  “ordinary”  migraine.  His 
conclusion  was  that  this  study  did  not  justify  the 
term  “dysrhythmic  migraine”  as  applied  to  the  find- 
ings in  his  42  cases. 

* # * # 

Acute  pancreatitis  is,  according  to  McDonald  and 
Ereeman,  one  of  the  commonest  causes  of  severe 
pain  in  the  upper  abdominal  region  and  frequently 
“the  least  recognized”  ( Jour.  Med.  Assoc.  Georgia, 
43:7).  The  attending  staff  and  the  house  officers 
should  bcome  pancreatitis  conscious  by  obtaining 
early  blood  amylase  determinations.  Acute  pancrea- 
titis may  regress  or  lead  to  an  abscess,  cyst  and 


calcification  of  the  pancreas.  Duct  obstruction  is  the 
main  factor  in  etiology,  whether  due  to  spasm,  meta- 
plasia of  duct  epithelium,  or  stone.  The  Somogyi 
method  of  blood  amylase  (diastase)  determination 
is  quick,  accurate  and  technically  easy  to  perform. 
Nonoperative  or  medical  therapy  is  the  treatment 
of  choice  unless  complications  such  as  an  abscess, 
cyst,  or  calcification  occur. 

* * * * 

I he  Needle  Biopsy  of  the  Liver  can  be  informa- 
tive according  to  Ober.  (Jour.  Maine  Med.  Assoc., 
45:7,  pp.  183-186.)  It  is  a reasonable  procedure 
(based  on  51  cases)  provided  the  hospital  is  equipped 
to  give  emergency  transfusion  in  case  of  hemor- 
rhage, and  provided  a member  or  two  of  the  clinical 
staff  are  sufficiently  interested  to  familiarize  them- 
selves with  the  method  and  perform  all  such  biopsies. 
It  can  be  expected  that  such  biopsies  will  aid  mate- 
rially in  the  diagnosis  and  management  of  hepatic 
disease  as  well  as  more  generalized  diseases  that 
involve  the  liver. 


New  Cause  of  Heart  Damage  Discovered 

Discovery  of  a powerful  heart  poison  in  a chemi- 
cal from  the  streptococcus  germ  was  announced  by 
Aaron  Kellner  and  Theodore  Robertson  of  New 
York  at  the  World  Congress  of  Cardiology  which 
took  place  in  Washington,  D.  C.,  September  12-17. 
It  is  believed  that  this  substance,  a protein-digesting 
enzyme  called  streptococcal  proteinase  that  was 
isolated  in  crystalline  form  in  1950  by  S.  D.  Elliott 
of  the  Rockefeller  Institute,  may  be  the  cause  of 
heart  damage  following  rheumatic  fever  attacks. 

Kellner  and  Robertson  injected  the  enzyme  into 
the  veins  of  rabbits,  mice,  guinea  pigs,  and  cats.  It 
caused  striking  damage  to  the  muscles  and  valves  of 
the  animals’  hearts,  with  an  inflammatory  reaction. 
With  only  a few  exceptions,  the  enzyme’s  destruc- 
tive action  was  confined  to  the  heart.  When  the 
enzyme  was  added  to  the  fluid  in  which  an  isolated 
rat  heart  was  being  kept  alive  and  beating,  contrac- 
tions soon  decreased  in  strength  and  frequency,  and 
heart  failure  occcurred  within  a few  minutes. 

Rheumatic  fever  attacks  30,000  Americans  yearly, 
most  of  them  between  the  ages  of  five  and  fifteen. 
It  is  responsible  for  an  estimated  i, 000,000  cases  of 
rheumatic  heart  disease  in  the  United  States. 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  i\Irs.  Newell  W.  Giles,  Darien  Recording  Secretary,  Mrs.  Charles  Culotta,  Hamden 

President-Elect,  iMrs.  Norman  J.  Barker,  Collinsville  Correspondmg  Secretary,  Mrs.  C.  Murray  Gratz,  Cos  Cob 

First  Vice-President,  Mrs.  J.  Alfred  ^VlLsoN,  Meriden  Treasurer,  Airs.  Joseph  AYoodward,  New  London 

Second  Vice-President,  Airs.  I'rank  L.  Poliro,  Torrington 


The  eleventh  annual  Conference  of  State  Presi- 
dents, Presidents-Elect  and  National  Committee 
Chairmen  will  be  held  in  Chicago,  November  16-18. 
“Leadership  in  Community  Health,”  the  theme  of 
the  national  president  for  the  year  1954-55,  will  be 
the  predominant  element  of  the  presentations,  with 
the  national  chairmen  serving  as  moderators  and  the 
state  presidents  (or  presidents-elect)  as  participants. 
The  guest  speaker  for  the  Tuesday  luncheon  will 
be  Dr.  Walter  Martin,  president  of  the  American 
Medical  Association.  On  Wednesday  the  luncheon 
speakers  will  be  public  relations  representatives  from 
three  outstanding  industrial  firms  in  Chicago. 

Semi-Annnual  Meeting 

The  State  Au.xiliary’s  semi-annual  luncheon  meet- 
ing will  be  held  at  the  Waverly  Inn,  Cheshire  on 
Tuesday,  November  9.  H.  M.  iMarvin,  president  of 
the  Connecticut  State  Medical  Society,  who  is  a 
cardiologist,  will  be  the  guest  speaker. 

Nurse  Recruitment 

At  the  October  meeting  of  the  State  Auxiliary 
board,  Mrs.  Emerson  Stone  reported  on  Nurse  Re- 
cruitment. The  committee  has  decided  it  can  best 
help  by  “fitting  in,  rather  than  by  adopting  an 
arbitrary  uniform  course  of  action;  by  using 
woman’s  intuition;  by  not  being  necessarily  con- 
sistent in  all  communities.  Cities  and  industrial  areas 
of  our  State  are  suffering  severe  shortage  of  nursing 
service;  smaller  town  and  rural  areas  have  abundant 
nursing  personnel,  both  graduate  and  student.  This 
paradox,  that  the  most  nurses  are  where  they  are 
least  needed,  accounts  for  the  decision  that  our 
policy  must  be  kept  flexible.  In  all  cases  we  must 
give  encouragement.  Girls  who  feel  drawm  to  nurs- 
ing, though  they  live  in  a section  abundantly  sup- 
plied, should  be  helped  to  find  entrance  to  a training 
school  elsewhere. 

“Future  Nurse  Clubs  are  another  of  our  respon- 
sibilities. Whereas  the  custom  has  been  to  enroll 


members  of  junior  and  senior  classes,  our  experience 
is  that  sophomore-juniors,  with  seniors  ex  officio, 
make  a more  efficient  group.  Thus  the  busy  seniors 
are  relieved  and  the  sophomores  have  a chance  to 
learn  about  educational  requirements  for  training 
and  to  adapt  their  course  of  study  during  their  last 
twm  years  at  high  school  to  that  end.” 

County  News 

HARTFORD 

At  the  September  board  meeting,  Mrs.  N.  Mari- 
naro,  membership  chairman,  reported  that  there  are 
421  paid  members,  an  increase  of  40  since  April. 

In  early  September  the  new  Directory  and  Pro- 
gram booklet,  which  this  year  also  contains  a copy 
of  the  Constitution  and  By-Law'S,  was  mailed,  to- 
gether w'ith  a news  letter,  to  all  members. 

The  semi-annual  meeting  was  held  at  the  Hotel 
Statler  on  October  26.  Dr.  Dorothy  Haustmann, 
associate  professor  of  preventive  medicine,  Yale 
School  of  Medicine,  spoke  on  “Progress  in  the  Polio 
Field.” 

FAIRFIELD 

On  September  28  a Fashion  Show  and  Tea  was 
held  at  Bloomingdale’s  in  Stamford  for  the  benefit 
of  our  Nurses  Scholarship  Fund.  As  of  October, 
receipts  were  $107. 

Mrs.  Vincent  Gorman  of  Trumbull  held  a buffet 
supper  in  her  home  on  October  9 for  new'  doctors 
and  their  wives  in  and  around  Bridgeport.  It  is  hoped 
others  will  be  held  in  Fairfield  County  to  further 
friendly  relations  and  promote  mutual  understand- 
ing among  physicians’  families. 

The  October  19  semi-annual  meeting,  held  at  the 
Yankee  Drover  Inn,  NewTown,  had  as  its  guest 
speaker  A4r.  Aderle  Aludd,  program  director  for  the 
Connecticut  State  Department  of  iVIental  Health. 
His  subject  w-as  “iVIental  Health  in  the  Community.” 

I.ITCHFIELD 

Program  plans  w^ere  discussed  at  the  first  fall  board 
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meeting  and  it  was  decided  to  emphasize  mental 
health  in  our  work  this  year.  Our  mental  health 
chairman  will  work  on  a survey  of  the  existing 
psychiatric  services  in  our  county  with  particular 
attention  paid  to  an  evaluation  of  their  adequacy. 

The  Auxiliary  is  anxious  to  have  a closer  associa- 
tion with  our  County  Aledical  Association  and 
would  like  to  do  more  things  under  their  advice  and 
direction.  Dr.  James  CannifT  of  Torrington  has  been 
appointed  our  advisor  and  iVIrs.  Clifford  Conklin 
and  Airs.  Daniel  Samson  met  with  him  and  Dr. 
William  Dobbs,  State  chairman  of  public  relations, 
and  Air.  James  Burch.  With  their  advice  we  are 
arranging  a series  of  radio  programs  on  health  to  be 
heard  over  our  county  station,  WLCR. 

MIDDLESEX 

The  semi-annual  meeting  was  held  on  October  14 
at  Restland  Farms  in  Norford.  The  Auxiliary  was 
guest  of  the  County  Medical  Association  at  dinner. 
Guest  speaker  for  the  evening  was  Dr.  D.  Olan 
Adeeker  who  discussed  “Current  Medical  Legisla- 
tion. 

Plans  are  being  made  for  use  of  the  AAIA  tran- 
scriptions series  entitled  “Hi-Forum”  to  be  heard 
over  Station  WCNX,  Adiddletown,  beginning  in 
January. 

NEW  HAVEN 

Adrs.  Harry  Conte,  chairman  of  the  ways  and 
means  committee,  announces  that  her  committee  is 
sponsoring  a Fair  and  Bridge  to  be  held  November 
from  1:00-5:00  p.  M.  at  the  New  Haven  Adedical 
Association  Library.  Hand  painted  articles,  aprons, 
food  and  white  elephant  articles  will  be  for  sale.  A 
hand  writing  analyst  will  be  present. 

Adrs.  Barnett  Freedman,  public  relations  chairman, 
was  responsible  for  the  booth  sponsored  by  the 
Auxiliary  at  the  North  Haven  Fair,  September 
11-14. 

NEW  LONDON 

A Student  Nurse  Scholarship  and  Welfare  Fund 
bridge  and  cake  sale  were  held  at  Lighthouse  Inn 
in  October. 

Adrs.  Henry  Archambault  is  contacting  the  county 
schools  to  see  if  a Home  Nursing  or  First  Aid 
course  could  be  incorporated  in  their  curriculum. 
This  is  in  connection  with  Civil  Defense. 

Two  Health  Exhibits  were  set  up  at  the  Hamburg 
County  Fair  August  20,  and  Norwichtown  Grange 
Fair  September  17  and  18. 


WINDHAM 

In  cooperation  with  the  State  Adedical  Society,  a 
Health  Exhibit  was  displayed  at  the  Woodstock 
Eair  on  September  4,  5 and  6. 

On  September  16  a board  meeting  and  luncheon 
was  held  at  the  home  of  Adrs.  Angelo  Gulino  in 
Plainfield.  It  was  recommended  that  we  increase 
our  contribution  to  the  AAdEE  from  $25  to  $50. 


Attention,  Fathers! 

Baseball  wives  have  a simple  way,  it  seems,  for 
teaching  their  husbands  how  to  sw^addle  a new  baby, 
according  to  The  New  York  Times.  They  lay  the 
breechcloth  out  in  the  form  of  a baseball  diamond. 
“Now,”  they  tell  the  player,  “you  take  the  batter’s 
position  at  the  low  end  of  the  cloth;  bring  center 
field  down  to  home  plate.  You  put  the  baby  in  the 
pitcher’s  box.  You  bring  first  base,  third  base  and 
home  plate  together.  If  the  game  is  rained  out,  you 
start  all  over.” 

New  Harvard  Medical  School  Plan 

George  Packer  Berry,  dean  of  medicine  at  Har- 
vard, has  revealed  that  a five  year  grant  of  $275,000 
has  been  received  from  the  Rockefeller  Eoundation 
to  provide  medical  students  with  the  firsthand  ex- 
perience of  observing  sickness  in  American  families 
at  home.  The  plan  will  integrate  the  teaching  of 
comprehensive  medical  care  into  the  medical  school 
curriculum. 

In  this  new  phase  of  medical  education.  Harvard’s 
medical  students  will  be  assigned  to  families  living  in 
the  vicinity  of,  and  now  receiving  medical  care 
from,  the  Adassachustts  General  Hospital  and  related 
community  agencies. 

Teaching  will  be  directed  toward  normal  child 
growth  and  development,  early  recognition  and 
evolution  of  chronic  diseases,  hereditary  and  en- 
vironmental influences  on  health  and  illness,  and 
methods  of  disease  prevention. 

Dr.  Hamilton  Re-elected  Regent 

T.  Stewart  Hamilton,  director  of  Hartford  Hos- 
pital, was  re-elected  regent  of  the  American  College 
of  Administrators  for  a term  of  three  years  at  a 
recent  meeting  of  the  college.  Dr.  Hamilton  will 
represent  the  New  England  region  in  this  famous 
society  which  now  has  over  2,500  affiliates. 
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CONNECTICUT  VETERANS  ADMINISTRATION 
MEDICAL  SOCIETY 

November  4 

“The  Suction  Socket  in  Lower  Elxtremity  Prothesis” 
John  Trapuzzano,  M.n. 

No\eniber  18 

‘A^isual  Survey  of  \ ascular  Diseases” 

Paul  iM.  Sherwood,  m.d. 

Meetings  are  held  at  8:30  a.,  m.  at  the  Wterans  Adminis- 
tration Regional  Office,  95  Pearl  Street,  Hartford,  Connecti- 
cut, in  the  Main  Conference  Room.  All  interested  physicians 
are  cordially  invited  to  attend. 


AMERICAN  COLLEGE  OF  SURGEONS 
Meeting  of  State  and  Provinicial  Counseling  Com- 
mittees, Credentials  Committees,  Committees  on 
Applicants  and  Judiciary  Committees 

A conference  for  discussion  of  the  work  of  these  com- 
mittees will  be  held  at  10:00  ,x.  m.  to  12:00  noon,  Wednes- 
day, November  17,  1954,  Belvedere  Room,  Traymore  Hotel, 
Atlantic  City,  N.  J. 

Evarts  A.  Graham,  m.d.,  f.a.c.s.,  St.  Louis;  chairman.  Board 
of  Regents,  presiding. 

Judiciary  Committees  and  Their  Importance 

Paul  R.  Hawley,  m.d.,  f.a.c.p.,  Chicago;  the  director 

The  Function  of  Counseling  Committees 

H.  Prather  Saunders,  m.d.,  f.a.c.s.,  Chicago;  associate 
director 

New  Requirements  for  Fellowship 

George  W.  Stephenson,  m.d.,  f.a.c.s.,  Chicago;  assistant 
director. 

Discussion 

Each  member  of  the  Counseling  Committees,  Judiciary 
Committees,  Committees  on  Applicants  and  Credentials 
Committees  is  urged  to  attend  so  that  he  may  hear  a presenta- 
tion of  the  problems  with  which  these  committees  are 
frequently  confronted  and  so  that  he  may  ask  questions  or 
offer  suggestions  concerning  the  successful  conduct  of  the 
work  of  the  committees. 

Annual  Meeting,  Fellows  of  the  College 

3:45-6:00  p.  M.,  Thursday,  November  18,  1954,  The  Ball- 
room, Convention  Hall,  Atlantic  City,  N.  J. 


THE  SIXTH  AMERICAN  CONGRESS  ON 
OBSTETRICS  AND  GYNECOLOGY 

To  be  held  at  The  Palmer  House,  Chicago,  Illinois 
December  13-17,  1954-  Under  the  co-sponsorship  of  The 


American  Committee  on  Maternal  Welfare  and  The  Ameri- 
can Academy  of  Obstetrics  and  Gynecology. 

Room  reservation  request  should  be  made  to  116  South 
iMichigan  Avenue,  Chicago  3,  Illinois. 


AMEF  FOURTH  ANNUAL  MEETING  TO  BE 
HELD  JANUARY  23,  1955 

The  Fourth  Annual  Meeting  of  American  Medical  Edu- 
cation Foundation  State  chairmen  will  be  held  at  the  Shera- 
ton Hotel  in  Chicago  on  Sunday,  January  23,  1955.  Specific 
details  regarding  the  proposed  program  and  reservation 
forms  for  accommodations  at  the  Sheraton  Hotel  will  be 
distributed  with  the  November  Bulletin  to  AMEF  State 
chairmen  and  regional  auxiliary  chairmen. 


MIDDLESEX  MEMORIAL  HOSPITAL  PROGRAM 

The  following  is  the  Medical  Education  Program  at  pres- 
ent in  effect  at  the  Middlesex  Alemorial  Hospital  in  Middle- 
town. 

All  physicians  are  invited  to  attend  and  take  part  in  it 
and  all  interns  are  required  to  do  so. 

Daily — Ward  rounds  in  all  services. 

Monday— Clinical-pathological  conference  or  chest  con- 
ference on  alternate  Mondays  from  12:00-1:00. 

Tuesday— Heart  clinic  on  second  and  fourth  Tuesdays  at 
9:30. 

Wednesday — Tumor  clinic  on  first  Wednesday  at  9:30. 
Psychosomatic  rounds  on  last  two  Wednesdays  from  9:30- 
n:oo.  Prenatal  clinic  on  first  and  third  Wednesdays  at  1:00. 

Friday— Grand  rounds  every  Friday  at  noon.  Guest  speak- 
er giving  case  presentation  and  lecture  on  last  Friday  from 
1 1:00-1 ;oo. 

There  are  teaching  conferences  for  the  interns  in  electro- 
cardiography and  x-ray  interpretation  as  well  as  in  all  clinical 
fields. 


EYE,  EAR,  NOSE  AND  THROAT  SECTION 

All  physicians  limiting  their  practice  to  Eve,  Ear,  Nose 
and  Throat  are  cordially  invited  to  become  members  of  the 
Eye,  Ear,  Nose  and  Throat  section  of  the  Connecticut 
State  Medical  Society.  Any  physician  desiring  to  be  put 
on  the  mailing  list  will  kindly  communicate  with  Dr.  Max 
Alpert,  881  Lafayette  Street,  Bridgeport,  Connecticut. 


CLINICAL  FELLOWSHIPS  IN  CLINICAL 
MEDICINE  AND  REHABILITATION 

T he  National  Foundation  for  Infantile  Paralysis  announces 
the  availability  of  a limited  number  of  clinical  fellowships 
in  the  fields  of  physical  medicine  and  rehabilitation.  The.se 
are  offered  to  physicians  who  wish  to  become  eligible  for 
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certification  by  the  American  Board  of  Physical  Medicine 
and  Rehabilitation. 

These  fellowships  are  awarded  as  a part  of  the  National 
Foundation’s  program  of  professional  education  for  which 
more  than  $19,000,000  in  iMarch  of  Dimes  funds  have  been 
appropriated  since  1938. 

It  is  the  responsibility  of  each  applicant  to  arrange  his 
o\\  n program  of  study,  which  must  be  planned  to  meet  the 
requirements  of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation.  Each  recipient  of  a fellowship  must  agree 
to  practice  as  a specialist  in  physical  medicine  and  rehabili- 
tation in  the  United  States  or  its  territories  for  at  least  two 
years  following  the  completion  of  his  fellowship. 

Applicants  for  fellowships  must  be  physicians  licensed  to 
practice  medicine  in  one  or  more  States  who  have  graduated 
from  an  approved  school  of  medicine,  have  completed  an 
internship  of  not  less  than  one  year  in  an  approved  hospital, 
are  citizens  of  the  United  States  (or  applicants  for  citizen- 
ship), and  are  in  sound  health.  Ordinarily  applications  will 
not  be  accepted  from  candidates  over  40  years  of  age. 

Selection  of  candidates  is  made  on  a competitive  basis  by 
the  National  Foundation’s  Clinical  Fellowship  Committee. 
Appointments  are  made  for  periods  of  one,  two  or  three 
years  of  clinical  study,  depending  upon  the  length  of  time 
required  by  the  applicant  to  prepare  himself  for  certification 
by  the  American  Board  of  Physical  Medicine  and  Re- 
habilitation. 

Fellows  receive  stipends  ranging  from  $300  to  $400  per 
month  depending  upon  marital  status  and  the  number  of 
dependents. 

Applications  may  be  submitted  at  any  time  during  the 
year.  However,  to  be  considered  in  February,  applications 
must  be  received  by  December  i;  to  be  considered  in  May, 
applications  must  be  received  by  Adarch  i;  to  be  reviewed 
in  November,  applications  must  be  received  by  September  i. 

For  further  information  and  application  blanks  address: 
The  National  Foundation  for  Infantile  Paralysis,  Division  of 
Professional  Education,  120  Broadway,  New  York  5,  N.  Y. 


EUROPEAN  TOUR 

The  American  Medical  Association,  in  conjunction  with 
United  Air  Lines,  has  arranged  an  attractive  post-convention 
tour  to  Europe.  Seven  countries  will  be  visited:  France,  Eng- 
land, Italy,  Holland,  Belgium,  Germany,  and  Switzerland. 
Physicians  and  their  wives  can  go  to  Europe  following  the 
annual  AMA  Convention  in  Atlantic  City,  June  6-10. 

AVith  the  A/MA  meeting  being  held  in  Atlantic  City, 
physicians  and  their  wives  are  offered  an  unusual  opportu- 
nity to  combine  a trip  to  the  East  Coast  with  a visit  to  these 
interesting  European  countries.  Similar  trips  have  been 
sponsored  by  the  California  Medical  Association,  the  World 
Medical  Association,  and  other  groups  when  their  meetings 
have  been  held  on  the  coast. 

The  European  medical  tour  party  will  leave  New  York 
International  Airport  aboard  special  deluxe  chartered  air- 
liners on  Sunday,  June  12.  They  will  arive  in  Paris  late 
iMonday  morning,  June  13. 


All  through  the  tour  the  party  will  stay  at  luxurious  hotels 
in  the  many  cities  that  will  be  visited.  Motor  coaches  will 
provide  interesting  side  tours  to  historic  and  scientific  points. 

Arrangements  are  being  made  for  medical  meetings  in 
Paris,  Rome,  Lucerne,  and  London.  Leading  European  scien- 
tists will  lecture  on  topics  of  current  interest  to  all  physi- 
cians. 

The  return  trip  will  be  on  Saturday,  July  9,  arriving  in 
New  York  on  the  afternoon  of  July  10.  Complete  informa- 
tion and  reservation  blanks  can  be  obtained  by  writing  AMA 
Post-Convention  Tour,  c/o  United  Air  lines,  5959  South 
Cicero  Avenue,  Chicago  38,  Illinois. 


American  College  of  Radiology  Contributes 

Mr.  William  C.  Stronach,  executive  secretary  of 
the  American  College  of  Radiology,  recently  for- 
warded a check  in  the  amount  of  $2,000  representing 
a gift  to  the  American  iVIedical  Education  Founda- 
tion from  the  ACR.  Since  the  inception  of  the 
Foundation  in  1951,  the  American  College  of  Radi- 
ology has  supported  the  AMEF  program  and  has 
received  two  Awards  of  Merit  for  outstanding 
contributions. 

Although  it  was  expected  that  contributions 
would  pass  the  one  million  dollar  mark  in  Septem- 
ber, by  October  i,  the  Foundation  had  received 
$995,000  from  14,800  donors. 

John  W.  Hedback  Joins  AMEF  Staff 

Mr.  John  W.  Fledback  recently  joined  the  staff  j 
of  the  American  Medical  Education  Foundation  in 
the  capacity  of  associate  executive  secretary. 
Through  many  years  of  hospital  public  and  com- 
munity relations  work,  iVIr.  Hedback  has  gained 
valuable  experience  which  will  assist  him  in  the  jj 
development  of  State  and  local  committees.  The  son  i 
of  a physician,  the  late  Axel  E.  Hedback,  m.d.  of 
Minneapolis,  he  has  a keen  interest  in  the  problems 
of  medical  education.  | 

Geiger  Counter  For  Stomach  !l 

J.  Fenihan,  leader  of  a research  team  in  the  de-  ! 
partment  of  surgery  at  Glasgow  University  that  is  ' 
investigating  the  causes  of  peptic  ulcer,  has  devised  ' 
a Geiger  counter  which  is  small  enough  to  attach  j 
to  a gastroscope.  Development  of  this  apparatus 
makes  it  possible  to  interpret  exactly  what  is  going  | 
on  in  the  stomach  after  use  of  radioactive  isotopes.  ' 
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D.  Nervus  Vagus 


Plexus  Renalis 


l^uncus  Sympathicus. 


Nervus  Gastricus  Antcrius 


Nervus  Gastricus 
Plexus  Coeliacus 


S.  Ganglion  Coeliacum'J 


D.  Plexus  Coeliacus  ^ 


Central  origin  of  the  vagus  nerves 

{parasympathetic) 


Medulla  Oblongata 


S.  Nervus  Vagiis 


Abdominal  autonomic  plexus  {sympathetic) 


-rNervus  Pudendus 


• > Nervus  Splanchnlcus  Liimbus 


• Plexus  Hypogastricus 


Control  of  Gastric  Motility  and  Spasticity 
in  Peptic  Ulcer  with  Banthine® 


“The  need’^  for  suppressing  gastric  motility 
and  spastic  states  is  . . . fundamental  in 
peptic  ulcer  therapy.  Since  the  cholinergic 
nerves  are  motor  and  secretory  to  the 
stomach  and  motor  to  the  intestines,  agents 
capable  of  blocking  cholinergic  nerve  stim- 
ulation are  frequently  used  to  lessen  motor 
activity  and  hypermotility.” 

Banthine^  “has  dual  effectiveness ; it  in- 
hibits acetylcholine  liberated  at  the  post- 
ganglionic parasympathetic  nerve  endings 
and  it  blocks  acetylcholine  transmission 
through  autonomic  ganglia.” 

It  has  been  shown^  to  diminish  gastric 
motility  and  secretion  significantly  as  well 
as  intestinal  and  colonic  motility. 

The  usual  schedule  of  administration  in 
peptic  ulcer  is  50  to  100  mg.  every  six 


hours,  day  and  night,  with  subsequent  ad- 
justment to  the  patient’s  needs  and  toler- 
ance. After  the  ulcer  is  healed,  mainte- 
nance therapy,  approximately  half  of  the 
therapeutic  dosage,  should  be  continued 
for  reasonable  assurance  of  nonrecurrence. 

Banthine®  (brand  of  methantheline  bro- 
mide) is  supplied  in ; Banthine  ampuls,  50 
mg. — Banthine  tablets,  50  mg. 

It  is  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American 
Medical  Association.  Searle  Research  in 
the  Service  of  Medicine. 

1.  Zupko,  A.  G. : Pharmacology  and  the  General 
Practitioner,  GP  7 :55  (March)  1953. 

2.  McHardy,  G.  G.,  and  Others:  Clinical  Evalu- 
ation of  Methantheline  (Banthine)  Bromide  in  Gas- 
troenterology, J.A.M.A.  147 -.Kilo  (Dec.  22)  1951. 
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NEWS 

from  County  Associations 

Fairfield 

The  Bridgeport  Medical  Association  at  the  regular 
monthly  meeting  held  on  October  5 in  the  audi- 
torium of  St.  Vincent’s  Hospital  was  addressed  by 
Attorney  Herbert  L.  Cohen  of  Bridgeport  on  the 
subject,  “The  Doctor  and  His  Income  Tax.”  The 
meeting  was  well  attended  and  was  very  informative. 
This  talk  was  arranged  by  a committee  of  the 
association  under  the  chairmanship  of  Joseph  iVI. 
Adzima  and  consisting  of  Daniel  P.  Griffin  and 
Anthony  L.  Camarda.  The  committee  has  planned 
four  talks  during  the  year  on  nonmedical  subjects 
to  stimulate  attendance  at  monthly  meetings  of  the 
association. 

J.  Grady  Booe  is  convalescing  successfully  from 
his  recent  serious  illness  at  his  home  on  Long  Hill 
Avenue  in  Shelton.  Dr.  Booe  is  attending  proctolo- 
gist at  Bridgeport  Hospital  and  president  of  The 
New  England  Proctologic  Society. 

The  semi-annual  meeting  of  the  Fairfield  County 
jVIedical  Association  was  held  at  the  Ridgewood 
Country  Club  in  Danbury  on  October  6.  Many  of 
the  members  who  attended  the  business  meeting 
spent  the  afternoon  at  the  Danbury  Fair  where  an 
exhibit  was  fostered  by  the  Association  and  the 
Association’s  booth  was  manned  by  members  of  the 
Association  and  the  Woman’s  Auxiliary  to  the 
County  Medical  Association.  Forty  members  played 
golf  in  the  afternoon  at  the  beautiful  Ridgewood 
Country  Club.  The  business  meeting  was  called  by 
the  president,  Russell  A.  Keddy,  at  five  o’clock.  The 
president  of  the  Connecticut  State  Society,  H.  M. 
Marvin;  the  executive  secretary  of  the  Connecticut 
State  Medical  Society,  Creighton  Barker;  the  chair- 
man of  the  Council  of  the  State  Society,  Thomas  J. 
Danaher;  the  general  manager  of  Connecticut  Medi- 
cal Service,  William  H.  Horton;  the  director  of 
Public  Relations  of  the  State  society,  iMr.  James  G. 
Burch  were  guests  and  each  spoke  briefly.  Dr. 
Barker  introduced  Mrs.  Lindquist  and  Mrs.  Duffy 
members  of  his  staff  at  the  State  Society  office  build- 
ing. Christopher  E.  Dwyer  of  Waterbury  attended 
as  the  delegate  from  New  Haven  County  Medical 
Association  and  brought  greetings.  The  executive 
secretary  of  the  Fairfield  County  Medical  Associa- 
tion, Mr.  Arnold  P.  Olson,  was  introduced  and  spoke 


briefly,  introducing  Miss  Morgan  of  his  staff. 
C.  Louis  Fincke,  chairman  of  the  Board  of  Trustees, 
reported  for  that  body  and  John  P.  Gens,  alternate 
Councilor,  gave  the  report  of  the  Councilor.  Alfred 
J.  Sette,  chairman  of  the  Public  Relations  Com- 
mittee, gave  a detailed  report  of  the  accomplish- 
ments of  the  committee  and  outlined  plans  for  the 
future  of  the  committee  and  the  association  in  the 
important  public  relations  field.  The  meeting  voted 
to  raise  the  dues  of  the  association  for  the  year  1955. 
Thirty-four  new  members  were  added  to  the  roster 
of  the  association.  One  hundred  members  and  guests 
were  present  at  the  dinner  in  the  evening  at  which 
the  speaker  was  Rex  Todhunter  Stout,  the  creator 
of  Nero  Wolfe  the  sleuth  of  mystery  stories,  and 
Mr.  Stout  talked  on  some  of  the  aspects  of  mystery 
writing  of  especial  interest  to  physicians. 

The  Bridgeport  Chapter  of  the  Academy  of  Gen- 
eral Practice  will  sponsor  a series  of  lectures  on 
“Industrial  Medicine”  beginning  November  12.  The 
lectures  will  be  given  every  two  weeks  at  Bridgeport 
Hospital  and  will  be  completed  in  March,  the  entire 
course  consisting  of  eight  lectures  by  prominent 
physicians  in  the  field  of  industrial  medicine.  Physi- 
cians interested  in  participating  in  this  course  may 
contact  the  secretary  of  the  Bridgeport  Chapter, 
Edwin  F.  Trautman  of  Trumbull.  The  chapter  will 
complete  a course  on  “Office  Gynecology”  on  Octo- 
ber 22. 

Preparations  are  progressing  for  the  Annual  Meet- 
ing of  the  Connecticut  State  Medical  Society  to  be 
held  at  the  Stratford  High  School  in  Stratford  on 
April  26,  27  and  28,  1955.  The  Annual  Dinner  of  the 
Society  will  be  held  at  the  Stratfield  Hotel  on 
April  27. 

William  Kaufman  of  Bridgeport  presided  at  the 
recent  meeting  of  the  Academy  of  Psychosomatic 
Medicine  held  in  New  York  City.  His  presidential 
address  was  entitled  “The  Physician’s  Role  in  the 
Preparation  for  Surgery.” 

Hartford 

Dr.  Richard  Ford,  medical  examiner  of  Suffolk 
County,  and  acting  head  of  the  Department  of  Legal 
Medicine,  Harvard  Aledical  School,  spoke  to  Hart- 
ford County  Medical  Association  members  at  the 
Manchester  Country  Club  on  October  26.  His  talk: 
“Problems  of  the  Pathology  of  Injury.”  Dr.  Ford 
appeared  before  Connecticut  physicians  two  years 
ago  when  he  lectured  at  the  Connecticut  State  Medi- 
cal Society’s  annual  meeting  in  Hartford.  His 
demonstration  and  lecture  covered  his  experiences  as 
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a medical  examiner  and  were  called  “A  Physician 
Looks  at  Murder.” 

Highlights  of  a recent  physician  study  were: 
Nonsurgical  specialists  collected  an  average  rate  of 
85  per  cent  of  their  accounts  for  1953.  The  family 
physician  collected  an  average  of  81.8  per  cent  of 
their  accounts,  surgeons  collected  83.9  per  cent  of 
their  accounts  and  “other”  specialists  (radiologists, 
pathologists,  anesthesiologists,  etc.)  collected  86  per 
cent  of  their  accounts. 

In  the  matter  of  giving  itemized  hills,  73  per  cent 
of  all  nonsurgical  specialists  gave  itemized  bills  to 
their  patients.  Seventy-seven  per  cent  of  all  family 
doctors  gave  itemized  bills.  Better  than  80  per  cent 
of  the  surgeons  gave  itemized  bills,  and  78  per 
cent  of  “other”  specialists  gave  itemized  bills  to  their 
patients. 

Surgeons  led  all  classes  in  teaching— 80  per  cent 
taught.  Nonsurgical  physicians  were  next  with  an 
average  of  76  per  cent  of  their  group  teaching  in- 
terns, nurses  or  medical  groups.  Sixty-five  per  cent 
of  “other”  specialists  taught  and  15  per  cent  of  all 
family  physicians  indicated  that  they  instructed 
some  nurses,  interns  or  medical  groups. 

As  far  as  carrying  an  optimal  load  of  patients,  no 
classification  averaged  the  maximum  (the  highest 
average  was  85  per  cent)  though  individuals  within 
each  group  often  ranged  far  above  the  optimal  load. 

Preparations  are  now  being  made  by  the  execu- 
tive office  to  offer  an  accounting  bookkeeping  serv- 
ice to  Hartford  County  Medical  Association  mem- 
bers sometime  this  winter.  This  service,  in  its 
skeleton  form  now,  will  set  up  a simplified  account- 
ing system  for  each  physician  member  who  sub- 
scribes. Once  each  month  simple  cash  receipts  and 
charge  notations  will  be  collected  and  bills  sent  out 
to  patients  from  these  records. 

The  service  will  follow  up  patients  who  lag  on 
payments,  reminding  them  through  a series  of  notes 
—all  on  the  physicians’  stationery— that  payment  is 
overdue.  Then  if  necessary,  Hartford  County  Medi- 
cal Association  will  step  in  with  a carefully  worded 
letter  requesting  prompt  payment  or  some  personal 
appearance. 

If  after  a certain  number  of  months  the  patient 
does  not  respond,  the  executive  office  will  recom- 
mend that  the  account  be  turned  over  a collection 
agency  or  an  attorney. 

As  members  subscribe,  a file  for  bed  debt  “repeat- 
ers” and  credit  records  will  be  maintained.  All 
records  will  be  completely  confidential— different 
clerks  will  work  on  different  portions  of  the  doc- 


tors’ record  so  that  no  one  has  any  complete  grasp 
on  the  individual  accounts  or  the  volume  of  paitents. 

Off  to  Brazil:  Stevens  J.  Martin,  head  of  St.  Fran- 
cis Hospital’s  anesthesia  department,  left  with  his 
wife  recently  to  address  the  second  annual  meeting 
of  the  Pan  American  Congress  of  Anesthesiologists 
at  Sao  Paulo,  Brazil. 

Bliss  B.  Clark  and  John  C.  White  of  New  Britain 
and  Benjamin  V.  White  and  Ettore  F.  Carniglia  of 
Hartford  presided  at  some  of  the  sessions  of  the 
recent  Clinical  Congress  in  New  Haven  in  Septem- 
ber. 

In  charge  of  arrangements  for  the  Northeast 
Regional  Conference  of  the  American  College  of 
Physicians  held  in  Hartford  in  October  was  John 
C.  Leonard,  assistant  medical  director  of  Hartford 
Hospital. 

First  annual  awards  of  the  research  fund  of  the 
Women’s  Auxiliary  of  the  New  Britain  General 
Hospital  were  granted  to  William  T.  Livingstone 
for  a report  on  a rare  type  of  cancer,  to  Howard 
Levine  to  review  dissection  of  the  aorta  with 
emphasis  on  diagnostic  features,  to  Paul  D.  Rosahn 
for  study  and  report  on  fibroelastosis  and  Samuel 
Wolf  son  to  review  causes  and  management  of  arrest 
of  the  heart. 

The  Connecticut  Veterans  Administration  Medi- 
cal Society  heard  Alex  M.  Burgess,  m.d.  of  Provi- 
dence, R.  I.  at  their  annual  dinner  meeting  held  at 
the  Hotel  Statler  on  October  21. 

Lt.  Col.  Ralph  M.  Lechausse  of  Manchester  I 
recently  received  the  Army  Bronze  Star  Medal 
during  ceremonies  in  Tokyo  for  his  work  as  Air 
Force  base  surgeon  in  Korea. 

Benjamin  L.  Slavin  and  Walter  A.  Schloss  collab-  , 
orated  on  an  article  for  the  Journal  of  Urology  en- 
titled “Papillary  Adenocarcinoma  of  the  Kidney  : 
with  Aortography  Resembling  Huge  Renal  Cyst.” 

In  that  issue,  Philip  M.  Cornwell  was  the  author 
of  a paper  on  “Seminal  Tract  Calculi.” 

Litchfield 

The  190th  semi-annual  meeting  of  the  Litchfield 
County  Medical  Association  was  held  on  October 
5 at  the  Torrington  Country  Club.  The  meeting  was 
preceded  by  a social  hour  and  a dinner.  Michael 
Giobbe,  chairman  of  the  Nonoccupational  Health- 
Accident  Insurance  Committee  reported  that  his  1 
committee  had  been  able  to  handle  the  compara-  1 1 
tively  few  cases  referred  to  it  quite  satisfactorily,  j ; 
and  that  only  two  cases  had  come  to  its  attention  [ , 
since  the  last  meeting.  He  reported  that  he  talked  ! 1 
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with  industrial  executives  who  reported  that  from 
their  standpoint  the  plan  was  working  out  very 
satisfactorily. 

Following  the  business  meeting,  the  speaker  of 
the  evening,  Henry  P.  Staats,  of  Litchfield,  was 
introduced  by  Dr.  Turkington.  Mr.  Staats  showed 
a colored  movie  entitled,  “Africa  Safari.”  These 
pictures  were  taken  by  Mr.  Staats  while  on  a safari 
through  Tanganyika,  Kenya,  and  Uganda,  in  south- 
ern Africa,  during  the  months  of  January  and 
February  of  this  year.  Mr.  Staats  travelled  by  truck 
and  car  over  about  3,000  miles,  taking  movies  of  the 
wild  animals  found  in  several  reservations  in  this 
territory.  Most  of  the  pictures  were  taken  with  the 
aid  of  a telephoto  lens  and  brought  these  huge 
beasts— elephants,  lions,  rhinoceros,  hippopotamus, 
as  well  as  various  types  of  antelope  and  other  ani- 
mals—so  close  that  many  members  of  the  audience 
looked  about  for  the  nearest  exit  in  case  one  of 
these  beasts  should  leap  down  from  the  screen. 

Middlesex 

Carl  C.  Chase  attended  the  annual  meeting  of  The 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology at  New  York  the  latter  part  of  Septem- 
ber. 


New  Haven 

Leonard  C.  Whiting,  assistant  clinical  professor 
of  ophthalmology,  Yale  University  School  of  Medi- 
cine, died  on  September  25  at  Grace-New  Haven 
Community  Hospital.  Dr.  Whiting  was  consultant 
in  ophthalmology  to  a number  of  hospitals,  was 
nationally  prominent  in  Masonry,  and  was  a major 
in  the  Connecticut  State  Guard  during  the  World 
War  II. 

New  London 

The  semi-annual  meeting  of  the  New  London 
County  Medical  Association  was  held  on  October  7 
at  Uncas-on-Thames.  The  business  meeting  was  fol- 
lowed by  dinner  and  a scientific  session.  The  speaker 
was  Arthur  Thibodeau,  professor  of  orthopedics  at 
Tufts  iVIedical  School  and  visiting  orthopedist  at 
the  New  England  Center  Hospital,  Boston.  Flis 
subject  was  “Low  Back  Pain  with  Evaluation  of  the 
Present  Status  of  ACTH  and  Cortisone  in  Ortho- 
pedics.” 

Thomas  Soltz  is  presently  recovering  from  a 
prostatectomy  in  Grace-New  Haven  Hospital. 

Clemens  Elias  Prokesch  has  announced  the  open- 
ing of  his  office  at  58  Huntington  Street  for  the 
practice  of  internal  medicine. 
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NERVOUS  AND  MENTAL  DISORDERS 
ALCOHOLIC  HABITS  GENERAL  INVALIDISM 


Modern  Equipment  and  Large  Assisting  Staff 


CLIFFORD  D.  MOORE,  M.D. 
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CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
^4  each  additional 
2^4  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  SALl', — New  and  refinishcd  treatment  room  furniture 
at  tremendous  sa\  ings — Stainless  and  chrome  instruments  at 
extremely  low  prices — Castle  sterilizers  from  $10.00  to  $50.00 
— K.xamining  lamps  $i 5.00— Continental  scale  $35.00 — New 
FCC  license  short  wave  $225.00 — New  basal  metabolism 
$175.00 — i\Iicro.scopes  $50.00  up — Examining  tables  and  in- 
strument cabinets  $50.00 — EENT  chairs  $35.00  up— Tycos 
blood  pressures  $18.00  up — Dare  hemoglobinometer  $20.00 — 
Otiscope  and  ophthalmoscope  sets  at  bargain  prices — Eiectric 
eye  test  cabinet  $30.00 — Suction  and  pressure  $35  00 — Infra- 
red lamps,  1200  watts  $25.00 — New  galvanic  and  sine  wave 
machine  $65.00 — X-ray  cassettes — Utility  tables  $10.00 — 
Urethroscope  $10.00.  Our  warehouse  is  opened  ciily  by 
appointment  every  day,  evenings  and  Sundays.  Phone 
Meriden  5-9675  or  write  Elarry  Sacker,  P.  O.  Box  642, 
Meriden,  Connecticut. 


Available  July  1,  1955 — Approved  internships  (rotating)  and 
residencies  in  medicine  and  obstetrics-gynecology;  surgical 
residencies  approved  for  training  in  preparation  of  surgical 
specialties;  224  bed  general  hospital,  modern,  well  equipped; 
full-time  radiologist,  pathologist  and  ane.sthesiologist;  active 
intern  and  resident  training  program;  house  staff  allowed  full 
range  under  proper  medical  supervision;  full  maintenance 
and  uniforms;  monthly  stipend;  interns  $200,  assistant  resi- 
dents $250,  residents  $300.  Class  A medical  school  graduates 
only.  The  Lawrence  and  iMemorial  Associated  Hospitals, 
New  London,  Connecticut,  William  J.  Murray,  Jr.,  M D., 
Chairman,  Committee  on  Residents  and  Interns. 


General  Surgical  Residency  3 years.  Approved.  Includes 
Yale  Anatomy  course.  Pathology,  ample  surgical  volume, 
and  adequate  Board  preparation.  Salary  and  pleasant  living 
accommodations.  Write:  John  O’Leary  Nolan,  M.D.,  St. 
Francis  Hospital,  Hartford,  Connecticut. 


FOR  SALE — One  brand  new  set  treatment  room  furniture, 
latest  model,  list  price  $670.00,  our  price  $45000 — New  pre- 
cision made  stainless  instruments,  at  a savings  up  to  50% — 
All  chrome  goooseneck  lamps  $15.00 — Set  chrome  covered 
labeled  sundry  jars  $8.50 — New  physicians  and  baby  scales 
20%  off  list  price — New  ECC  license  short  wave  machine 
$225.00 — Rebuilt  Castle  sterilizers  $30.00  up — Instrument 
cabinets  $40.00 — New  AdcKesson  basal  metabolism  complete 
$150.00 — First  aid  and  EENT  treatment  chairs  $1500  up — 
Wall  examining  lamp  $30.00 — Baumonometers,  bag  and  wall 
type  $20.00 — Adonocular  microscopes  $75.00  up — Dare  hemo- 
globinometer $20.00 — Welch-Alien  otiscopes  $2000 — Eye 
test  cabinet  $25.00 — Suction  and  pressures  $35  00  up — Infra- 
red lamps — X-ray  screens  and  cassettes — Hundreds  of  small 
items  at  tremendous  savings.  Our  references  are  hundreds 
of  completely  satisfied  doctors.  We  have  no  overhead  or 
salesmen.  Our  warehouse  is  opened  only  by  appointment, 
every  day,  evenings  and  Sundays.  Phone  Meriden  5-9675 
or  write  Harry  Sacker,  P.  O.  Box  642,  Meriden,  Connecticut 


aFOX‘CO. 


s h e’ s a princess 
in  Dacron*  taffeta! 

Bob  Evans  quick-drying,  no-ironing 
uniform  with  convertible  wing 
collar.  10  to  18;  9 to  15  — 14.98 
Uniforms,  Fourth  Floor,  G.  Fox  & Co. 

she  wears  moccasins... 
in  glove  elk  leather  by  Clinic  — 8.95 
Mezzanine  Shoes,  G.  Fox  & Co. 

Mail!  Phone!  In  greater  Hartford 
. . . Jackson  2-5151! 

* DuPont’s  polyester  fibre 
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ORT5  SOFALDiC  APPLiANCIiS 
BUILT  TO 

Pi  lYSiCl  ANS’  PRESCRIPTIONS 
ONLY 

SHIRLEY  BROS. 

26  ASHLEY  STREET,  HARTFORD 
Plione  6-3748 

Braces  - Belts  - Etc. 

l^STAItl.lSIlE)!)  1910 


I he  doctors  of  New  l.ondon  (bounty  ;it  the  annual 
incering  agreed  to  gi\c  theii'  utmost  support  and 
cooperation  to  the  0)rnell  Universit\'  research  com- 
mittee toi'  auto  crash  injuries  which  will  he  con- 
(.lucted  for  the  next  six  months  through  the  (iroton 
Barracks  of  the  State  Police  Department. 


NEW  BOOKS  IN  REVIEW 


AI  IF.R  11  IF  nOCrOK  U-.AVF.S.  liy  Mm-gmiiK  ChiiF, 

I' orcwoixl  l)y  Hou'ard  Rusk,  m.d.  N cvj  York:  Croivu 

Y/ihlishcrs,  Inc.  ^lo  pp.  Sw75. 

RcxicwLsI  l)\-  li<\  \'.  lIlSCtKK 

1 lie  aim  for  rliis  hook  is  a practical  guitlc  to  approved 
postmcdical  care  and  trearmenr  of  ciironic  iliseascs  for  the 
patient  anil  Ins  taniih'  aftei'  the  iloctor  leaves.  I vvelv'e  of  the 
important  medical  classes  of  iliseases  are  considered,  vvith 
suggestions  to  sup|)lement  the  advice  of  the  doctor  for  the 
better  understanding  of  the  patient  and  the  farnilv  at  home. 
I he  author  keeps  her  eves  and  her  alert  miiul  on  the  tai'get 
throughout,  and  as  stated  hv  llovvard  Rusk  in  a forevvoni 
for  orientation  and  emphasis,  "has  done  a real  serv  ice  for 
hoth  patients  and  phvsicians.  ’ I his  is  not  surprism<>  to  those 
who  tollovv  Mrs.  Clark  as  medical  editor  in  Nciv.swcek 
where  she  presents  complex  scientific  ohservations  in  a 
simple  and  understandahle  manner. 

'I'hat  few  of  us  are  perfectly  healthy,  that  vve  need  to 
know  how  to  live  with  our  “civilized”  diseases  hesiiles  know  - 
ing the  causes  aiul  sym[m)iiis,  are  among  the  concepts;  wliile 
calling  attention  to  changes  tollowing  advances  in  metlical 
science  inchuling  increases  in  chronic  ailments  among  old 
and  young  (afflicting  one  in  six  people  in  the  United  States). 
Sjtecial  attention  is  given  to  heart  tlisease,  high  hlooil  pies- 
sure,  rheumatism  and  arthritis,  “When  yon  have  had  cancer 
surgery,”  diahetes,  ulcers,  tiiherculosis,  the  allergies,  iliseases 
of  the  central  nervams  system,  disorders  of  the  musculo- 
skeletal system,  mental  and  emotion  troubles,  and  “When 
)'ou  grow  ohl.” 

It  this  reviewer  is  a fair  sample  of  readers,  ahility  to 
attract  attention  is  noteworthy,  as  tor  example,  while  reading 
in  the  introduction  that  sooner  or  later  most  ot  us  experi- 
ence a chronic  illness  and  must  find  a wav'  to  adjust  to 
impaired  health.  “I  his  may  he  nothing  more  severe  than 
hay  fever  or  nearsightednes.s” — or  both!  and  later,  on  grow- 
ing old, — “But  who  can  say  that  every  man  awakens  on  his 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A1!  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  have  set  a 
minimum  daily  adult  requirement. 


Distributed  by 

Borden^ s Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 
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This  is  the  lounge  in  McFarland 
Hall,  the  open  unit  of  Hall- 
Brooke  for  convalescent  and 
psychoneurotic  patients.  Com- 
fortable surroundings  are  consid- 
ered important  in  this  modern 
psychiatric  hospital  devoted  to 
active  treatment,  analytically-oriented  psychotherapy,  and  the 
various  somatic  therapies. 


Hall-Brooke 


Greens  Farms,  box  31 , Connecticut 
Telephone:  Westport,  CApital  7-5105 


George  S.  Hughes,  M.D.,  Medical  Director 
Leo  H.  Berman,  M.D.,  Clinical  Director 


Heide  F.  Bernard 
Samuel  Bernard 


Administrators 


NATCHAUG  CONVALESCENT  HOSPITAL,  Inc. 

Star  Route,  Willimantic,  Conn.  Telephone  No.  HArrison  3-2514 

A one-story,  brick,  fire  resistant,  ranch  type,  T shaped  building;  constructed, 
planned,  and  equipped  by  active  physicians,  to  provide  efficient  individualized 
medical  treatment  and  relaxing  home  like  atmosphere,  for  convalescent  and 
chronically  ill,  bed  ridden  or  ambulatory  patients. 

Accommodations  for  patients  in  single  or  two  bed  units  only. 

24  hour  coverage  by  licensed  nursing  personnel. 

Privileges  extended  to  all  qualified  physicians. 

Adequate  kitchen  facilities  for  special  diets. 

Reasonable  rates. 

Medical  Directors  For  information  contact: 

Mervyn  H.  Little,  M.D.  Alice  G.  Taylor,  R.N. 

Olga  A.  G.  Little,  M.D.,  F.A.P.A.  Superintendent  of  Nurses 
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sixty-fifth  birthday  with  marked  changes  in  physical  or 
mental  equipment  that  were  not  noticeable  twenty-four 
hours  before?”  For  “You  may  be  as  old  as  your  birth 
certificate,  or  as  old  as  you  feel,  (tr  as  old  as  the  condition 
of  your  heart,  kidneys,  or  other  vital  organs.”  We  are 
reminded  finally  that  whether  the  time  on  earth  is  short  or 
long,  the  elderly  man  or  woman  feels  the  challenge  to  spend 
it  courageously  and  in  tranquility.  But  it  is  unfair  to  lift 
sentences  from  context,  and  many  will  enjoy  passages  in 
this  book  and  will  derive  benefit  from  having  it  for  refer- 
ence purposes.  In  its  preparation,  acknowledgment  is  given 
for  the  cooperation  of  physicians,  specialist,  rehabilitation 
and  geratic  authorities  and  others. 

THE  INITIAL  INTERVIEW  IN  PSYCHIATRIC  PRAC- 
TICE. Merton  Gill,  m.d.,  Richard  Newman,  m.d.,  and 
Frederick  C.  Redlich,  m.d.  New  York:  International 
Universities  Press.  Pp.  4*5.  $6  .00.  With  phonographic 
records  $4.60  extra. 

Reviewed  by  Fr.vncis  J.  Braceland 

In  a trail  blazing  presentation  which  may  well  mark  the 
beginning  of  a teaching  method  which  will  be  widely  used 
in  psychiatry,  the  authors  present  a volume  upon  the 
extremely  important  “Initial  Interview”  in  psychiatry.  They 
illustrate  their  own  techniques  and  procedures  with  phono- 
graphic records.  The  plan  is  to  read  the  book  and  absorb  the 
ideas,  and  then  play  the  records  and  hear  actual  initial 
interviews  in  progress. 

The  authors’  study  of  the  initial  interview  left  them  dis- 
satisfied with  what  they  learned  about  both  the  theory  and 
practice  of  the  techniques  employed.  They  believe  a new 
technique  is  emerging  and  they  propose  by  this  offering  to 
make  a contribution  to  the  systematic  presentation  of  this 
technique.  They  hold  that  the  initial  interview  has  three 
main  aims.  The  first  is  to  establish  rapport  between  the 
doctor  and  patient,  the  second  is  to  appraise  the  patient’s 
psychological  status  and  the  third  aim  is  reinforcement  of 
the  patient’s  desire  to  continue  treatment  and  plan  its  direc- 
tion with  him. 

It  should  be  noted  that  the  authors  are  working  in  a 
narrow  field.  They  exclude  organic  problems  from  their 
considerations  and  are  only  considering  a patient’s  suit- 
ability for  psychotherapy.  Admittedly  they  are  bypassing 
the  whole  field  of  somatic  psychiatric  therapies. 

After  a discussion  of  the  early  formulations  the  authors 
proceed  to  discuss  the  various  modifications  and  improve- 
ments in  interviewing  which  have  been  made  and  then 
consider  the  influence  which  psychoanalytic  research  has 
brought  to  bear  on  the  subject.  They  then  discuss  the  various 
types  of  interviews  and  set  forth  their  own  approach, 
detailing  the  various  steps  in  the  process.  There  is  also  a 
discussion  of  recording  and  its  influence  upon  both  patient 
and  therapist. 

Part  II  of  the  book  is  concerned  with  the  interviews 
proper.  The  pertinent  statements  of  the  patient  and  therapist 
are  placed  on  the  left  hand  page  and  numbered;  the  editors 
comments  are  similarly  numbered  on  the  right  hand  pages. 
The  first  and  third  interviews  are  by  experienced  clinicians 
and  the  second  is  by  a student.  The  differences  are  obvious 
and  are  forcefully  brought  out  in  the  records. 

The  authors  are  forthright  and  frank  and  do  not  hesitate 
to  criticize  themselves.  All  in  all,  they  have  an  excellent 
idea  and  it  is  well  carried  out  and  illustrated.  One  naturally 
will  not  agree  with  everything  said,  but  both  book  and 
records  will  bear  careful  scrutiny  by  all  psychiatric  teaching 
institutions  for  they  have  a great  deal  to  offer. 


FOSTER  BUILDS  OVER  150  MODELS 
OF  REFRIGERATORS  a FREEZERS 
FOR  THE  MODERN  HOSPITAL! 


Whether  your  bed  capacity  is  under  25 
beds  or  over  500  beds  . . . there’s  a Foster 
refrigerator  or  freezer  to  meet  every  need 
of  the  three  major  divisions  of  the  modern 
hospital. 

LABORATORY  SERVICE 

Blood  Bank  Refrigerator  Biological  Refrigerator 

Bone  Bank  Freezer  Specimen  Refrigerator 

Eye  Bank  Freezer  Low  Temp.  Research  Chest 

GENERAL  SERVICE 

Nursery  Formula  Refrigerator 

Water  Container  Freezer 

Ice  Cube  and  Ice  Pack  Refrigerator 


FOOD  SERVICE 

Reach-In  Refrigerator 
Upright  Freezer 
Two  Temp  Refrigerator 
Undercounter  Refrigerator 


Pass  Thru  Refrigerator 
Bakery  Freezer 
Beverage  Cooler 
Ice  Cream  Storage  Freezer 


distributed  by 

CHARLES  G.  LINCOLN  & CO. 

55  EDWARDS  ST.  • HARTFORD,  CONN. 

Write  for  your  FREE  copy  of  Foster’s 
Circular  on  Hospital  Refrigerators. 


CONNECTICUT 

AMBULANCE 

ASSOCIATION 

Emergency  Hospital  - _ - - Bridgeport 
Nelson  Ambulance  Service  - - Bridgeport 
Dunn  Ambulance  Service  - - - - Bristol 
Maynard  Ambulance  Service  East  Hartford 
Aetna  Ambulance  Service  - - - Hartford 
Maple  Hill  Ambulance  Service  - Hartford 
Kamen’s  Ambulance  Service  - - Meridejt 
Chamberlain  Ambulance  Service  - Milford 
New  Britain  Ambulance  Service  New  Britain 
Flanagan  Ambulance  Service,  Inc.  New  Haven 
Union-Lyceum  Ambulance  Service 

New  LotidoJi 

Fairfield  Oxy.  & Amb.  Service  - Statnford 
Academy  Ambulance  Service  - - Stratford 

Campion  Ambulance  Service  - W aterbury 
Fitzgerald’s  Ambulance  Service  W aterbury 
Waterbury  Hospital  - - - - W aterbury 

‘‘‘’Qualified  Drivers  and  Attendants’’^ 
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I arthritis 

1'''  'and 
allied^ 
disorders 


BUTAZOLIDIN** 


(brand  of  phenylbutazone) 


for  potent^  nonhormonal  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 


Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  be  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 

Detailed  literature  on  request. 

*MacKnight,  J.  C. ; Irby,  R.,  and  Toone,  E.  C.,  Jr.:  Geriatrics  9:111  (Mar.)  1954. 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  mg. 


1 

i 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.Y. 

In  Canada:  Geigy  Pharmaceuticals,  Montreal  423 


20 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


ELMCREST  MANOR 


25  Marlborough  St.,  Portland,  Conn. 

Telephone  Middletown  6-6681 


A private  sanitarium  for  the  individual  care 
and  treatment  of  patients  suffering  from  psy- 
choneuroses, mild  psychoses,  personality  dis- 
orders, toxic  conditions,  and  habit  problems. 

Emphasis  on  rehabilitation.  Psychotherapy,  oc- 
cupational and  recreational  techniques.  Elec- 
tric and  Insulin  treatment,  prolonged  narcosis. 
Induced  fever  and  other  current  psychiatric 
procedures. 


For  ftirther  infor??iation,  contact 

ASHER  L.  BAKER,  M.D. 


CROMWELL,  CONNECTICUT 


FOUNDED  1877 


Cromwell  Hall  specializes  in  the  individual  treat-  Both  young  and  older  men  and  women  can  here 

ment  of  nervous  or  functional  conditions  in  all  age  follow  a regime  of  medical  guidance  and  regula- 

groups  except  children.  Convalescents  and  certain  tion  of  activity  designed  to  restore  them  to  their 

medical  cases  requiring  treatment  atvay  from  home  normal  condition. 


are  received. 


A very  distinct  effort  is  made  to  maintain  a whole- 
some, homelike  atmosphere.  In  order  to  attain  this 


Therapeutic  and  recreational  facilities  are  com-  end  and  preserve  harmony,  patients  ivith  noticeable 
plete.  Psychotherapy  is  emphasized.  Patients  re-  depression,  true  memory  defects,  addictions,  or  any 

quiring  shock  treatment  are  referred  elsewhere.  disUirhing  characteristics,  cannot  he  received. 


FRANK  HALLOCK  COUCH,  M.D. 
MILDRED  WARDEN  COUCH,  M.D. 
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HARTFORD’S 

NEWEST  & MOST  MODERN 
CONVALESCENT  HOSPITAL 

for 

Convalescents  • Post-Operative  ® Chronics 

INVALIDS  @ RETIRED  GUESTS 

Nurses  in  attendance  24  hours  a day 
Consulting  physician  available  at  all  tunes 

CHapel  9-0426 

21  VICTORIA  ROAD  HARTFORD 


Louise  Private  Hospital 

specializing  in  the  care  of 

CHRONIC  CONVALESCENT  & ELDERLY 
PEOPLE 

Registered  Nttrses 
Private  and  Semi-Private  Rooms 

353  PARK  AVENUE 
BLOOMFIELD,  Connecticut 
CH  2-9833 


THE  HAVEN 

Incorporated 

ABINGTON,  CONNECTICUT 
Chronic  and  Convalescent  Hospital 

K.  B.  Howe,  Physical  Therapist, 
Superintendent 

Route  44  Tel.  Putnam  8-2495 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 

Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 

artificial  limbs 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 

No  steps 
to  climb 


32-36  ELM  STREET 
(Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


ZUCCALA  BIOLOGICAL 
LABORATORY 

Te|.  Jackson  5-0024 

To  serve  Ihe  Doctors  for  all  needs  of  clin- 
ical laboratory  work,  and  preparation  of 
vaccines  and  antigens. 

B.M.R.  « E.K.G. 

24  Hours  service.  Approved  by  the  State 
Dept,  of  Health  for  Pre-marital  and  Pre- 
natal Blood  Tests. 

1 79  ALLYN  STREET  HARTFORD,  CONN. 
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Cove  Hill  Manor 

A Hospital  For  Neuropsychiatric 
And  Convalescent  Care 

is  a beautifully  landscaped  ten-acre  estate 
situated  between  New  London  and  Norwich 
in  historic  Uncasville  overlooking  the  Thames 
River. 

ALL  therapies  are  adequately  administered  by 
a competently  trained  psychiatric  and  medical 
staff. 

FACILITIES  are  available  for  mood  dis- 
orders, alcoholism,  psychoneuroses,  as  well  as 
the  arteriosclerotic  and  senile  states.  Conva- 
lescent care  is  offered  for  organic  disorders. 

Charles  M.  Krinsky,  M.D.,  D.A.B. 

Clinical  Director 

Rates  are  available  upon  request.  Write  Box  317, 
Uncasville,  Connecticut,  or  phone  Norwich  4-9216. 


Founded  1879 

King  Sanatorium 

Eight  Miles  from  Boston 

For  the  study,  care,  and  treatment  of  emotion- 
al, mental,  personality,  and  habit  disorders. 

On  a foundation  of  dynamic  psychotherapy 
all  other  recognized  therapies  are  used  as 
indicated. 

Cottage  accommodations  meet  varied  individ- 
ual needs.  Limited  facilities  for  the  continued 
care  of  progressive  disorders  requiring  medi- 
cal, psychiatric,  or  neurological  supervision. 

Full  resident  and  associate  staff.  Courtesy 
privileges  to  qualified  physicians. 

Benjamin  Simon,  M.D. 

Director 

Charles  E.  White,  M.D. 

Assistant  Director 

ARLINGTON  HEIGHTS 
MASSACHUSETTS 
ARIington  5-0081 


HEARING  is  their  business! 

These  are  the  Audivox  Hearing  Aid  Dealers 
who  serve  you  in  CONNECTICUT.  Audivox 
dealers  are  chosen  for  their  competence  and 
their  interest  in  your  patients’  hearing  prob- 
lems. 


BRIDGEPORT 

American  Surgical  Supply  and  Equipment 
Company 

1751  Barnum  Avenue 
Tel.:  5-3116 

HARTFORD 

Audiphone  Company  of  Hartford 
721  Main  Street 
Room  319 

Tel.:  CHapel  7-8094 
NEW  HAVEN 

Professional  Equipment  Company 
36  Howe  Street 
Tel.:  ST  7-2138 

TORRINGTON 
Flieg  and  Newbury 
45  Water  Street 
Tel.:  8540 

WATERBURY 
Waterbury  Hearing  Center 
30  Bank  Street 
Tel:  3-3980 
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THE  LAST  ONE  HUNDRED  YEARS 

AVilmar  M,  Allen,  m.d.,  Hartford 


The  Author.  Retired  ])irector,  Hartford  Hospital 


TAuring  mv  period  as  pathologist  there  was  often 
involved,  particularly  in  the  chemical  division, 
the  concentration  of  substances  necessary  for  the 
completion  of  examinations.  I can  recall  no  such 
concentration  approaching  that  of  condensing  one 
hundred  years  into  tw'o  or  three  minutes.  I will  not 
attempt  it. 

The  factual  history  of  the  Hartford  Hospital  has 
already  been  given  by  word  and  in  print.  One  point 
should  be  emphasized— the  Hartford  Hospital,  like 
others,  was  for  the  homeless,  the  poor  and  the  tran- 
sient till  1906.  At  that  time  private  patients  could  be 
admitted  and  the  institution  became  a community 
hospital.  Since  that  time  admissions  have  increased 
from  2,000  to  33,000. 

It  is  difficult  in  a brief  time  to  select  an  important 
aspect  of  such  a long  period.  The  following  seems 
to  be  most  important. 

At  the  beginning  of  this  period  the  doctor  was  a 
dictator  telling  people  of  little  skill  what  to  do  for 
his  patient.  The  functions  of  the  dietary,  laundry, 
and  housekeeping  departments  were  no  more  com- 
plex than  those  performed  by  the  household  maid 
of  that  time.  Medications  and  treatment  were  such 
as  could  be  rendered  by  almost  any  mother  in  her 
household. 

Let  us  speed  up  the  reel  of  time  and  see  what  has 
happened.  The  progress  of  medical,  nursing  and 
ancillary  care  has  been  phenomenal.  With  this 


progress  and  the  increasing  complexity  of  patient 
service,  the  doctor  has  required  more  and  more 
assistance.  Many  functions  which  he  used  to  perform 
personally  are  now  provided  by  many  others.  Think, 
for  example,  of  the  care  of  the  obstetrical  patient 
in  labor;  of  the  administration  of  transfusions  and 
infusions;  of  many  laboratory  and  x-ray  examina- 
tions, to  mention  a few  of  the  services  which  the 
doctor  by  force  of  necessity  has  had  to  pass  over 
to  other  skilled  minds  and  hands.  Think  also  of 
those  unseen  but  vital  members,  the  fireman  in  the 
steam  plant— no  steam,  no  heat,  no  sterilization,  no 
cooking,  no  hospital;  the  telephone  operator— think 
of  transmitting  all  of  those  messages  in  person. 

And  so  by  natural  evolution  there  has  been 
developed  the  patient’s  team.  The  doctor  is  still  the 
captain  and  always  will  be,  but  he  is  a leader  rather 
than  a dictator.  Success  cannot  be  achieved  by 
members  of  a team  running  in  all  directions,  nor  by 
the  captain  ignoring  his  responsibility  for  leadership 
of  his  team.  For  satisfactory  functioning,  there  are 
also  necessary  management,  financing,  community 
understanding  and  backing. 

Fie  upon  those  who  still  cavil  about  the  practice 
of  medicine  by  nonprofit  corporations  as  represent- 
ed by  the  typical  modern  hospital;  woe  to  those 
who  try  to  make  personal  income  a matter  of  ethics; 
disaster  to  those  who  still  believe  we  live  in  the  time 
of  medical  dictatorship! 

Who  has  the  great  privilege  of  being  a member, 
or  even  a captain,  of  a team  rendering  such  a 
service  to  his  fellow  man?— The  doctor  of  medi- 
cine—and  I am  proud  to  be  one  of  you! 
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HARTFORD  HOSPITAL’S  NEXT  100  YEARS 
T.  Stewart  Hamilton,  m.d.,  Hartford 


The  Author.  Director,  Hartford  Hospital 


TJhysicians  and  hospitals  are  so  intimately  inter- 
twined  these  days  that  a birthday  for  one  be- 
comes a family  affair;  your  thoughtfulness  in  helping 
us  celebrate  ours  will  long  be  remembered,  for  it  is 
not  only  a brotherly  gesture  but  a good  omen  as 
well. 

Dr.  Allen  has  given  you  an  excellent  picture  of 
the  last  century  and  what  it  brought.  I know  of  no 
one  who  has  had  a greater  hand  in  shaping  the 
present  course  of  Hartford  Hospital.  As  I face  the 
problem  of  discussing  the  next  hundred  years,  even 
knowing  that  a poor  workman  always  blames  his 
tools,  my  lament  is  that  the  lenses  of  my  prospecto- 
scope  are  poorly  ground  compared  with  those  of 
that  most  accurate  of  all  instruments  the  retrospecto- 
scope.  With  the  assurance,  however,  that  few  of  us 
here  tonight  will  be  celebrating  the  bicentennial  of 
Hartford  Hospital,  let  me  peer  ahead  with  you 
through  our  poor  instrument  to  see  what  the  future 
may  bring. 

If  the  pendulum  swings  to  and  fro  with  equal 
force,  one  might  conclude  that  since  there  was  no 
Hartford  Hospital  in  1854  perhaps  there  will  be 
none  in  2054  and  thus  end  these  remarks.  This  I do 
not  believe,  however,  and  so  I shall,  with  appro- 
priate hedging,  make  my  forecast.  I believe  this 
will  happen  over  the  next  century  to  us  at  Hartford 
Hospital  and  to  hospitals  and  the  practice  of  medi- 
cine elsewhere  in  the  United  States  as  well: 

As  our  population  ages  and  our  medical  problems 
center  less  on  acute  communicable  disease  and  more 
on  chronic  and  degenerative  disease,  we  shall  see 
profound  changes.  Emphasis  will  be— it  is  already— 
more  upon  prevention  and  less  upon  cure.  The 
present  great  need  for  hospital  beds  for  definitive 
care  of  the  ill  patient  will  diminish.  The  physician 
will  spend  more  of  his  time  in  watching  over  the 


health  of  his  families  than  in  treating  their  illnesses 
after  they  develop. 

The  hospital  will  change  far  more  than  the  physi- 
cian, for  the  physician  is  already  used  to  practice 
both  in  office  and  hospital  and  community  while  we 
in  hospitals  have  too  long  clung  to  the  feeling  that 
the  doors  of  our  institutions  mark  a dividing  line 
for  us;  we  attend  all  the  needs  of  the  person  inside 
and  do  nothing  for  the  person  outside.  There  was 
good  reason  for  this  at  one  time,  but  times  change 
and  reasons  become  less  valid.  The  large  teaching 
hospital  will  become  a center,  its  personnel  working 
closely  with  others  to  guard  the  health  of  many. 
While  extending  its  facilities  into  the  community  it 
will  receive  some  patients  with  minor  illnesses,  but 
by  and  large  they  will  be  cared  for  at  the  local  com- 
munity hospitals  while  we  shall  receive  only  the 
complicated  cases  demanding  highly  specialized 
skills.  Our  health  functions  will  be  to  work  with  all 
the  communities  we  serve  to  keep  in  operation  the 
best  possible  programs  of  preventive  medicine.  We 
shall  probably  operate  the  rehabilitation  center  for 
the  area  we  serve,  sending  personnel  out  to  assist  at 
the  local  level.  We  shall  become  as  well  the  research 
center  and  this  aspect  of  our  activity  will  expand 
rapidly  to  assume  its  proper  role. 

The  hospital,  then,  will  be  the  health  center  for  a 
large  area  with  patients  and  personnel,  both  medical 
and  paramedical  moving  in  both  directions.  But, 
you  say,  a hospital  cannot  practice  medicine,  and  i 
this  is  very  true.  In  fact,  the  hospital  is  people  and 
we  are  talking  of  what  people  will  do  with  regard 
to  health  and  disease.  This  brings  me  to  my  second 
point,  the  doctor  and  his  hospital.  Because  medical 
practice  is  progressing  so  rapidly  that  we  as  indi- 
viduals can  possess  little  of  all  there  is  to  be  known, 
we  will  move  toward  cooperative  practice  of  one 
sort  or  another.  As  I look  ahead  I see  teams  of  physi- 
cians who  will  serve  whole  areas.  They  will  be  in 
groups  closely  coordinated,  not  only  with  one 
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hospital  but  with  many,  as  well  as  the  attendant 
health  centers.  The  doctor  Mill  be  able  to  gro^v 
M'ithin  the  group,  to  maintain  affiliation  with  several 
hospitals,  to  derive  more  satisfaction  from  his  prac- 
tice and  will  in  all  probability  be  able  to  spend  more 
time  M'ith  his  family.  I vish  I could  see  that  with  all 
this  we  are  to  preserve  the  doctor-patient  relation- 
ships of  the  good  old  days  but  I fear  that  at  least  in 
cities  these  have  already  greatly  changed.  No  gain 
is  achieved  without  some  loss,  but  the  patient  will 
still  live  a longer,  healthier,  more  productive  and  we 
hope  a happier  life. 

i\s  we  look  to  the  distant  future  we  see  greater 
emphasis  on  the  preseiwation  of  health,  the  great 
problem  of  keeping  our  aging  population  healthy 
and  active  and  much  greater  regionalization  and 


coordination  both  of  preventive  and  of  curative 
medicine.  If  we  will  it  enough  and  work  hard 
enough  and  set  a good  enough  example,  this  can  be 
done  under  our  voluntary  system.  The  prodigious 
strides  of  the  last  century  have  been  made  largely 
under  the  discipline  of  our  own  good  intentions; 
this  alone  should  indicate  that  we  can  continue  to 
advance  by  the  same  means.  As  we  look  to  see  how 
this  can  best  be  accomplished,  we  must  consider  the 
conclusion  reached  by  one  practicing  physician  who 
said  “amalgamation  of  hospital  and  staff  is  the  great- 
est remaining  field  for  improvement  of  medical 
service.”  Whether  we  accept  his  thesis  or  not,  as  we 
progress  we  must  strive  mightily  for  ever  closer 
cooperation  and  coordination,  for  therein  lies  our 
greatest  usefulness  to  our  fellow  man. 


THE  DIAGNOSTIC  APPROACH  TO  DISEASES  OF  THE  LUNGS 

Edward  J.  Welch,  m.d.,  Brooklmt,  Massachusetts 


touring  the  last  tw  o or  three  decades,  there  has 
been  a change  of  attitude  toward  diseases  of 
the  chest.  Physicians  used  to  have  to  rely  on  the 
history,  physical  examination,  and  rather  inadequate 
sputum  examination  in  making  diagnoses.  As  a result 
only  advanced  disease  was  diagnosed  with  any  cer- 
tainty. Even  after  the  advent  of  the  x-ray  early 
diagnosis  was  unusual.  After  all,  with  so  little  ther- 
apy available,  there  was  no  hurry  about  making  a 
diagnosis. 

We  are  still  in  an  era  of  transition.  Great  improve- 
ments in  our  diagnostic  methods  have  been  achieved. 
Chemotherapy  has  come  into  its  own,  at  least  for 
infectious  diseases.  The  anesthesiologist  and  the 
thoracic  surgeon  have  made  intrathoracic  procedures 
relatively  safe.  Advances  in  therapy  have  really  out- 
stripped advances  in  diagnostic  methods.  We  are 
faced  with  a need  to  bring  patients  to  therapy  before 
the  chance  of  cure  is  lost. 

There  are  certain  delays  with  which  we  are  all 
familiar: 

Presented  at  the  162nd  Annual  Meeting  of  the  Con?iecticut  State 
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SUMMARY 

There  are  many  old  and  new  methods  of  approach 
to  the  diagnosis  of  diseases  of  the  chest.  It  is  important 
for  us  to  seek  early  definitive  diagnosis  in  view  of  the 
great  advances  that  have  been  made  in  therapy.  An 
attempt  has  been  made  to  outline  the  tools  at  hand, 
and  to  indicate  their  use. 


1.  Between  the  onset  of  the  pathologic  process  and 
the  onset  of  symptoms. 

2.  Between  the  onset  of  symptoms  and  the  first 
visit  to  a physician. 

3.  Between  the  first  visit  to  a physician  and  the 
first  x-ray. 

4.  Between  the  first  x-ray  and  the  final  diagnosis. 
The  delay  between  the  development  of  the  disease 

process  and  the  onset  of  symptoms  is  still  the  big 
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Stumbling  block  to  the  early  treatment  of  the  two 
major  pulmonary  diseases,  namely,  tuberculosis  and 
carcinoma.  Surveys  with  the  chest  x-ray  have  begun 
to  make  some  progress  here,  but  only  by  periodic 
chest  x-rays  in  apparently  well  people  can  we  hope 
to  detect  these  diseases  in  their  early  stages. 

I’hat  delay  which  comes  between  the  onset  of 
symptoms  and  the  first  visit  to  a physician  is  under- 
standable. For  years  the  public  was  aware  of  the 
lack  of  effective  therapy.  Fortunately,  with  improve- 
ments in  therapy,  this  period  of  delay  is  being 
whittled  away  by  the  education  of  the  public.  Some 
delay  of  this  type,  however,  will  always  be  with  us 
because  people  have  a certain  amount  of  optimism 
and  expect  symptoms  to  go  away.  In  most  cases  we 
must  still  await  the  arrival  at  our  office  of  the  patient 
who  has  symptoms.  By  and  large,  it  may  be  stated 
that  in  diseases  of  the  chest  a radiologically  demon- 
strable lesion  is  present  before  the  onset  of  symp- 
toms. Here  is  a recognized  fact  that  has  led  to  the 
mass  x-ray  surveys  throughout  the  country.  Such 
surveys  have  great  value,  but  are  not  feasible  at  fre- 
quent enough  intervals  to  do  the  job  we  all  want 
done. 

Practically,  the  clinician  cannot  attack  this  prob- 
lem of  early  diagnosis  until  the  patient  presents  him- 
self at  the  office  or  clinic.  He  will  come  to  us  because 
( 1 ) he  wants  relief  of  symptoms,  or  ( 2 ) because  he 
has  been  x-rayed  in  a survey  and  a lesion  has  been 
found. 

THE  X-RAY  SURVEY 

First,  let  us  take  a look  at  what  part  surveys  play 
in  diagnosis.  Collectively,  the  medical  profession  is 
largely  responsible  for  whatever  is  accomplished 
here;  and  let  us  consider  here  the  two  diseases  of 
chief  importance,  tuberculosis  and  cancer. 

In  the  communitywide  survey  held  in  Boston  in 
1949  and  1950,  over  a half  million  x-rays  were  taken. 
There  were  247  new  active  cases  of  tuberculosis 
found.  This  is  a yield  of  one  new  case  per  2,000 
films.  In  this  day  of  modern  chemotherapy  for  tuber- 
culosis, there  is  no  question  of  the  value  of  this 
technique  for  finding  cases.  The  apparently  well 
individual  with  pulmonary  tuberculosis  has  an  excel- 
lent chance  of  recovery  if  he  is  brought  to  therapy, 
because  of  the  slow  evolution  of  the  disease. 

The  single  survey  film  is  not  the  whole  answer 
to  diagnosis.  The  survey  report  may  go  no  farther 
than  to  say  “pulmonary  tuberculosis,  activity  un- 
determined.” The  survey  can  be  no  better  than  the 


follow-up,  and  this  is  a job  that  falls  to  the  prac- 
ticing physician.  Practically,  we  should  get  serial 
x-rays  of  these  patients  and  not  feel  sure  that  the 
disease  is  inactive  until  stability  of  the  lesion  has 
been  demonstrated  for  at  least  six  to  twelve  months. 
This  observation  should  be  combined  with  careful 
observation  of  the  sputum  and  gastric  contents  for 
tubercle  bacilli. 

In  this  same  survey  with  536,000  films  there  were 
39  cases  of  proven  bronchogenic  carcinoma.  In  22 
of  the  39,  pulmonary  resections  were  carried  out. 
This  indicates  that  approximately  25,000  films  are 
necessary  to  uncover  a resectable  case  of  broncho- 
genic carcinoma. 

Of  the  22  resectable  cases,  only  5 were  alive  and 
well  at  the  end  of  a four  year  follow-up  period.^ 
These  results  are  most  discouraging,  but  there  is 
room  for  improvement  in  survey  work  for  cancer 
of  the  lung  in  two  directions.  First  of  all  in  this  series 
there  was  a fifty-six  day  average  delay  between  the 
survey  film  and  the  final  diagnosis.  Secondly,  the 
Philadelphia  group^  found  that  the  yield  of  cases 
was  I per  600  films  when  only  those  over  the  age 
of  forty-five  were  x-rayed.  In  males  over  the  age 
of  forty-five  the  yield  was  i per  400  films. 

These  figures  give  us  a rough  idea  of  what  part 
surveys  may  be  expected  to  play  in  diagnosis.  Un- 
fortunately, with  regard  to  carcinoma,  x-rays  will 
detect  only  those  tumors  large  enough  to  stand  out 
on  the  films  as  a mass,  or  large  enough  to  cause 
distal  suppuration,  atelectasis,  or  obstructive  emphy- 
sema. We  must  admit  that  the  discovery  of  broncho- 
genic carcinoma  in  x-ray  surveys  has  not  yet  im- 
proved the  results  in  the  patients  thus  detected  over 
the  results  in  patients  seeking  a physician’s  advice 
because  of  symptoms. 

After  this  brief  look  at  the  survey  record  let  us 
turn  to  the  patients  who  come  to  us  with  symptoms. 
How  do  we  proceed  to  diagnosis? 

HISTORY  AND  PHA'SICAL  EXAMINATION 

We  must  not  neglect  our  earliest  training  in  his- 
tory taking.  If  the  patient’s  complaint  suggests 
pulmonary  disease,  we  must  remember  to  check  a 
few  important  things  such  as; 

(a)  Is  there  a history  of  contact  with  tuberculosis? 
Has  the  patient  lived  where  there  is  endemic  pul- 
monary disease?  Without  such  knowledge  we  may 
miss  early  diagnosis  of  tuberculosis,  coccidiodomy- 
cosis,  histoplasmosis,  or  blastomycosis. 

(b)  Has  the  patient  been  using  mineral  oil  by 


LUNG  DISEASE  D I A G N O S I S — W E L C H 


951 


mouth  or  in  nose  drops?  That  process  at  the  base 
of  the  lungs  niav  be  a lipoid  pneumonitis. 

(c)  W hat  is  the  patient  exposed  to  in  his  daily 
work— what  dust  or  chemical?  A diagnosis  of  pneu- 
monoconiosis  or  of  chemical  pneumonitis  requires 
such  a history. 

Now  physical  examination  does  not  often  give 
much  help  in  early  diagnosis  but  may  give  some. 
Early  lesions  will  not  cause  alteration  of  the  thoracic 
resonance  or  tactile  fremitus.  The  presence,  how- 
ever, of  auscultatory  ronchi,  rales  or  friction  rubs 
may  be  of  help  and  may  be  early  findings.  In  addi- 
tion to  the  examination  of  the  chest  itself,  some  of 
the  chief  findings  of  aid  in  diagnosis  are: 

(a)  The  presence  of  palpable  lymph  nodes,  liver 
and  spleen.  These  organs  may  be  enlarged  in  sar- 
coidosis, lymphomata,  and  advanced  carcinoma. 

(b)  The  presence  of  clubbing  of  the  fingers. 
Usually  clubbing  means  chronic  disease,  but  occa- 
sionally appears  early  in  carcinoma  of  the  lung. 

(c)  The  presence  of  phlebitis  or  of  phlebothrom- 
bosis  of  the  legs.  Many  an  hemoptysis  has  had  its 
origin  at  this  distant  point. 

The  history  and  physical  examination  are  only 
superficially  dealt  with  in  this  presentation,  because 
I expect  that  we  all  do  these  as  a matter  of  routine. 
However,  I would  emphasize  here  that  early  disease 
of  the  lungs  is  rarely  detectable  by  physical  exam- 
ination. 

X-RAY  AND  FLUOROSCOPIC  EXAMINATION 

Having  our  suspicion  raised  by  either  the  history 
or  physical  examination,  the  next  step  is  to  get  a 
chest  x-ray.  The  chest  is  one  portion  of  the  body 
I where  the  x-ray  may  give  considerable  diagnostic 
' aid.  There  should  be  no  delay  in  the  office  patient 
with  a history  or  physical  examination  suggestive  of 
. pulmonary  disease. 

Here  is  one  type  of  delay,  mentioned  above,  for 
which  the  physician  is  often  responsible.  If  the 
' patient’s  symptoms  are  of  short  duration,  some  tact 
: is  required  in  “selling”  him  an  x-ray.  That  cough 
I of  one  week’s  duration  may  be  your  only  warning 
I that  the  patient  has  bronchogenic  carcinoma,  and  less 
I than  a year  to  live  if  not  treated  at  once!  Once 
symptoms  develop,  it  is  unusual  for  the  untreated 
patient  to  live  a year. 

i In  the  home,  of  course,  it  is  logical  to  treat  acute 

!j  disease,  such  as  pneumonia,  first,  but  be  sure  that  an 
; x-ray  is  taken  when  the  patient  is  well  enough  to  go 


out  for  it.  A word  of  caution  here— if  the  x-ray  con- 
firms a clinical  diagnosis  of  pneumonia,  follow  the 
patient  with  repeat  x-rays  until  clear.  Followdng 
such  patients  carefully,  the  few  whose  acute  pneu- 
monitis is  due  to  cancer  or  tuberculosis  will  be 
correctly  diagnosed  at  the  earliest  possible  time. 

When  pulmonary  disease  is  suspected,  the  con- 
ventional 14"  X 17"  film  should  be  used.  Photo- 
fluorograms  should  be  reserved  for  survey  studies 
of  apparently  well  people.  Statistically  they  do  not 
have  quite  the  same  accuracy  as  the  larger  films. 
Remember  also  that  the  radiologist  has  other  tools 
at  hand  in  addition  to  the  plain  film.  Lateral  views 
often  help  in  localization  of  lesions  seen  on  the  P-A 
film,  and  may  bring  to  light  retrocardiac  disease  not 
seen  on  the  P-A  film.  Stereoscopic  films,  obliques, 
over  exposed  films  all  help  in  special  cases.  Tomo- 
graphy (also  known  as  laminagraphy,  planigraphy, 
and  body-section  radiography)  is  a technique  growl- 
ing in  popularity.  A series  of  films  may  be  taken  in 
which  both  the  tube  and  cassette  move,  blurring  out 
the  dense  structures  of  the  thorax  and  focussing  at 
desired  levels.  Such  techniques  have  revealed  intra- 
bronchial  tumors,  vascular  tumors,  and  tuberculous 
cavities  not  otherwise  shown  by  the  x-ray.  It  is  a 
time-consuming,  relatively  costly  procedure  that 
has,  however,  much  value  in  selected  patients. 
Lordotic  or  apical  views  often  bring  densities  out 
from  behind  the  ribs  and  clavicles  and  are  increas- 
ingly popular  in  the  observation  of  tuberculous 
patients. 

The  fluoroscope  should  also  be  mentioned  here. 
It  may  give  useful  information  regarding  ventila- 
tion. The  trapping  of  air  in  one  lung  or  pulmonary 
segment  may  be  demonstrated  in  expiration,  leading 
to  a suspicion  of  bronchostenosis.  The  low^  position 
of  the  diaphragms  and  their  failure  to  move  in 
respiration  may  be  the  best  lead  to  the  degree  of 
dysfunction  in  pulmonary  emphysema.  iVIasses  may 
be  observed  for  the  presence  or  absence  of  pulsation. 
However,  for  the  fine  detail  of  pathology  in  the 
lung,  fluoroscopic  examination  is  greatly  inferior 
to  the  x-ray  film. 

Bronchography  w ith  iodized  oil  is  a useful  radio- 
logic  procedure  in  some  cases,  particularly  where 
the  question  of  bronchiectasis  is  raised.  If  iodized 
oil  is  coughed  into  the  alveoli,  however,  it  may 
obscure  interpretation  of  subsequent  films  for  man\' 
months.  Newer,  more  rapidly  absorbed  mediums 
are  being  investigated  and  may  replace  the  oily 
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niciliiini  in  use  ar  present.  Bronchography  has  its 
greatest  \ ahie  in  nia[')j)ing  out  the  extent  of  hronchi- 
ectasis  in  planning  surgical  therap\ . Diagnostically 
it  is  most  uselul  in  the  patient  who  has  a hemorrhage 
I rom  a chest  that  appears  normal  h\'  \-rav  ami 
hronchoscopic  examination.  It  may  bring  localized 
bronchiectasis  to  light. 

/Angiography  has  only  a limited  beltl  of  u.'.efulness. 
Suspected  mediastinal  tumors  may  be  identified  as 
aneuiA'sms;  suspected  aneuiA’sms  ma\'  be  shown  to 
be  tumors  tlistinct  from  the  yascular  sv'stem.  Recent 
studies  ha\e  shown  that  the  increased  \ascidarit\'  of 
resolving  pneumonitis  can  be  distinguished  from  the 
relative  axasetdarity  of  neoplasm." 

set  I LM  t XAXII.NA  I ION 

1 Ia\  ing  arrived  at  the  x-ra\'  picture  stage,  w e must 
in  many  cases  mo\  e on  for  more  information.  1 lie 
radiologist  can  usually  suggest  possibilities,  but  can- 
not make  conclusive  diagnoses.  We  must  examine 
the  sputum. 

(a)  Bacteriology. 

Although  the  gross  examination  of  the  sputum 
w ill  tell  us  w hether  it  is  bloody,  purulent,  or  foui- 
smeiling,  or  w hether  it  contains  the  caseous  material 
suggestixe  of  tuberculosis,  more  detailed  examina- 
tion is  usually  desired.  It  is  true  that  the  da\s  of 
painstaking  routine  bacteriologic  studies  in  acute 
pneumonia  are  over.  1 he  typing  of  pneumococci 
lias  little  or  no  place  in  a medical  program  that 
includes  penicillin.  Sputum  testing,  of  course,  does 
become  important  w hen  there  is  no  response  to  the 
drug.  1 hen  we  want  to  know  if  tubercle  bacilli  are 
present,  or  other  organisms  such  as  the  k'riedlander 
l)acillus  that  are  not  sensitive  to  penicillin. 

With  ix'gard  to  tubercle  bacilli,  examination  of 
the  sputum  is  not  conclusixely  negatixe  until  the 
laboratory  examination  has  piogressed  from  the 
smear  to  the  ccfncentratcd  specimen,  aiul  to  the 
culture  or  guinea  pig  inoculation.  A routine  smear 
for  acid  fast  bacilli  xx  ill  detect  these  oi'ganisms  onl\" 
if  present  in  great  numbers.  It  is  estimated  that 
10,000  to  100,000  organisms  must  be  present  per  cc. 
of  sputum  before  the  routine  smear  xx  ill  be  found 
“positive.”  In  patients  x\  lio  do  not  raise  sputum  but 
sxxalloxx  it  unconsciously,  cultures  of  the  fasting 
gastric  contents  xxill  often  reveal  the  organism. 
Where  fungus  disease  is  suspected  because  of  the 
patient’s  previous  residence  in  endemic  areas,  the 
sputum  shoidd  be  cultured  on  Saboraud’s  medium, 
riie  presence  of  coccidioides,  histoplasma,  blasto- 


myecs  or  nocardia  is  of  diagnostic  significance. 
Other  fungi  are  usuallx’  secomlarx'  imaders,  or  may 
normally  be  found  in  the  flora  of  the  mouth  or  may 
be  common  laboratory'  contaminants.  Cultures  are 
extremely  important  x\  here  fungus  tlisease  max'  be 
present  as  the  x-rax’  picture  in  these  diseases  may 
mimic  almost  everx'  other  pulmonarx'  tliscasc.  In 
Xexx-  Ixngland,  of  course,  fungus  diseases  are  xery 
rare. 

(b)  CxTologxx 

^\' here  bronchogenic  carcinoma  is  suspected, 

cxTologic  examination  of  the  sputum  by  the  Papani- 
colaou technicjue  is  indicateal.  When  bronchogenic 
carcinoma  is  jirescnt,  this  test  may  rexeal  malignant 
cells  in  70  per  cent  to  So  per  cent  of  cases.  The  fol- 
loxxing  figures  from  a series  studied  at  the  Alayo 
Clinic  are  of  interest.^ 

cx  i()i,o(;x  or  SIT  IT  .XI  ,v.\i)  bronchi. xr  sr.CRKTioNs 

1 oral  nmiihcr  of  gatienrs  w ith  pulnionarv  disease 

Bronchogenic  carcinoma  (pro\en) 

Posirixe  on  cvrologic  examination joo 

Positive  on  first  te.st yj 

False  positives  q 

1 he  xaliic  of  this  type  of  examination  is  empha- 
sized by  the  lack  of  false  positives  and  by  the  ctm- 
siderable  number  of  positive  first  tests.  Farbcr  and 
others  ' found  in  a I'etrospectix  e study  of  6q  proven 
cases  of  bronchogenic  carcinoma  xx  ho  had  had  five 
cytologic  examinations  of  the  sputum  that  a posi- 
tix'e  result  xxas  obtained  in  90  per  cent. 

PI.t.CR.VL  FLUID 

Wdiere  fluid  in  the  pleural  space  presents  itself, 
aspirations  and  examination  should  be  carried  out. 
Pleural  fluid  in  the  young  adult  is  usually  due  to  j| 
tulicrculous  pleurisy'  xvith  effusion,  and  may  appear  1 
in  the  absence  of  recognized  pulmonary'  lesions, 
lixen  the  most  careful  Iiacteriology'  of  the  fluid  :i 
xxill  rareix'  yield  more  than  60  per  cent  of  positive  ' 
cultures  for  tubercle  bacilli,  d lie  high  incidence  of 
subsetjuent  tuberculous  disease  in  these  patients, 
hoxx  exer,  is  sufficient  to  xxarrant  diagnosing  them  ' 
as  tuberculous  pleurisy  xxith  effusion  in  order  that  j 
thex'  may'  receive  proper  therapy'.  f 

Although  xve  may'  see  tuberculous  pleural  effusion  r 
in  older  people,  other  causes  such  as  cancer  and 
heart  disease  should  be  sought,  flie  fluid  may  be  ‘ 
submitted  to  bacteriologic  and  cytologic  examina-  151 
tion.  Attention  should  also  be  paid  to  the  specific  i| 
gravity  in  distinguishing  exudates  from  transudates.  | 
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SKIN  TESTS 

Just  a M ord  about  tuberculin  tests.  A properly 
performed  Mantoux  test  will  occasionally  help  by 
ruling  out  tuberculosis  if  it  is  negative.  The  only 
“false  negatives”  are  in  patients  with  overwhelming, 
terminating  tuberculosis.  Never  treat  a bacterio- 
logically  negative  patient  for  pulmonary  tubercu- 
losis until  you  have  demonstrated  a positive  tuber- 
culin test.  The  only  exception  to  this  rule  is  the 
occasional  patient  with  “miliary”  disease  whose 
tuberculin  test  may  be  temporarily  suppressed  by 
the  overwhelming  infection. 

Test  substances  from  some  fungi  such  as  histo- 
plasmin  and  coccidiodin  are  available  for  use  in 
patients  from  areas  of  endemic  fungus  disease.  A 
positive  skin  test  may  give  you  a worthw  hile  lead 
toward  diagnosis.  The  tests  are  not  in  themselves 
diagnostic,  but  if  negative  probably  exclude  certain 
diseases  from  consideration. 

BRONCHOSCOPY 

In  the  series  of  147  cases  of  proven  bronchogenic 
carcinoma  studied  at  the  Mayo  Clinic,  there  were 
93  bronchoscopic  examinations.  A positive  biopsy 
was  obtained  in  38  of  the  93  (40  per  cent).  Sixty-five 
of  these  93  had  positive  cytology  of  the  sputum  or 
bronchial  secretions  (70  per  cent).  These  figures  are 
consistent  with  those  generally  reported:  namely, 
that  not  over  50  per  cent  of  all  cases  of  bronchogenic 
carcinoma  have  a tumor  that  can  be  seen  and  a 
biopsy  specimen  taken  through  the  bronchoscope.  I 
think  it  is  safe  to  say  that  if  w e learn  to  recognize 
bronchogenic  carcinoma  early,  the  percentage  of 
bronchoscopically  visible  tumors  will  be  even 
smaller. 

The  bronchoscopist  may  also  obtain  important 
information  by  observation  of  the  vocal  cords  for 
the  presence  or  absence  of  fixation  of  the  trachea  or 
Carina.  He  can  tell  us  which  lung  or  wTich  lobe  is 
producing  hemoptysis,  and  it  is  important  in  cases 
wTere  the  site  of  origin  is  in  doubt  to  have  the 
patient  examined  with  the  bronchoscope  while  still 
bleeding.  Bronchoscopy  is  also  of  value  in  demon- 
strating tuberculous  bronchial  disease  and  obtaining 
secretions  for  study  where  sputum  is  not  raised. 

BIOPSY 

One  of  the  newer  techniques  in  biopsy  first 
reported  by  Daniels*’  in  1949  is  commonly  referred 
to  as  “scalene  node  biopsy.”  This  is  a technique 
growing  in  popularity  because  of  its  yield  of  infor- 
mation. In  brief,  an  incision  is  made  in  the  angle 


between  the  lateral  border  of  the  sternocleidomas- 
toid muscle  and  the  clavicle.  The  floor  of  the  space 
that  is  entered  is  the  scalenus  anticus  muscle.  This 
space  contains  a pad  of  fat  in  wdiich  there  are  lymph 
nodes  which  communicate  directly  with  the  medi- 
astinal lymph  nodes.  Shefts  and  others'^  have  shown 
that  in  patients  with  previously  undiagnosed  disease, 
these  nodes  may  yield  diagnostic  information  in  bet- 
ter than  one-third  of  all  patients. 

This  is  a useful  procedure,  particularly  when 
there  are  no  palpable  lymph  nodes  for  biopsy,  and 
when  it  is  desirable  to  know,  if  possible,  the  contents 
of  the  mediastinal  lymph  nodes.  Where  the  lesion  or 
mediastinal  enlargement  is  unilateral,  the  operation 
should  be  done  on  the  homolateral  side.  Where  the 
problem  is  one  of  more  diffuse  bilateral  disease,  the 
biopsy  specimen  should  be  taken  first  on  the  right 
side,  and  if  negative  may  be  repeated  on  the  left. 
This  is  because  of  the  occasional  injury  of  the  left 
thoracic  duct  when  operation  is  done  on  the  left. 
If  the  exploration  is  carried  deeper  into  the  medi- 
astinum, complications  will  be  more  numerous,  but 
some  authors  recommend  this  extension  of  the 
operation  when  the  scalene  fat  pad  seems  to  be  rela- 
tively lacking  in  lymphoid  tissue.  At  the  time  of 
biopsy,  tissue  should  be  submitted  for  culture  for 
tubercle  bacilli  and  for  fungi,  as  well  as  a specimen 
for  tissue  pathology. 

Sarcoidosis  is  the  disease  that  has  been  most  often 
confirmed  by  this  procedure.  Bronchogenic  car- 
cinoma of  the  undifferentiated  type  is  often  revealed, 
and  in  the  third  place  is  tuberculosis.  Other  condi- 
tions that  have  been  identified  by  this  technique  are 
histoplasmosis.  Hodgkin’s  disease,  lymphosarcoma, 
silicosis,  and  carcinomas  other  than  pulmonary. 

Aspiration  biopsy  through  a needle  has  achieved 
no  popularity  as  a diagnostic  tool  for  lesions  in  the 
lungs.  Pneumothorax,  empyema,  hemorrhage,  and 
spread  of  the  tumor  along  the  needle  tract  are  pos- 
sible serious  complications  of  this  technique.  If  it  is 
to  be  used  at  all,  it  should  probably  be  restricted  to 
the  indication  outlined  by  Dutra  and  Gerarci.®  They 
restrict  its  use  to  obviously  incurable  cases  in  wdiich 
histologic  or  bacteriologic  diagnosis  has  not  been 
attained  by  other  methods,  and  in  wdiich  definitive 
diagnosis  might  lead  to  palliative  chemotherapy  or 
radiotherapy. 

THORACOTOMY 

Thus  far  I have  attempted  to  outline  those  meth- 
ods of  approach  to  diagnosis  wdiich  fall  short  of 
major  surgery.  These  methods,  however,  often  fall 
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shorr  of  diagnosis,  and  when  diagnosis  is  imperative 
rhoracotonu  should  he  undertaken. 

I hei'e  is  no  Ioniser  much  arttument  about  the  soli- 
tar\'  lung  lesion.  If  it  is  not  well  calcihed,  if  it  is  in  a 
patient  o\er  thirt\-H\e  years  of  age,  am.1  if  its 
identitv  has  not  been  establisheal  b\'  the  measures  I 
have  outlineil  w ithin  a period  of  two  or  three  w eeks, 
then  it  shoidd  be  explored.  Only  such  an  aggressix  e 
approach  will  offer  a cure  to  the  patient  with 
bronchogenic  carcinoma.  1 he  risk  of  such  an  ap- 
proach is  very  small  indetHl.  In  the  natui'al  history 
of  an\'  l)ronchogenic  carcinoma  there  comes  a 
moment  w hen  the  fateful  metastasis  occurs,  d here 
can  be  no  “observing”  b\'  serial  x-ra\s  the  patient 
w hose  lesion  ma\*  be  cancerous.  There  can  be  no 
waiting  for  prolonged  sputum  cidtures. 

With  regard  to  moi'e  did  use  lesions  in  the  lungs, 
direct  lung  biopsy  may  at  times  l>e  worthwhile. 
T'or  example,  it  max'  sav  e the  patient  w ith  sarcoido- 
sis from  being  treated  for  long  periods  of  rime  for 
miliarx'  tuberculosis.  I'he  demonstration  of  sarcoid 
disease  may  lead  to  l)eneficial  therapx'  w ith  cortisone, 
yet  one  w ould  not  w ish  to  proceed  w ith  cortisone 
if  tuberculosis  were  present.  Tung  biopsy  is  useful 
in  establishin.g  diagnoses,  and  in  enabling  the  physi- 
cian to  give  some  indication  of  prognosis.  It  must 
be  admitreti,  however,  that  in  diffuse  pulmonary 
diseases,  the  procedure  should  be  reserxed  for  cases 
in  XX  hich  the  diagnosis  has  not  been  demonstrated 
by  any  other  means,  and  in  w hich  the  findings  of 
biopsy  max'  influence  therapy.  Again  we  are  dealing 
v\  ith  a procedure  that  has  become  safe  in  the  hands 
of  capable  thoracic  surgeons.  If  the  obx  iousix'  mori- 
bund patient  is  excluded,  there  should  be  no  mortal- 
ity from  the  procedure. 


Open  thoracotomy  max’  also  l>e  indicated  x\  here 
there  is  obvious  mealiastinal  disease,  the  nature  of 
w hich  has  not  l)een  iiulicated  by  scalene  node  biopsy. 
It  is  [vrobably  unwise  totlay  to  try  first  a dose  of 
irradiation,  a practice  not  uncommon  a fexx'  x'ears 
ago.  .Mediastinal  enlargements  that  disappear  fol- 
lowing radiotherapy  max'  actuallx'  be  uninducnced 
by  radiotherapy  and  be  umlergoing  spontaneous 
retrogression.  If  the  tissue  [vathology  is  known,  xxc 
can  save  ourselves  ami  our  patients  a lot  of  xx'orrx' 
XX  ith  regard  to  prognosis,  and  avoid  a great  deal  of 
unnecessary  tollox\-up  observation  in  certain  benign 
lesions. 
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MANAGEMENT  OF  RECURRENT  INTESTINAL  OBSTRUCTION 

\’^icTOR  P.  Satinsky,  M.D.,  aiid  Samuel  D.  Kron,  m.d.,  Philadelphia 


physicians  have  escaped  being  called  upon  to 
manage  cases  of  recurring  intestinal  obstruction; 
all  appreciate  the  magnitude,  the  severity,  often  the 
hopelessness,  generally  the  pathos  involved  in  the 
problem.  Those  afflicted  are  victims  of  intermittent 
attacks  of  severe  to  excruciating  abdominal  pain. 
Malnutrition,  frequent  abdominal  laparotomies,  and 
morphine  addiction  are  not  uncommon;  a psycho- 
neurotic overlay  is  bound  to  complicate  the  picture. 

The  etiology  of  recurrent  intestinal  obstruction  is 
manifold.  By  far  the  commonest  cause  is  adhesions, 
particularly  ^^•hen  matting  together  and  ensnarling 
of  the  small  intestine  occur;  adhesions,  in  turn,  may 
be  the  result  of  abdominal  surgery,  inflammation, 
ascites,  talc  granuloma,  trauma,  and  hemoperitone- 
um.  Less  commonly,  recurrent  obstruction  may  be 
caused  by  abdominal  carcinomatosis,  malrotation  of 
the  bowel,  regional  enteritis,  and  tumors. 

The  diagnosis  is  a challenge.  Naturally,  when 
complete  obstruction  follows  in  the  course  of  the 
disease,  it  is  not  difficult  to  evaluate  the  situation, 
particularly  in  view  of  a past  history  and  in  expecta- 
tion of  such  an  event.  The  real  problem  centers 
upon  the  establishment  of  a proper  diagnosis  during 
the  interval  phase,  or  during  attacks  precipitated  by 
partial  intestinal  obstruction,  for,  as  has  been  indi- 
cated above,  psychoneuroses  generally  become  so 
integral  a part  of  the  condition  as  to  often  confuse, 
or  become  indistinguishable  from  the  organic  lesion. 

The  clinical  picture  generally  evolves  as  follows: 
the  patient  reports  to  his  family  doctor,  complaining 
of  recurrent  bouts  of  cramp-like  abdominal  pain, 
with  or  without  vomiting,  constipation,  and  possibly 
slight  distension;  there  is  a history  of  an  abdominal 
operation,  generally  several  operations.  No  abnormal 
findings  are  discernible  on  physical  examination. 
The  patient  is  usually  labelled  “spastic,”  is  placed  on 
a regime  of  antispastics,  sedation,  and  bland  foods. 
Temporary  relief  is  afforded,  but  recurring  attacks 
of  partial  intestinal  obstruction  or  “pulling  on  the 
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SUMMARY 

Recurrent  intestinal  obstruction  presents  one  of  the 
most  trying  problems  facing  the  patient,  family  doc- 
tor, internist,  and  surgeon.  What  is  believed  to  be  a 
practical  plan  of  management  consists  of  the  follow- 
ing: 

Mild  cases  are  treated  with  sedation,  antispasmotics 
and  psychotherapy.  Occasional  hospitalization  for 
intubation  and  parental  feedings  to  tide  over  acute 
attacks  is  feasible.  Severe  cases,  despite  psychogenic 
implications,  should  be  subjected  to  operation.  If  there 
is  no  organic  basis  for  the  clinical  picture,  then  psy- 
chiatric care  can  be  pursued  vigorously  and  with  full 
confidence  in  the  diagnosis.  Organic  causes  are  con- 
tended with  in  accordance  with  the  nature  of  the 
pathology:  tumors  are  attacked  directly;  irremovable 
causes  such  as  adhesions,  carcinomatosis,  malrotation 
of  the  bowel,  inflammatory  diseases  of  the  small  in- 
testine, talc  granuloma,  etc.,  are  indications  for  pleat- 
ing of  the  small  intestine.  This  is  accomplished  by 
drawing  a Satinsky  tube  tautly  through  the  small  in- 
testine, fixing  it  proximally  at  the  nose  or  jejunostomy, 
and  distally  to  the  skin  via  a cecostomy,  or  ileostomy. 
Manipulation  of  the  serosa  and  a natural  tendency 
toward  fibroplasia  promotes  sufficient  adhesions  to 
replace  the  function  of  the  tube  which  is  thereafter 
removed.  Other  features  of  the  tube,  namely,  the  wide 
bore,  semirigidity  and  multiperforations,  mitigate 
against  kinking,  atresia,  and  closed  loop  obstruction. 
Moreover,  by  providing  complete  intestinal  rest,  the 
Satinsky  tube  may  prove  useful  in  the  treatment  of 
acute,  progressive  regional  enteritis. 


From  the  Surgical  Service,  Albert  Einstein  Medical  Center,  Philadelphia,  Pa. 
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bowel”  are  generally  more  severe,  necessitating  the 
administration  of  narcotics.  The  patient  is  now  on 
his  way  to  addiction,  for  the  pain  experienced  truly 
requires  desperate  measures. 

X-rays  sooner  or  later  are  ordered,  either  by  the 
family  doctor,  internist,  or  gastroenterologist.  As  a 
rule,  the  x-rays  are  negative.  Occasionally  the  report 
reads,  “some  pooling  of  barium  in  some  of  the  loops 
of  small  intestine.” 

Several  courses  are  now  open  to  the  physician  and 
are  followed  alone  or  in  combination; 

(a)  The  patient  is  continued  on  intensified  treat- 
ment, yet  malnutrition,  recurrent  pain,  and  narcosis 
persist;  in  effect,  the  patient  becomes  an  intestinal 
invalid.  A more  acute  obstruction  may  bring  the 
patient  to  the  hospital  for  parenteral  feedings  and 
decompression  by  intubation;  after  a few  days  medi- 
cal measures  are  resumed.  Physical  and  mental  dis- 
tress for  the  patient,  invariably  exacting  both 
anxiety  and  various  sacrifices  from  family  and 
friends  are  the  rule;  financial  resources  are  drained. 
An  unhappy  prospect  at  best! 

(b)  The  patient  may  be  referred  to  the  psychia- 
trist as  a case  of  hysteria.  If  an  organic  lesion  is 
underlying,  treatment  is  costly  and  futile. 

(c)  The  patient  may  be  referred  to  a surgeon,  who 
in  turn  may: 

1.  Consider  the  findings  insufficient  to  warrant 
surgery,  relegating  the  patient  to  a demoralizing 
future.  (Indeed,  one  patient  with  organic  disease, 
previously  labelled  a neurotic,  stated  that  she  would 
“rather  have  cancer  than  my  pains;  at  least  I know 
the  suffering  would  be  over  soon.”) 

2.  Subject  the  patient  to  abdominal  laparotomy. 
If  areas  of  small  bowel  distortion  due  to  adhesions 
are  found,  the  surgeon  will  pursue  one  of  the  fol- 
lowing courses: 

a.  Do  nothing,  aware  that  mobilization  of  the 
bowel  will  only  result  in  recurrence  of  adhesions, 
and  that  such  mobilization  may  in  itself  prove  haz- 
ardous. 

b.  Perform  simple  lysis  of  adhesions,  feeling  that 
“at  least  something  is  done.” 

c.  Mobilize  the  bowel  and  attempt  to  prevent  the 
formation  of  adhesions  by  the  employment  of  one 
of  the  numerous  methods  described  in  the  literature: 
viz.,  intraperitoneal  installation  of  heparin,  saline, 
oil,  hyaluronidase,  pancreatic  enzymes,  amniotic 
fluids;  the  administration  of  cortisone  to  promote 
fibrolysin;  prostigmine  or  pituitary  extract  to  pre- 


vent adhesive  fixation  by  increasing  bowel  mobility, 
etc.  Unfortunately,  all  these  adhesion-prevention 
measures  have  proved  fruitless. 

d.  The  surgeon  may  elect  to  control  adhesion 
formation  by  the  suture  plication  method  advo- 
cated by  Nobel  and  others.  Of  all  approaches, 
this  has  been  the  most  logical  but  does,  in  itself, 
admit  of  certain  serious  complications  such  as  post- 
operative obstruction  due  to  angulation  and  leakage 
at  the  suture  line  with  resulting  peritonitis  and/or 
fistula  formation. 

From  the  above  outline  one  would  conclude  that 
the  management  of  recurrent  intestinal  obstruction 
still  remains  trying,  to  say  the  least.  The  authors  feel, 
however,  that  since  the  introduction  of  a new  sur- 
gical technique  previously  reported,^  a sequence 
of  therapeutic  measures  may  now  be  logically  and 
confidently  applied. 

The  previously  enumerated,  simple,  direct  non- 
surgical  attacks  should,  of  course,  be  undertaken 
first  and  foremost.  Coupled  with  psychotherapy  ad- 
ministered by  the  family  doctor,  satisfactory  results 
may  be  obtained.  It  is  the  resistant  cases  that  require 
the  exercise  of  astute  judgment.  Every  case  is  afford- 
ed psychiatric  consultation.  At  first  we  acquiesced 
almost  completely  to  the  opinion  of  the  psychiatrist. 
Experience,  however,  demonstrated  that  such 
opinions,  even  rendered  by  the  most  skillful,  too 
often  proved  unreliable,  so  complicated  are  the 
psycho-organic  interactions;  errors  have  been  com- 
mitted on  both  sides  of  the  issue.  The  more  costly 
error,  of  course,  occurs  when  surgery  is  denied. 

A particular  dramatic  case  in  example  is  worthy 
of  mention.^  A middle-aged  male  complained  of 
recurrent  severe  abdominal  pains  for  one  year; 
physical  examination  was  negative.  The  last  attack 
led  to  admission  to  a psychiatric  hospital  where  he  i 
was  treated  for  one  week.  During  this  time,  the  pain 
increased  in  severity.  Einally,  when  signs  of  peri-  ; 
toneal  irritation  developed,  he  was  subjected  to  j 
immediate  operation.  Intestinal  obstruction  second-  1 
ary  to  old  adhesions  was  found.  Gangrene,  with  i 
multiple  perforations  of  the  small  bowel,  had  re-  i 
suited  in  a widespread  peritonitis  which,  unfortu-  - 
nately,  proved  fatal.  : 

Now,  with  a method  available  for  the  prevention  I 
of  recurrences,  all  things  being  equal,  exploratory  ■ 
laparotomy  should  be  performed  in  practically  all  [ 
questionable  cases.  Laparotomy  is  relatively  simple  ; 
and,  indeed,  is  often  performed  with  impunity  with 
presenting  symptomatologies  far  less  debilitating  and  ;< 
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agonizing  than  in  these  cases.  If  patients  are  sus- 
pected of  being  “surgerv  prone,”  a “final  operation” 
w ill  decide  the  matter  once  and  for  all;  previously 
there  ^\■as  no  safeguard  against  recurrence  and 
records  ^\■ere  of  little  value,  since  practically  alw  ays 
the  surgeon  described  “some  adhesions.”  Surely,  if 
the  adage  “better  to  remove  nine  normal  appendices 
than  miss  one  perforated  one”  is  accepted,  then  too, 
this  precept  should  obtain:  “Better  to  perform  nine 
fruitless  abdominal  laparotomies  than  miss  one  case 
of  organically  incurred  recurrent  intestinal  obstruc- 
tion.” Certainly,  patients  suspected  of  sutTerino-  from 
recurrent  intestinal  obstruction  should  be  hospital- 
ized for  a final  evaluation,  which  should  include 
complete  laboratory,  gastrointestinal  rf)entgeno- 
grams,  and  gastroenterologic  anti  psychiatric  con- 
sultations. Exploration  is  carried  out  if; 

1.  The  clinical  picture  favors  the  diagnosis  of 
recurrent  intestinal  obstruction. 

2.  X-ravs  indicate  any  abnormality  in  configura- 
tion or  motility  of  the  small  bowel. 

3.  Previous  records  of  surgery  do  not  attest  to  the 
complete  absence  of  adhesions,  and  there  are  no 
medical  or  psychiatric  contradictions  to  surgery. 

Once  surgery  has  been  decided  upon,  the  method 
recommended  by  the  authors  in  the  communication 
previously  referred  to  is  carried  out.  Briefly,  this 
method  consists  of  mobilizing  the  bow^el,  then 
threading  through  it  a long,  semirigid,  wide  bored, 
multiperforated  rubber  tube.*  Passage  of  the  tube 
is  facilitated  by  attaching  it  to  a Miller-Abbott  tube, 
which  is  preferably  passed  two  or  three  days  prior 
to  operation.  A stab  w ound  is  made  in  the  R.L.Q. 
of  the  abdomen  for  the  establishment  of  a small 
cecostomy.  The  Miller-Abbott  tube  is  then  pulled 
out  through  the  cecostomy,  follow-ed  by  the  Satin- 
sky  tube,  the  end  of  which  is  secured  to  the  skin 
by  wire  suture.  Now  the  anesthetist  is  instructed  to 
withdraw  the  Satinsky  tube  from  the  nose.  This 
maneuver  causes  all  the  small  intestines,  riding  over 
the  tube,  to  become  bunched  together,  much  like  an 
I accordion,  or  the  pursing  of  a tobacco  pouch  by 
I pulling  the  threads  taut;  the  bowel  now  “swdngs,” 
j as  it  w ere,  on  a relatively  short  tube.  The  resulting 
pleated  arrangement  of  the  bowel  is  then  maintained 
j by  fixing  the  tube  to  the  nose  by  means  of  adhesive 
tape  or,  preferably,  by  wire  suture  (Figure  i). 

I Efforts  are  now  made  to  promote  adhesions  instead 
j 

j *The  Satinsky  Tube  may  be  procured  from  George  C. 
j Pilling  & Sons  Company,  Philadelphia  4,  Pa, 

'i 

i 


Figure  i 


Photograph  at  operation  showing  pleating  of  small 
intestine  by  means  of  tautly  fixed  Satinsky  uibe. 
(Courtesy  of  the  Journal  of  the  Albert  Einstein 
Medical  Center.)  The  payr  clamp  is  no  longer  used 
for  distal  fixation;  it  is  wiser  to  employ  nonobstruct- 
ing wire  suture.  (See  text.) 

of  trying  to  prevent  them,  by  deliberate  manipula- 
tions of  the  intestinal  serosa.  The  tube  is  held  in  posi- 
tion for  four  to  six  days,  until  adhesion  formation 
serves  to  fix  the  bowel  in  this  arrangement.  No 
sutures  are  used.  The  rubbing  of  the  serosa,  together 
wfith  the  patient’s  natural  tendency  to  fibroplasia, 
insure  sufficient  adhesion  formation  to  bind  the 
bow^el  in  its  new  pleated  configuration. 

In  certain  situations  it  may  be  expedient  to  intro- 
duce the  Satinsky  tube  by  w'ay  of  a rapidly  estab- 
lished jejunostomy.  Such  situations  may  obtain  when 
the  “lead”  Miller-Abbott  tube  fails  to  pass  into  the 
small  bowel  preoperatively  and  cannot  be  passed 
w'ith  ease  during  operation.  Moreover,  if  the  patient’s 
condition  is  critical,  as  so  often  is  the  case  in  the 
acute  phase  of  recurrent  intestinal  obstruction,  it 
is  generally  prudent  to  forego  prolonged  manipu- 
lative attempts  to  pass  the  Miller-Abbott  tube  be- 
yond the  pylorus,  and  be  content  with  the  immediate 
passage  of  the  Satinsky  tube  via  a jejunostomy. 
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Distally,  modifications  include  fixation  of  the  tube 
through  an  ileostomy,  if  one  exists  or  becomes 
necessary  by  virtue  of  a required  resection.  Fixation 
of  the  tube  in  the  cecum  by  means  of  a balloon 
attachment  is  also  feasible,  though  not  recommended. 

The  proximally-distally  fixed  Satinsky  tube  serves 
three  purposes: 

1.  With  the  application  of  constant  suction,  the 
multiple  perforations  along  the  tube  assures  decom- 
pression of  every  segment  of  small  intestine,  thus 
offsetting  the  catastrophic  effects  of  closed-loop 
obstruction. 

2.  The  wide  bored,  semirigid  construction  of  the 
tube  acts  as  an  intestinal  prosthesis,  preventing 
obliterative  obstruction,  and  at  all  times  assuring  an 
adequate  lumen. 

3.  The  pleated  arrangement  of  the  bowel,  at  first 
imposed  by  the  fixed  tube  and  subsequently  main- 
tained by  controlled  adhesion  formation  offsets  the 
possibility  of  intussusception,  volvulus,  kinking  and 
other  forms  of  mechanical  obstruction. 

In  recurrent  obstruction  due  to  malrotation  of  the 
bowel,  the  authors  have  postulated^  that  an  addi- 
tional desired  effect  is  obtained  by  reducing  the 
length  of  the  bowel  to  conform  with  its  congenitally 
short  attached  mesentery.  With  the  disproportion 
of  bowel  to  mesenteric  attachment  overcome,  there 
is  less  likelihood  for  volvulus  to  occur. 

Postoperatively,  patients  are  maintained  on  par- 
enteral fluids  until  peristalsis  becomes  manifest.  The 
tube  meanwhile  remains  in  situ  for  four  to  six  days. 
While  adhesions  begin  forming  immediately,  this 
time  interval  will  permit  strengthening  of  the  ad- 
hesions, vouchsafing  better  results.  The  tube  is  re- 
moved proximally  after  releasing  both  points  of 
fixation.  There  may  follow  a transient  period  of 
diarrhea;  except  for  this,  there  are  no  physiologic 
disturbances.  The  question  has  been  repeatedly 
raised:  “The  bowl  is  shortened.  Doesn’t  this  inter- 
fere with  its  function?”  A negative  answer  is 
explained  by  the  fact  that  anatomically  and  physio- 
logically the  bowel  is  not  shortened;  only  its  topo- 
grapical  configuration  has  been  altered.  The  same 
absorptive  and  secretory  surface  is  still  present  and 
functions  normally  with  the  return  of  peristalsis. 
Indeed,  one  may  compare  the  functioning  surfaces 
now  available  to  that  offered  by  the  convolutions  of 
the  brain,  or  by  the  relatively  small  area  occupied 
by  70  square  meters  of  pulmonary  capillary  bed. 
Again,  the  bowel  has  not  been  shortened;  it  has  only 
become  convoluted  instead  of  extended. 


The  procedure  briefly  described  has  a variety  of 
applications.  Under  no  circumstances  is  it  designed 
to  replace  direct  attack  on  primary  lesions  causing 
recurrent  obstruction,  such  as  small  bowel  tumors. 
Its  only  concern  is  with  the  treatment  and  prophy- 
laxis of  recurrent  intestinal  obstruction  where  the 
etiologic  agent  cannot  be  eradicated. 

The  method  described  has  been  employed  in 
eleven  ( 1 1 ) patients;  2 males,  9 females.  All  cases 
were  of  serious  magnitude.  There  were  three 
deaths.  Previous  operations  ranged  from  one  to 
seven,  with  an  average  of  three.  Six  cases  were  oper- 
ated on  in  the  acute  phase,  five  during  the  chronic. 

The  etiology  of  the  obstruction  represented  a 
wide  range  of  pathology  (Table  I).  The  various 
methods  of  fixing  the  tube  are  represented  in  Table 
II. 

Table  I 

Etiologic  Factors  Underlying  Recurrent  Intestinal 


Obstruction 

NO.  OF 

cause  cases 


1.  Diffuse  regional  enteritis i 

2.  Malrotation  of  the  bowel i 

3.  Metastatic  carcinoma  i 

4.  Talc  granuloma  i 

5.  Multiple  adhesions,  postoperative 6 

(a)  simple  appendectomy  (2) 

(b)  perforated  appendicitis  (i) 

(c)  pan  hysterectomy  (i) 

(d)  simple  choleystectomy  (i) 

(e)  subacute  hemoperitoneum  secondary  to 

ruptured  ectopic  pregnancy  and  postop- 
erative salpingo-oophorectomy  ( i ) 

6.  Old  perforated,  active  gastric  ulcer i 


Table  II 

Sites  of  Fixation  of  Satinsky  Tube  in  Small  Bowel 


COMBINATIONS 

proximal  fixation  distal  fixation  no.  cases 

a.  Nose  ileostomy  3 

b.  Nose  cecostomy  4 

c.  Jejunostomy  ileostomy  i 

d.  Jejunostomy  cecostomy  3 


Results  have  been  most  gratifying.  Those  sur- 
viving surgery  have  given  no  evidence  of  recurrent 
intestinal  obstruction.  The  longest  period  of  ob- 
servation has  been  six  years.  The  case  of  talc  granu- 
loma particularly  demonstrates  the  efficacy  of  the 
procedure.  The  afflicted  27  year  old  female  had 
seven  operations  within  four  years,  and  was  an 
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“intestinal  invalid;”  she  was  confined  to  bed  prac- 
tically the  entire  day  and  had  become  addicted  to 
morphine.  Following  her  “final  operation”  in  Octo- 
ber, 1952,  she  has  had  no  recurrence.  How'ever, 
while  her  bowel  was  “straightened  out”  her  psycho- 
logical problems  have  yet  to  be  fully  untangled. 

A brief  discussion  of  the  mortalities  is  warranted, 
particularly  in  view  of  the  lessons  to  be  learned. 

The  first  death  occurred  in  a 62  year  old  female 
who  for  years  had  daily  attacks  of  epigastric  pain, 
associated  with  anorexia  and  weight  loss.  At  opera- 
tion the  small  intestine  was  greatly  distorted  by 
dense  adhesions  resulting  from  an  old  perforated 
gastric  ulcer,  which  was  still  present.  In  addition  to 
a subtotal  gastrectomy,  the  pleation  procedure  was 
carried  out.  The  patient  expired  two  months  after 
operation  following  a series  of  uncontrollable  com- 
plications. These  included  an  intra-abdominal  abscess 
which  resulted  in  multiple  ileal  fistulae.  The  com- 
plications were  apparently  unrelated  to  the  proce- 
dure but  were  evidently  favored  by  the  poor  nutri- 
tional state  and  lack  of  resistance  on  the  part  of  the 
patient.  Possibly  a minute  tear  in  the  bowel  may 
have  been  overlooked  during  its  mobilization. 

The  second  mortality  occurred  in  a 48  year  old 
male  who,  four  days  following  a simple  appen- 
dectomy for  suppurative  appendicitis,  was  explored 
because  of  signs  of  strangulating  small  bowel  ob- 
struction. Complete  obstruction  by  multiple  ad- 
hesions was  found  and  the  above  described  method 
was  carried  out.  The  tube  was  fixed  at  jej  unostomy 
and  cecostomy.  A clamp  was  placed  across  the  tube 
at  the  cecostomy  and  suction  applied  at  the  jejunos- 
tomy  end.  The  patient  expired  the  next  day.  At 
autopsy  the  entire  small  bowel  was  distended  and 
discolored,  due  to  the  fact  that  both  the  cecostomy 
and  jej  unostomy  were  obstructed,  the  former  by 
the  clamp  and  the  latter  by  a plug  in  the  tube. 

Following  this  catastrophe,  the  method  of  open 
distal  fixation  was  established.  The  need  for  this 
precaution  cannot  be  over  emphasized. 


N S K Y 

The  third  death  tragically  involved  a 26  year  old 
female  who  developed  acute  obstruction  6 days  fol- 
lowing salpingo-oophorectomy  for  ruptured  ectopic 
pregnancy.  The  obstruction  was  found  to  be  due  to 
multiple  adhesions.  Jejunostomy  and  cecostomy 
w'ere  utilized  for  fixation  of  the  tube.  During  the 
procedure,  strong  suction  was  applied  to  both  ends 
of  the  tube  to  obtain  more  rapid  decompression. 
Signs  of  peritonitis  rapidly  developed  on  the  eighth 
postoperative  day;  despite  intensive  therapy,  the 
patient  expired  within  24  hours.  At  autopsy,  peri- 
tonitis was  found  to  be  due  to  multiple  perforations 
of  small  bowel  resulting  from  minute  areas  of  gan- 
grene, due  to  sucking  in  of  bowel  wall  into  the  holes 
in  the  Satinsky  tube. 

While  in  the  second  death  we  learned  never  to 
clamp  the  distal  end  of  the  Satinsky  tube  to  facilitate 
fixation,  by  this  regrettable  death  we  were  impressed 
wfith  a second  never:  Never  apply  suction  to  the 
tube  unless  one  end  is  open  to  serve  as  an  air  vent, 
thereby  preventing  sucking  in  of  the  mucosa. 

Finally,  it  should  be  emphasized  that  both  ends 
of  the  tube  should  be  irrigated  at  regular  intervals 
to  assure  complete  patency  of  both  the  lumen  and 
aperatures. 

CONCLUSION 

With  failure  of  medical  management  of  chronic 
intestinal  obstruction,  the  patient  should  not  be 
labelled  psychoneurotic  until  olTered  the  benefit  of 
an  innocuous  abdominal  laparotomy.  In  the  absence 
of  pathology,  psychotherapy  can  then  be  pursued 
unequivocably.  If  adhesions,  on  the  other  hand,  are 
found  to  be  the  basic  cause  of  the  symptomotology, 
then  pleating  of  the  small  intestines  by  means  of  the 
Satinsky  tube  is  in  order. 
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CAT  SCRATCH  DISEASE 

Report  of  Case  Presenting  Hepatosplenomegaly 


I^AT  scratch  disease  is  a relatively  new  disease  en- 
tity  which  has  been  the  subject  of  numerous 
reports  since  its  initial  description  in  France  by 
Debre  in  1950/  and  in  America  the  following  year.- 
The  ubiquity  and  protean  manifestations  of  this 
disease  have  become  increasingly  evident  from  the 
more  than  200  cases  discussed  in  the  literature.  In 
a recent  report  on  160  cases,  Daniels  and  MacAIur- 
ray^  have  thoroughly  reviewed  the  literature.  The 
disease  is  characterized  by  subacute  regional  lymph- 
adenitis usually  preceded  by  a small  maculovesicular 
skin  lesion.  Most  patients  give  a history  of  contact 
with  cats  and  about  half  have  sustained  a cat  scratch 
in  the  region  drained  by  the  affected  nodes.  In  about 
one-third  of  the  cases  the  lymph  nodes  become 
suppurative  and  rupture,  although  they  nearly 
always  heal  spontaneously  without  scarring  of  the 
skin.  The  course  of  the  disease,  particularly  in  adults, 
is  usually  mild  with  moderate  fever  and  only  slight 
constitutional  symptoms.  Although  instances  of  “cat 
scratch  encephalitis”  have  been  recorded,^  the  cen- 
tral nervous  system  is  infrequently  involved.  The 
diagnosis  is  based  on  the  history  of  contact  with 
cats,  the  clinical  manifestations,  a positive  skin  test, 
the  histological  picture  of  excised  lymph  nodes  and 
the  exclusion  of  other  diseases.  The  intradermal  test 
appears  to  be  specific,  although  it  must  be  inter- 
preted with  reservation  since  the  test  has  been  shown 
to  remain  positive  for  at  least  four  years  following 
infection.'^  This  test  employs  antigen  prepared  from 
affected  lymph  nodes  of  patients  with  the  disease. 
The  material  is  prepared  and  the  test  carried  out  in 
a manner  similar  to  that  used  in  the  Frei  test.  Clinic- 
ally, the  disease  may  be  confused  with  tularemia, 
lymphoma,  tuberculosis,  pyogenic  lymphadenitis, 
infectious  mononucleosis,  lymphopathia  venereum, 
sarcoidosis,  sporotrichosis,  subcutaneous  abscess,  in- 
fected sebaceous  cyst  and  virtually  any  disease  in- 
volving lymph  nodes.  In  addition  to  this  more 
commonly  recognized  cutaneous-glandular  form. 

Reviewed  in  the  Veterans  Administration  and  published  with 
and  conclusions  published  by  the  authors  are  a restdt  of  their 
policy  of  the  Veterans  Administration 
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SUMMARY 

The  clinical  features  of  cat  scratch  disease  are  briefly 
reviewed.  The  protean  character  of  the  disease  is 
emphasized  in  the  report  of  a case  demonstrating 
hepatosplenomegaly.  This  finding  has  not  been  de- 
scribed previously.  Tests  of  liver  function  early  in  the 
disease  and  a liver  biopsy  later  were  within  normal 
limits.  Another  unsuccessful  attempt  to  isolate  the 
presumed  virus  of  cat  scratch  disease  is  reported.  Tissue 
cultures  employing  monkey  kidney  were  used.  The 
diagnosis  of  this  disease  is  important  since  it  often 
resembles  more  serious  disorders. 


the  disease  may  occur  in  a pseudovenereal,^  oral,*^  or 
oculoglandular  form.'^ 

It  is  generally  believed  that  a virus  akin  to  the 
psittacosis-lymphopathia  venereum  group  is  the 
causative  agent.  This  assumed  relationship  is  based 
on  the  frequently  positive  complement  fixation  re- 
action to  Lygranum  (R)  and  clinical  similarity  to 
lymphopathia  venereum.  Investigation  has  been 
hampered  by  the  failure  to  isolate  a specific  etiologic 
agent  in  experimental  animals.  Inoculation  of  infect- 
ed material  into  cerebrum,  peritoneum,  skin,  buccal 
mucosa,  conjunctiva  and  vascular  system  of  birds 
and  mammals,  including  cats,  has  failed  to  produce 
recognizable  disease.^  It  has  been  reported,  however, 
that  the  disease  has  been  transmitted  by  intracutane- 
ous  inoculation  in  a single  human  volunteer  and  in 
several  monkeys.^  The  case  to  be  reported  was  of 
particular  interest  because  of  the  presence  of  hepato- 
splenomegaly. This  finding  has  not  been  hitherto 
described  and  has,  in  fact,  been  said  not  to  occur. 

the  approval  of  the  Chief  Medical  Director.  The  statements 
own  study  and  do  not  necessarily  reflect  the  opinion  or 
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CASK  KEPOKT 

45  year  old  white,  night  watchman  was  admitted  January 
S,  1953  complaining  of  “swollen  neck  glands.”  For  about 
one  week  a small  papule  had  been  present  over  the  right 
triceps  area.  Six  days  before  admission  he  first  noted  a soft 
tender  mass  in  the  left  side  of  his  neck.  On  the  following 
day  there  was  a similar  mass  in  the  right  axilla.  He  had 
experienced  feverish  sensation  two  or  three  rimes  daily  and 
had  recorded  a temperature  of  100.4°  F-  ‘''i  tlie  day  prior  to 
admission. 

There  t\as  no  known  exposure  to  infectious  disease  or 
history  of  a similar  illness  in  other  members  of  his  family. 
1 here  were  two  cats  in  the  household  that  he  occasionally 
played  tt  ith;  however,  he  vigorously^  denied  having  been 
scratched  recently.  He  recalled  scratching  a “pimple”  on  the 
left  side  of  his  neck  about  five  day's  before  the  mass 
appeared. 

Physical  examination  disclosed  a well  nourished  middle- 
aged  male  in  no  acute  distress.  There  were  two  papules  each 
about  4 mm.  in  diameter,  one  overhung  the  left  submaxillary' 
region,  and  one  over  the  right  triceps  muscle.  These  showed 
slight  peripheral  erythema  and  induration  of  the  base.  On 
the  left  side  of  the  neck  beneath  the  skin  lesion  there  was  a 
tender  fluctuant  mass  measuring  about  4 cm.  in  diameter. 
Somewhat  smaller  posterior  cen  ical  nodes  were  felt  on  the 
right  A fluctuant  node  6 cm,  in  diameter  was  palpated  in  the 
right  axilla.  Both  liver  and  spleen  were  palpable  3 cm. 
below  the  costal  margin  and  the  latter  was  render. 

Initial  leucocyte  count  was  15,700  with  63  per  cent  neu- 
trophils, 34  per  cent  lymphocytes,  2 per  cent  monocytes,  and 
I per  cent  eosinophils.  Hemoglobin  was  12  Gm.;  sedimenta- 
tion rate,  10  mm./hr.  (Wintrobe) ; urinalysis,  normal.  Sero- 
logical tests  for  the  following  diseases  gave  normal  or  nega- 
tive results:  syphilis,  tularemia,  brucellosis,  typhoid,  para- 
typhoid, typhus,  rickettsialpox,  “Q”  fever.  Rocky  Mountain 
spotted  fever,  and  infectious  mononucleosis.  Complement 
fixation  tests  for  lymiphopathia  venereum  on  paired  speci- 
mens of  serum  obtained  on  the  loth  and  25th  day  of  disease 
gave  identical  results — (i  plus  reaction  with  1:10  dilutions, 

3 plus  with  1:5  and  4 plus  with  1:25).  Liver  function  tests 
including  bromosulfalein,  cephalin  flocculation,  thymol 
turbidity,  and  alkaline  phosphatase  were  normal.  Stool 
examinations  for  blood,  ova  and  parasites,  were  negative. 
Cultures  of  excised  lymph  node  and  of  bone  marrow  done 
especially  for  brucella  and  B.  tularense  were  sterile.  Blood 
cultures  were  sterile.  Sternal  marrow  obtained  by  needle 
was  interpreted  as  showing  normoblastic  hyperplasia.  X-ray 
of  the  chest  revealed  no  abnormality. 

The  patient  was  febrile  for  the  first  two  days  only.  Lyunph 
nodes,  liver  and  spleen  returned  gradually  to  normal  size  and 
splenic  tenderness  disappeared.  The  skin  overlying  the  in- 
volved nodes  remained  intact.  On  the  sixth  day  an  intra- 
cutaneous  test  with  cat  scratch  skin  test  antigen*  was  per- 
formed. At  48  hours  the  test  was  positive  showing  a 2 cm. 
area  of  erythema  surmounted  by  a small  papule.  Skin  tests 
with  Lygranum  (R)  and  purified  protein  derivative  were 
negative;  purified  protein  derivative  was  positive.  On  the 
twelfth  day,  the  right  axillary  lymph  node  was  removed  and 

*Antigen  obtained  through  courtesy  Mila  E.  Rindge,  m.d, 
of  Connecticut  State  Department  of  Health,  Hartford. 


fifteen  days  later  a left  cervical  node  was  excised.  A needle 
biopsy  of  the  lit'er  was  done  on  the  eighteenth  day  and 
revealed  normal  parenchyma.  Both  of  the  nodes  were  en- 
larged but  not  tender  and  the  liver  was  no  longer  palpable 
when  the  specimen  was  obtained.  The  patient  was  seen  in 
apparent  good  health  three  months  after  his  admission. 


Figure  i 

Low  power  view  of  axillary  lymph  node  removed 
on  1 2th  day  of  disease  showing  granuloma  and 
cellular  infiltration  of  capsule 

Pathology:  The  initial  biopsy  specimen,  removed  from  the 
right  axilla  on  the  twelfth  day,  consisted  of  five  or  six 
matted,  enlarged  lymph  nodes,  the  largest  measuring  11X9 
X 8 mm.  iMicroscopically  (Figure  i ),  the  capsule  was  thick- 
ened by  fibrous  tissue  and  infiltrated  with  lymphocytes  and 
plasma  cells.  The  lymph  node  architecture  was  altered  in  that 
the  follicles  were  reduced  in  number  and  poorly  demarcated 
from  surrounding  tissue.  Germinal  activity  was  minimal. 
Some  sinusoids  were  obliterated  by  fibrosis  and  others  were 
filled  with  mononuclear  cells.  The  most  striking  change  was 
the  presence  of  a number  of  small  granulomata  (Figure  2). 
In  some  of  the  granulomata  multinucleated  giant  cells  were 
found  and  in  one  there  was  central  necrosis.  Frank  caseation 
was  conspicuously  absent. 

In  the  second  specimen,  obtained  15  days  later  from  the 
left  cervical  area,  fibrous  thickening  of  the  capsule  was 
noted  but  no  granulomata  were  found.  Changes  in  the  nodal 
architecture  were  similar  in  type  to  those  described  above 
but  less  intense.  These  changes  are  consistent  with  those 
previously  described  in  cat  scratch  disease. 

An  attempt  was  made  to  isolate  the  etiologic  agent  of  cat 
scratch  disease  by  means  of  tissue  cultures*  employing 
monkey  kidney.  The  value  of  this  technique!'^  in  other  viral 

*Virus  studies  conducted  by  Dorothy  Horstman,  m.d., 
Sect,  of  Preventive  Medicine,  Yale  Universitv  School  of 
iVIedicine. 
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Figure  2 

Fligher  power  view  of  granuloma.  Note  fibrous 
thickening  of  capsule  with  round  cell  infiltration 


diseases  along  with  the  apparent  in  vivo  susceptibility  of  the 
monkey  to  cat  scratch  disease®  lent  promise  to  its  use. 

A 10  per  cent  saline  suspension  of  material  from  the  first 
biopsy  was  inoculated  into  ten  tubes.  These  were  examined 
at  approximately  four  day  intervals  for  twenty  days.  Unin- 
oculated control  tubes  were  followed  similarly.  No  evidence 
of  specific  degeneration  was  found.  Blind  passage  of  the 
twenty  day  harvest  to  five  monkey  kidney  tubes  was  made. 
No  cytopathogenic  effect  was  observed  and  the  cultures 
were  discarded  after  twelve  days. 

DISCUSSION 

Since  cat  scratch  disease  may  frequently  simulate 
more  serious  diseases  its  correct  recognition  gains 
importance.  In  the  case  reported  the  diagnosis  was 
obscured  by  the  enlarged  liver  and  spleen,  the  un- 
remarkable appearance  of  the  skin  lesions  and  the 
bilateral  distribution  of  adenopathy.  The  positive 
skin  test  with  cat  scratch  disease  antigen  and  char- 
acteristic histological  appearance  of  the  excised 
nodes  were  considered  diagnostic.  Other  diseases 
were  eliminated  by  bacteriological  and  serological 
examination. 

It  will  be  noted  that  the  histologic  picture  alone 
is  not  specific.^®  Early  in  the  disease  these  nodes 
show  hyperplasia  of  the  reticuloendothelial  cells. 
This  is  followed  by  focal  granulomata,  often  with 
necrotic  centers,  a zone  of  epithelioid  cells  and 
scattered  giant  cells.  Giemsa  stains  usually  demon- 
strate large  basophilic  inclusion  bodies  within  reticu- 
loendothelial cells  which  Mollaret  et  al.*^  considered 
to  be  of  diagnostic  importance.  Winship,^^  how- 
ever, has  recently  found  similar  inclusion  bodies  in 


sections  of  lesions  from  proved  cases  of  bacterial 
adenitis,  tuberculosis,  tularemia,  lymphopathia  vene- 
reum and  sporotrichosis. 

The  normal  liver  biopsy  specimen  obtained  late 
in  the  course  of  the  disease  in  this  case  can  only 
suggest  that  the  changes  attending  the  hepatomegaly 
were  of  a reversible  nature. 

The  author  wishes  to  thank  Dr.  Robert  Green  for  his 
advice  and  encouragement  in  the  preparation  of  this  report. 
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MODERN  VIEWS  ON  HEALTH  PROBLEMS  OF  AGING 

Hollis  S.  Ingraham,  m.d.,  Albany,  N.  Y. 


Tn  our  discussion  of  the  health  prohlems  of  the 
aging  1 shall  speak  from  the  viewpoint  of  a 
health  officer  and  more  particularly  as  a long  time 
employee  of  an  old  and  established  health  depart- 
ment. This  means  that  the  ideas  expressed  will  be 
strongly  colored  bv  long  personal  and  institutional 
experience  in  the  control  of  the  communicable 
diseases.  From  this  point  of  vantage,  or  perhaps  to 
speak  more  precisely,  point  of  disadvantage,  let  us 
review  the  difficulties  of  reorientation  from  the 
control  of  communicable  diseases  in  the  younger 
segment  of  our  population  to  that  of  meeting  the 
pressing  health  needs  of  an  ever  enlarging  group 
of  oldsters.  The  New  York  State  Department  of 
Health  and  the  mortality  rates  of  New  York  State 
are  used  for  illustrative  purposes  and  since  there  is 
a close  similarity  in  most  pertinent  respects  between 
the  situations  in  the  adjoining  states  of  Connecticut 
and  New  York,  they  should  not  prove  too  mislead- 
ing. 

CHANGES  IN  COMPOSITION  OF  AMERICAN  PEOPLE 

The  last  fifty  years  have  produced  a true  revolu- 
tion in  the  age  composition  of  the  American  people. 
The  causes  of  this  upheaval  cannot  be  disentangled 
from  our  entire  fabric  of  living  but  it  is  generally 
conceded  that  the  two  most  proximate  causes  are 
the  industrial  revolution  and  the  sum  total  of  human 
knowledge  as  applied  to  the  suppression  of  com- 
municable disease.  The  latter  is  the  more  immediate 
and  weighty.  The  golden  years  of  biological  dis- 
covery w hich  made  this  suppression  possible  have 
been  largely  concentrated  in  the  period  which  began 
one  hundred  years  ago  but  were  preceded  by  man- 
kind’s single  most  valuable  discovery,  Jenner’s 
vaccination.  We  should  never  forget  that  to  this  day 
in  the  world  as  a whole  Jenner  has  prevented  as 
many  deaths  as  the  sum  total  of  all  the  rest  of  the 
panoply  of  preventive  and  curative  medicine,  in- 
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SUMMARY 

Using  his  experience  in  the  New  York  State  Depart- 
ment of  Health  and  the  mortality  rates  of  New  York 
State,  the  author  reviews  the  difficulties  of  reorienta- 
tion from  the  control  of  communicable  diseases  in  the 
younger  age  group  to  that  of  meeting  the  health  needs 
of  the  increasing  older  age  group.  Comparisons  are 
drawn  in  the  causes  of  death  50  years  ago  and  at 
present,  the  health  needs  of  the  aged  are  outlined,  and 
the  diseases  peculiar  to  old  age  are  discussed.  Methods 
of  preventing  chronic  diseases  such  as  cancer,  alcohol- 
ism, drug  addiction  and  the  need  for  rehabilitation  pro- 
grams are  emphasized.  The  place  of  the  chronic  disease 
hospital  and  of  the  nursing  home  must  play  an  import- 
ant part  in  the  care  of  the  aged  in  the  coming  years. 


eluding  drugs,  vaccines,  antibiotics,  surgical  proce- 
dures, and  sanitary  installations. 

The  point  in  our  particular  culture  has  now  been 
reached  wdien  the  communicable  diseases  have  been 
practically  controlled.  The  one  major  malady  wdiich 
has  in  no  wdse  responded  is  poliomyelitis.  In  this 
latter  disease  it  seems  likely  we  are  on  the  very  eve 
of  success.  It  should  not  be  forgotten  that  even  now 
the  sum  of  the  death  rate  and  the  rate  of  permanent 
incapacity  from  this  savage  malady  is  less  than  the 
mortality  rate  from  measles  in  1900. 

CAUSES  OF  DEATH 

In  the  year  1900  in  New  York  State  nearly  fifty 
per  cent  of  all  deaths  were  due  to  the  communicable 
diseases.  In  1953  only  five  per  cent  could  be  ac- 
credited to  the  same  causes  and  the  percentage  is 
still  falling.  This  factor,  together  with  a small  con- 
tribution from  the  reduction  in  deaths  due  to  acci- 
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dents,  has  raised  the  life  expectancy  by  well  over 
twenty  years  to  the  point  where  it  has  practically 
reached  the  biblical  three  score  and  ten.  There  is 
every  indication  that  even  without  any  new  incre- 
ments to  knowledge,  the  rise  in  life  expectancy  will 
continue  well  into  the  seventies.  Because  of  these 
profound  changes  in  death  rates  and  ages  at  death 
and  since  immigration  has  greatly  diminished  the 
percentage  of  aged  persons  is  constantly  rising.  In 
New  York  in  the  year  1900  roughly  five  per  cent  of 
the  people  were  over  the  age  of  65.  The  correspond- 
ing figure  is  now  nine  per  cent  and  will  inevitably 
move  upward.  Despite  these  phenomenal  changes,  it 
is  not  fully  descriptive  to  define  ourselves  as  an 
aging  population.  This  was  unquestionably  true 
during  the  1930’s  when  the  birth  rates  were  at  the 
nadir.  However,  with  the  birth  rates  of  the  past 
decade,  there  has  been  achieved  a very  respectable 
balance  between  the  very  young  and  the  old.  Thus, 
the  rate  of  natural  increase  in  New  York  State  in 
the  year  1900  was  1 1 per  thousand.  In  the  year  1953 
it  was  also  1 1 per  thousand. 

Whatever  be  the  choice  of  words  to  describe  the 
changing  age  composition,  it  is  a fact  that  both  the 
absolute  numbers  and  the  ratio  of  older  persons  are 
very  rapidly  increasing.  These  facts,  together  with 
the  virtual  conquest  of  the  erstwhile  major  health 
problems  of  young  people,  brings  us  as  health 
workers  face  to  face  with  the  sicknesses  and  dis- 
abilities of  middle  and  old  age.  We  can  no  longer 
defer  consideration  of  their  solution  with  the  excuse 
that  we  have  more  pressing  and  also  easier  tasks  at 
hand. 

HEALTH  NEEDS  OF  AGED 

It  is  desirable  to  note  in  passing  the  altered  and 
altering  position  of  the  aged  in  our  present  day 
civilization  since  health,  both  of  the  body  and  of 
the  psyche,  cannot  be  considered  apart  from  its 
relation  to  the  entire  cultural  pattern  in  which  we 
live  and  have  our  being.  In  earlier  phases  of  our 
development,  when  the  rate  of  environmental 
change  from  one  generation  to  the  next  was  relative- 
ly small  and  and  when  subsistence  was  on  a marginal 
basis,  the  accumulated  experience  of  the  old  was  of 
great  value  in  guiding  their  descendents  along  those 
pathways  which  had  been  found  safe  and  more  likely 
to  guarantee  subsistence.  With  the  development  of 
the  printing  press,  the  experience  and  lore  of  the  old 
immediately  suffered  a substantial  loss  of  prestige. 
With  the  onrushing  of  the  industrial  revolution 


bringing  the  movement  away  from  the  soil  and  the 
ever  increasing  tempo  of  technical  development,  the 
wisdom  of  old  age  became  progressively  less  import- 
ant as  compared  with  resiliency  of  mind  and  ability 
to  adapt  to  new  and  changing  conditions.  These 
tendencies,  together  with  continued  urbanization 
with  its  less  commodious  rooming,  have  resulted  in 
a continued  degradation  of  the  dignity  of  old  age 
and  of  the  esteem  in  which  it  is  held.  The  momentum 
of  these  ideas  was  carried  to  extreme  in  industry 
and  only  during  the  last  war  was  there  a general 
reorientation  of  our  thinking  to  recognize  anew  the 
need  for  utilizing  the  skill  and  dependability  of  the 
older  worker.  It  is  now  being  perceived  increasingly 
that  it  is  possible  for  the  aged  to  make  a real  con- 
tribution to  modern  life.  It  is  also  becoming  appar- 
ent that,  even  with  our  vaunted  ability  to  produce, 
society  needs  the  productive  capacity  of  the  old. 
Furthermore,  from  a human  standpoint,  it  is  crystal 
clear  that  there  exists  a deep  seated  and  inherent 
necessity  within  the  individual  himself  to  remain 
useful  and  productive.  Both  society  and  the  aged 
themselves  are  best  served  if  they  are  kept  at  gainful 
occupation  so  long  as  they  have  the  physical  and 
mental  capacity  to  make  a worthwhile  contribution. 
We  are  recognizing  that  Stevenson’s  lines  “to  travel 
hopefully  is  better  than  to  arrive,  and  the  true  suc- 
cess is  to  labor”  applies  also  to  the  twilight  of  life. 
It  is  against  this  general  background  that  we  con- 
sider the  modern  views  on  the  health  needs  of  the 
aged  and  how  best  to  meet  these  needs.  In  general, 
these  views  can  be  summarized  in  twm  general  state- 
ments: (i)  old  age  is  not  a disease  in  itself  and  (2) 
the  disabilities  of  old  age  are  in  large  part  due  to 
chronic  illnesses,  many  of  which  have  their  origins 
in  early  or  middle  life.  It  is  desirable  to  repeat  that 
old  age  is  not  intrinsically  a disease  nor  is  it  of 
necessity  a disability  except  at  the  very  end  of  the 
life  span.  Many  persons  age  without  discomfort  or 
without  serious  physical  disability  except  for  a slow 
diminution  of  muscular  power  and  slowing  of  re- 
action time.  Many  aged  maintain  full  or  close  to  full 
mental  capacity  until  well  into  the  ninth  decade. 
This  is  significant  and  should  underlie  much  of  our 
thinking.  Throughout  medical  research  the  starting 
point  in  the  solution  of  many  problems  has  been  the 
demonstration  that  differences  exist,  that  if  certain 
persons  escape  disease  or  disability  it  should  be  pos- 
sible to  find  out  why  they  escape  and  undertake  the 
necessary  changes  to  assure  that  others  are  steered 
clear  from  hazard. 
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It  follow  s then  that  the  greatest  single  need  is  for 
research.  It  also  follows  that  the  prevention  or 
amelioration  of  chronic  diseases  by  w hatever  steps 
can  he  devised  is  the  proper  approach  to  the  solution 
of  the  maladies  of  the  aged.  It  is  further  apparent 
that  in  many  instances  prevention  must  begin  early 
in  life. 

DISEASES  OF  AGED 

The  more  important  afflictions  which  must  be 
attacked  to  improve  the  health  of  the  aged  are; 
cardiovascular  diseases,  cancer,  senile  psychoses, 
arthritis,  accidents,  diabetes,  and  tuberculosis. 
Diseases  of  the  heart  and  blood  vessels  are  the  first 
health  problems  of  the  day.  Even  in  this  field  there 
are  areas  of  progress.  Deaths  from  rheumatic  heart 
disease  at  all  ages,  from  childhood  into  old  age,  have 
been  and  are  being  greatly  reduced.  Bacterial  endo- 
carditis is  correspondingly  falling  and  these  tw'o  will 
decline  further  as  the  age  phalanx  in  which  rheu- 
matic fever  has  been  minimized  moves  into  old  age. 
Syphilitic  heart  disease  which  formerly  took  large 
numbers  of  persons  in  middle  life  and  beyond  has 
essentially  vanished  from  the  American  scene.  Coro- 
nary heart  disease,  based  on  arteriosclerosis,  is  an- 
other story.  This  entity  apparently  has  increased 
wfithin  the  past  few  decades  and  is  now^  the  single 
biggest  killer  among  persons  in  middle  life  and  old 
age.  It  occurs  four  times  as  commonly  among  men 
as  among  women.  This  is  not  one  of  those  differ- 
entials that  gives  us  great  hope  for  immediate  success 
since  the  fundamental  differences  between  men  and 
women  are  not  susceptible  of  easy  manipulation,  and 
there  is  a question  of  the  desirability  of  any  attempts 
along  this  line,  but  it  does  suggest  lines  of  investiga- 
tion. Aloreover,  the  fact  that  many  persons  achieve 
old  age  wfithout  evidence  of  arteriosclerosis,  be  they 
men  or  wmmen,  does  give  hope  of  discovering  in- 
formation as  to  wday  some  escape.  Of  even  greater 
portent  is  the  circumstance  that  deaths  from  heart 
disease,  and  more  particularly  from  coronary  heart 
disease,  are  veiy  much  more  frequent  among  certain 
nationals  than  amongst  others.  It  appears  to  be 
clearly  established  that  American  men  are  the  most 
unhealthy  in  the  world  with  respect  to  coronary 
heart  disease.  The  reasons  for  this  are  being  actively 
investigated  and  at  the  present  time  suspicion  centers 
upon  the  high  fat  content  of  the  American  diet  as 
being  the  culprit.  Should  this  lead  be  substantiated, 
there  is  very  real  possibility  of  adding  several  years 
to  life  expectancy  and  of  preventing  untold  years 
of  incapacitation. 


The  next  cause  of  cardiovascular  disability,  hyper- 
tension, offers  less  immediate  hope,  although  re- 
search is  pushing  forward  on  numerous  fronts  and  a 
number  of  drugs  are  under  evaluation  at  the  present 
time  as  to  their  ability  to  reduce  symptoms  or 
ameliorate  or  delay  damage. 

There  are  several  service  programs  which  can  be 
of  great  value  in  the  field  of  heart  disease,  particu- 
larly those  designed  tow^ard  the  rehabilitation  of 
persons  suffering  from  heart  disease  and  more  par- 
ticularly the  rehabilitation  of  persons  who  have 
suffered  from  apoplexy.  It  is  also  apparent  that 
nutrition,  even  in  our  present  deficient  state  of 
knowdedge,  has  a key  part  to  play  in  prevention  and 
rehabilitation.  The  prevention  of  obesity  in  itself 
would  do  much  to  delay  the  onset  of  heart  disease 
and  to  aid  in  the  rehabilitation  of  those  afflicted. 

Cancer  is  now  the  second  cause  of  death.  With 
one  exception,  there  has  been  no  great  increase  of 
this  group  of  afflictions  when  correction  is  made  for 
the  age  factor.  Among  women  it  appears  that  there 
may  have  been  a small  decrease  in  recent  years  in 
the  incidence  of  cancer.  The  outstanding  exception 
is  cancer  of  the  lung  in  which  the  mortality  rate 
among  men  is  five  times  and  among  women  twice 
as  great  as  it  was  two  decades  ago.  Recent  research 
has  demonstrated  beyond  question  of  doubt  that  the 
largest  single  factor  in  the  causation  of  lung  cancer 
is  cigarette  smoking  and  it  now  appears  that  ciga- 
rettes are  killing  more  people  than  tuberculosis. 
This,  of  course,  suggests  the  taking  of  steps  for 
prevention  of  this  special  type  of  cancer  but  the 
social  forces  being  what  they  are,  it  is  not  apparent 
immediately  how  to  take  advantage  of  this  knowl- 
edge. Research  in  cancer  is  pushing  ahead  in  many 
fields.  The  practical  results  are  not  overwhelming  at 
the  moment,  but  there  is  strong  reason  for  hope  and 
every  reason  for  intensifying  investigative  programs. 

From  a practical  standpoint  there  is  much  to  be 
done  in  cancer  which  is  presently  imperfectly 
executed.  It  is  estimated  that  only  one  person  in  four 
who  acquires  cancer  is  being  cured  despite  the 
statement  that  cancer  is  curable  if  discovered  early 
enough.  This  latter  is  true  only  in  part.  With  present 
day  development  of  therapy  and  relying  upon 
methods  of  detection  which  are  practical,  it  is 
o'uessed  that  under  the  best  of  conditions  one  cancer 

D 

case  in  two  can  be  cured.  Since  approximately  one 
person  in  four  now'  living  can  expect  to  develop 
cancer  at  some  time  during  life,  it  is  apparent  that 
the  saving  in  life  w'hich  can  be  effectuated  by  the 
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more  vigorous  application  of  our  existing  knowledge 
and  social  organization  offers  tremendous  possibil- 
ities for  life  saving. 

Diabetes  is  a disease  in  which  the  therapeutic 
advances  initiated  by  Banting  and  Best  have  made  it 
possible  to  maintain  persons  in  a state  of  near  normal 
health  for  many  years.  Nevertheless,  present  day 
treatment  does  leave  much  to  be  desired  and  in 
many  patients  arteriosclerotic  processes  progress. 
Furthermore,  no  absolute  method  of  prevention  has 
yet  been  devised  although  the  obese  are  known  to 
be  much  more  likely  to  develop  diabetes  than  those 
of  normal  weight.  The  disease  is  one  of  the  hazards 
of  middle  life  and  old  age  and  calls  for  a more  inten- 
sive attack  on  obesity  together  with  programs  of 
early  case  finding  so  that  lives  can  be  prolonged 
through  the  prompt  institution  of  proper  therapy. 

Accidents  remain  as  a largely  unsolved  problem 
affecting  all  ages.  Their  disastrous  affects  are  felt 
most  heavily  on  the  male  sex  in  the  early  and  middle 
years  of  life.  In  the  declining  years  accidents  are 
equally  important  among  women  and  are  one  of 
the  most  serious  problems  of  the  senium.  It  is  neces- 
sary to  bear  in  mind,  however,  that  the  picture  with 
regard  to  accidents  has  improved  greatly  in  the  last 
fifty  years  and  that  mortality  rates  from  accidents 
are  roughly  half  of  what  they  were  at  the  beginning 
of  the  century.  As  is  the  case  with  most  other  causes 
of  death  and  disability  there  is  an  impelling  need  for 
intensified  research.  This  could  be  most  fruitful  with 
regard  to  automobile  accidents.  Further  knowledge 
is  needed  with  regard  to  the  quirks  of  human  nature 
which  are  the  bases  of  most  vehicular  accidents. 
Recent  studies  also  indicate  that  great  saving  of  life 
could  be  accomplished  through  improved  auto  con- 
struction. It  is  further  apparent  that  improved  design 
of  housing  for  the  aged  offers  real  advantages.  In 
the  salvaging  of  those  persons  who  have  undergone 
severe  trauma  from  accidents,  much  can  be  offered 
by  modern  rehabilitation  techniques. 

Arthritis  in  the  aged  rarely  kills  but  is  the  greatest 
single  cause  of  disability.  Definite  advances  have  been 
made  in  the  treatment  of  arthritis  during  recent  years 
but  remedial  care  remains  imperfect  and  calls  for 
continuing  investigative  efforts.  In  the  treatment  of 
this  disease,  intensive  application  of  known  methods 
of  therapy  and  more  opportunities  for  rehabilitation 
are  needed. 

The  senile  psychoses  constitute  a group  which  is 
one  of  the  greatest  contributors  to  unhappiness  in  old 


age  and  to  the  inability  of  offspring  to  keep  parents 
in  their  homes  as  an  integral  part  of  the  family. 
These  psychoses  are  highly  associated  with  arterio- 
sclerosis and  it  is  to  be  hoped  that  research,  looking 
toward  the  delay  or  prevention  of  onset  of  arterial 
degeneration,  will  make  an  immense  contribution 
toward  the  solution  of  the  dementias  of  old  age. 
Since  not  all  of  the  mental  illnesses  of  the  old  are 
based  on  arteriosclerotic  changes  in  the  cerebral 
vessels,  the  entire  situation  needs  greatly  expanded 
research  into  causation  before  there  can  be  any 
confident  talk  about  prevention.  The  changing  social 
structure,  with  a shift  from  rural  to  urban  living, 
with  smaller  housing  units,  and  the  continued  devel- 
opment of  apartment  housing,  has  made  the  problem 
of  senile  psychoses  more  acute  than  it  would  be 
otherwise.  Under  rural  conditions  very  gross  devia-  - 
tions  from  the  normal  could  be  tolerated  in  older  ! 
people  without  too  great  a burden  on  the  family  or 
without  exciting  neighbors.  In  modern  apartment 
housing  or  even  under  conditions  of  suburban  living 
it  becomes  speedily  necessary  to  seek  institutionali- 
zation for  the  mental  abberations  of  old  age. 

Tuberculosis  has  fallen  from  the  number  one 
position  as  cause  of  death  in  1900  to  relative  insig- 
nificance, the  respective  rates  for  New  York  State 
being  from  217  per  100,000  to  14.  In  some  of  the 
rural  counties  the  rates  are  already  approaching  zero. 
Nevertheless,  because  of  the  prolonged  disability 
induced  by  this  disease  and  its  infectious  nature,  it 
remains  an  important  health  problem  and  one  cannot  || 
yet  confidently  predict  its  early  extinction.  The  | 
newer  drugs  which  encourage  home  treatment  may  I 
recreate  old  difficulties  of  having  patients  with  posi-  ! 
tive  sputum  spreading  the  infection  among  home 
contacts.  Tuberculosis  is  now  predominantly  a 
disease  of  middle  aged  and  old  men  and  so  continues 
of  interest  in  the  field  of  geriatrics.  It  seems  prob- 
able, however,  that  a continued  diligence  in  the 
application  of  existing  methods  of  early  discovery 
and  prompt  treatment  will  result  in  a persisting, 
decline  in  the  importance  of  tuberculosis. 

HOW  PREVENT  CHRONIC  DISEASE 

Having  outlined  briefly  the  more  obvious  prob-  ' 
lems  in  maintaining  the  health  of  our  aged,  I should 
like  to  mention  some  of  the  steps  that  are  currently 
being  taken  among  the  official  agencies  in  New 
York  State  to  reorient  our  health  programs  toward 
chronic  disease  prevention.  For  some  years  now  the 
legislative  committee  known  as  the  Desmond  Com- 
mittee has  been  carefully  studying  the  situation  in 
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N ew  \ ork  State  ^\■ith  regard  to  the  aging  process. 
This  Committee  has  been  interested  in  the  entire 
picture  including  economics,  recreation,  education, 
health  and  welfare  and  has  made  sound  and  con- 
structive suggestions  in  each  of  these  fields.  It  has 
also  served  and  is  serving  to  alert  the  public  as  to 
the  need  for  thought  and  action. 

As  already  noted,  the  most  pressing  need  in 
geriatrics  from  the  point  of  viey'  of  all  health  agen- 
cies, official  and  unofficial,  is  for  research  in  the 
field  of  chronic  disease.  For  this  purpose  the  New 
York  State  Department  of  Health  has  recently 
established  a cardiovascular  health  center  in  coop- 
eration with  the  Albany  Medical  College.  This  is 
basically  a long  term  study  of  2,000  male  state  em- 
ployees in  the  age  group  40  to  55.  The  first  investi- 
gation undertaken  in  this  center  is  to  test  the 
predictive  value  of  present  day  tools  in  the  discovery 
of  early  coronary  heart  disease  and  as  time  and 
personnel  permit  it  is  intended  to  superadd  other 
studies  looking  tow  ard  information  on  the  etiological 
factors  in  heart  disease. 

I'he  New'  York  State  Department  has  maintained 
a small  cancer  research  hospital  for  many  years. 
This  is  currently  being  expanded  from  100  to  over 
500  beds  and  at  the  same  time  the  research  staff  itself 
is  being  multiplied  greatly  in  excess  of  the  increase  in 
beds.  This  expansion  will  be  completed  within  the 
year  and  we  hope  to  be  in  the  van  of  cancer  research. 
The  hospital  will  also  provide  medical  care  but  only 
incident  to  its  research  program.  Members  of  the 
staff  of  our  research  hospital,  together  with  the  oper- 
ating staff  of  the  Bureau  of  Cancer  Control,  were 
among  the  first  groups  to  study  the  relationship  of 
cancer  of  the  lung  to  cigarette  smoking.  Studies  on 
this  subject  as  well  as  in  many  other  fields  are  being 
pushed  with  renewed  vigor. 

Four  years  ago  the  Department,  together  wfith  the 
University  of  Buffalo,  established  a Chronic  Disease 
Research  Institute  in  which  research  on  various 
aspects  of  chronic  disease  is  being  pursued.  Already 
significant  contributions  have  been  made  in  Wil- 
son’s disease,  or  hepatolenticular  degeneration,  in  the 
development  of  perfusion  apparatus  and  in  the  re- 
habilitation of  the  hemiplegic. 

For  some  years  our  Department  has  maintained 
tuberculosis  hospitals.  At  the  present  time  these  are 
seven  in  number,  wfith  a capacity  of  somewhat  over 
2,000.  Research  programs  are  being  conducted  in 
each  of  these  hospitals. 


In  our  Division  of  Laboratories  and  Research 
there  is  a long  tradition  of  original  investigation  into 
tlie  various  aspects  of  communicable  disease  control. 
Within  the  last  year  in  this  Division  we  have 
opened  a blood  protein  laboratory  for  research  into 
this  new'er  field  and  we  are  contemplating  a corre- 
sponding reduction  in  research  on  and  production 
of  biological  products  for  the  control  of  communi- 
cable diseases. 

As  a further  evidence  of  sltift  within  the  Depart- 
ment, the  Bureau  of  Epidemiology  and  Communi- 
cable Diseases  has  recently  completed  twm  pilot 
studies  on  auto  driver  behavior  using  the  epidemio- 
log  ic  method.  It  is  expected  that  studies  on  this 
subject  will  be  continued.  Another  study  being 
carried  on  in  which  our  Department  acts  only  in  an 
advisory  capacity  is  a long  term  investigation  by  the 
Mental  Health  Commission  of  which  the  Commis- 
sioner of  Health  is  a member.  This  study,  taking- 
place  in  the  city  of  Syracuse,  is  concerned  with  the 
prevalence  of  the  senile  psychoses  and  is  utilizing 
the  epidemiological  method  in  attempts  to  associate 
the  incidence  of  these  psychoses  w-ith  a number  of 
factors  in  the  individual’s  environment 

A very  significant  study  by  the  Department  in 
the  non  communicable  disease  field  is  nearing  com- 
pletion. This  is  the  NewTurgh-Kingston  study  on 
the  effect  of  fluorinating  public  water  supplies  to 
prevent  dental  caries.  The  results  have  fully  vali- 
dated the  conclusions  drawn  from  areas  where 
w^aters  are  high  in  natural  fluorine  content  and  are 
leading  to  practical  application.  Although  one  thinks 
of  dental  caries  prevention  as  primarily  for  children’s 
welfare,  it  is  only  partly  true.  Children  and  young 
adults  can  enjoy  vigorous  health  with  very  poor 
masticating  equipment,  but  the  aged  have  much 
greater  need  of  the  chewing  ability. 

The  actual  services  being  provided  by  our  De- 
partment for  chronic  disease  control  are  relatively 
fewxr  than  are  the  research  programs  w’hich  is  as  it 
should  be  in  the  present  state  of  development.  The 
largest  service  program  is  in  tuberculosis  which 
serves  as  a sort  of  bridge  betw'een  the  conventional 
communicable  disease  programs  and  the  several  for 
chronic  disease. 

The  Department  is  subsidizing  1 7 cancer  detection 
centers  and  28  tumor  clinics  throughout  the  State. 
The  cancer  detection  centers  have  already  show  n 
year  after  year  that,  although  early  cancer  is  found 
in  less  than  one  per  cent  of  the  adults  examined. 


968 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Other  significant  chronic  diseases  requiring  medical 
care  are  discovered  in  from  one-third  to  one-half  of 
those  examined. 

A Bureau  of  Cancer  Control  has  been  maintained 
for  many  years  which  is  responsible  for  securing 
reports  of  cancer  cases  and,  together  with  the  cancer 
research  hospital,  carries  on  investigations  into  dif- 
ferent phases  of  cancer  control.  The  Bureau  also 
conducts  a program  of  public  and  professional  edu- 
cation. The  Division  of  Laboratories  and  Research 
together  with  state  aided  laboratories  provide  tissue 
and  smear  diagnostic  services. 

The  Department  has  been  conducting  mass  x-ray 
chest  surveys  for  some  years  now  and  a total  of  well 
over  1,000,000  pictures  have  been  read.  Within  the 
past  year  this  program  has  been  expanded  to  include 
a definite  effort  to  discover  chest  tumors  and  to 
follow  up  through  the  appropriate  agencies  so  as  to 
encourage  complete  diagnosis  and  therapy.  This 
procedure  is  also  being  expanded  so  as  to  attempt 
to  determine  the  incidence  of  cardiac  abnormalities. 
For  every  two  cases  of  probable  active  tuberculosis 
found  on  this  survey,  three  cases  of  probable  lung 
tumor  have  been  found  of  which  more  than  ten  per 
cent  turn  out  to  be  malignant.  Since  1947  the  Depart- 
ment has  subsidized  a program  to  provide  free  chest 
x-ray  to  all  adult  patients  admitted  to  general  hos- 
pitals. Over  one  million  have  been  x-rayed.  This  is 
one  of  the  most  fruitful  ways  of  discovering  pre- 
viously unknown  cases  of  tuberculosis,  lung  tumors 
and  heart  conditions,  the  yield  being  about  twice  as 
great  as  in  the  mass  chest  x-ray  surveys. 

Multiphasic  screening  services  so  far  have  been 
developed  poorly  in  our  State.  This  appears  like  the 
next  step  and  it  is  intended  to  establish  such  a 
screening  clinic  in  conjunction  with  the  Chronic 
Disease  Research  Institute  in  Buffalo.  In  several  local 
areas  health  departments  are,  with  state  aid,  con- 
ducting tests  for  the  detection  of  diabetes. 

An  alcohol  treatment  center  has  been  subsidzed 
by  the  Health  Department  in  one  area  of  the  State 
and  more  recently  other  centers  are  being  established 
with  subsidies  from  the  Mental  Health  Commission. 

A center  for  the  treatment  of  adolescent  narcotic 
addicts  was  initiated  in  New  York  City  with  State 
aid. 

Within  the  last  year  in  New  York  City  the  local 
Department  of  Hospitals  has  opened  a 2,000  bed 
chronic  disease  hospital. 

A small  pilot  study  for  the  rehabilitation  of  mus- 


cular dystrophy  is  being  conducted  at  the  State 
Health  Department’s  rehabilitation  hospital  at  West 
Haverstraw. 

One  of  the  important  programs  of  the  Depart- 
ment has  been  the  medical  rehabilitation  program 
for  persons  under  the  age  of  twenty-one  and  for 
adults  with  poliomyelitis.  Under  this  plan.  State  aid 
of  fifty  per  cent  is  offered  to  counties  and  cities  for 
the  correction  of  any  remediable  defects  in  children 
such  as  extensive  burns,  orthopedic  deformities, 
cardiac  surgery,  orthodontic  abnormalities  and 
others.  Recently  this  has  been  expanded  to  include 
the  purchase  of  hearing  aids  for  deaf  children. 
Although  this  is  directed  towards  the  early  years  of 
life,  it  is  nevertheless  essentially  a chronic  disease 
program  and  eventually  is  contributory  to  mini- 
mizing problems  of  old  age. 

A 200  bed  rehabilitation  hospital  at  West  Haver- 
straw has  been  maintained  for  many  years.  This  is 
devoted  primarily  to  the  medical  rehabilitation  of 
children  although  a certain  number  of  adults  are 
given  treatment  for  polio. 

Another  service  offered  by  our  Department  is  in 
postgraduate  education  for  practicing  physicians  in 
the  field  of  cancer  control  and  heart  disease. 

Since  1951  our  Department  has  actively  promoted 
the  fiuorination  of  public  water  supplies  and  at  the 
present  time  24  communities  with  800,000  popula- 
tion in  New  York  State  are  so  treating  their  supplies. 
Twelve  additional  places  with  a million  population 
are  about  to  fluorinate. 

Earlier  this  year  our  Department  established  a 
Bureau  of  Chronic  Disease  and  Geriatrics  and  ap- 
pointed a director  to  guide  and  coordinate  the  pro- 
grams in  this  field. 

The  State  Department  of  Social  Welfare  is  respon- 
sible for  the  medical  treatment  of  the  indigent  in 
New  York  State.  Relatively  little  preventive  service 
has  been  available  until  recently.  However,  under 
the  new  program  of  subsidization  by  the  federal 
government  of  aid  to  the  permanently  disabled,  a 
strong  effort  is  being  made  to  direct  the  services 
toward  prevention  and  rehabilitation. 

The  commissioners  of  the  various  state  depart- 
ments which  provide  direct  service  to  the  people 
constitute  the  Interdepartmental  Health  Council  of 
which  the  Commissioner  of  Health  is  chairman. 
This  group  meets  once  a month  to  discuss  the  co- 
ordination of  interdepartmental  programs.  A sub- 
committee of  the  group  is  currently  devoting  inten- 
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sivc  attention  to  the  question  of  rehabilitation  serv- 
ices a\ailable  in  the  State  and  ^\’ill  make  recom- 
mendations as  to  needs. 

1 have  outlined  some  of  the  research  programs  and 
the  services  being  currentlv"  supplied.  It  is  apparent 
that  these  are  not  comprehensive  nor  do  they  indi- 
cate a complete  reorientation  from  communicable 
disease  control  to  chronic  disease  control.  The  re- 
alignment must  occur  gradually  and  its  extent  will 
be  determined  by  many  factors.  Final  decisions  will, 
of  course,  be  made  by  the  public  through  the  Legis- 
lature but  in  the  interim  continuing  consultations 
and  discussions  among  the  voluntary  health  agen- 
cies, the  official  agencies,  and  the  medical  profession 
are  needed  so  as  to  delineate  the  functions  of  each 
and  determine  the  most  effective  and  useful  methods 
whereby  the  health  needs  of  the  aging  can  be  met. 

THE  FUTURE  IN  MEDICAL  CARE  OF  AGED 

Some  of  the  decisions  which  must  be  made  are 
the  following: 

The  New  York  State  Health  Department  operates 
seven  hospitals  with  a total  capacity  of  approxi- 
mately 2,000  beds.  More  than  that  number  of  beds 
are  also  available  in  municipal  institutions.  Accord- 
ing to  present  trends  in  the  death  rates  from  tuber- 
culosis and  occupancy  rates,  rvithin  a decade  these 
institutions  will  be  only  partially  utilized.  Should 
they  eventually  be  abandoned  or  should  they  be 
used  in  combatting  other  diseases  such  as  lung  can- 
cer which  is  increasing  at  a faster  rate  than  tuber- 
culosis is  decreasing?  Additionally,  should  they  be 
used  as  rehabilitation  facilities  whereby  older  citi- 
zens suffering  from  chronic  diseases  could  be  given 
highly  specialized  physical  therapy  treatment  and 
instruction  and  either  fitted  for  return  to  self  care 
or  to  gainful  employment?  There  is  a strong  body 
of  opinion  that  the  problem  of  rehabilitation  is  one 
that  will  require  governmental  subsidization  in  order 
to  make  advances  in  modern  physical  medicine  avail- 
able to  all  of  our  citizens  who  require  such  special- 
ized care.  Should  this  be  done  through  additions  to 
existing  general  hospitals  or  through  the  construc- 
tion of  chronic  disease  hospitals  in  each  of  our  medi- 
cal centers? 

How  shall  we  provide  adequate  institutional  and 
home  care  for  chronic  disease  patients?  There  ap- 
pears to  be  crystallization  of  opinion  that  opportu- 
nities for  home  care  such  as  had  been  demonstrated 
in  the  Montefiore  hospital  wdll  be  urgently  required 
and  that  such  a program  offers  an  opportunity  for 


human  salvage  at  a reduced  cost.  The  place  of  nurs- 
ing homes  in  the  care  of  the  chronically  ill  needs  to 
be  redefined  and  minimum  standards  established  for 
their  conduct. 

The  recent  amendments  to  the  Hill-Burton  Act 
are  designed  to  encourage  the  development  of  nurs- 
ing homes  and  rehabilitation  centers.  This  expression 
of  interest  on  the  part  of  the  federal  government 
should  assist  the  various  States  in  arriving  at  de- 
cisions as  to  the  proper  utilization  of  these  facilities. 

How  shall  we  detect  chronic  disease  early  enough 
and  in  enough  people?  Aside  from  research  the 
greatest  single  public  health  aspect  of  chronic  disease 
lies  in  early  case  finding.  It  is  obvious  that  mass 
screening  techniques  need  careful  study  and  refine- 
ment. It  appears  almost  certain  that  only  by  mechan- 
ical screening  procedures,  utilizing  technical  rather 
than  highly  trained  professional  personnel,  can  early 
case  finding  be  both  productive  and  economical. 
Unquestionably  there  needs  to  be  much  further 
effort  put  into  the  problem  of  periodic  physical 
examinations  by  the  practicing  physicians  in  their 
offices.  Efforts  in  this  field  have  been  relatively 
ineffective  to  date  and  it  would  seem  this  cannot 
be  the  full  answer  to  early  case  finding.  This  is 
clearly  so  wdren  one  considers  the  number  of  hours 
that  would  be  required  by  physicians  to  perform 
annual  or  even  biennial  examinations.  There  are  not 
enough  physicians  in  the  communities  to  carry  on 
such  a program. 

How  shall  we  further  extend  the  availability  of 
home  nursing  care  by  our  public  health  nursing 
system?  Year  by  year  public  health  nurses  are  being 
forced  to  devote  a higher  and  higher  proportion  of 
time  to  actual  bedside  care.  This  is  dictated  by  the 
constantly  increasing  incidence  of  chronic  disease. 
There  is  a need  for  re-evaluation  of  public  health 
nursing  and  an  exploration  of  the  value  of  auxiliary 
personnel  to  assist  the  public  health  nurses  in  giving 
bedside  care. 

It  must  be  reiterated  that  in  all  these  problems  of 
the  future  we  must  have  the  joint  thinking  of  and 
substantial  agreement  from  all  of  the  interested 
groups  in  the  community.  Decision,  how^ever,  can- 
not be  deferred  into  the  far  future  since  w e are  truly 
at  the  crossroads  in  the  sphere  of  public  health.  We 
have  almost  explosively  reached  a stage  in  which 
the  need  for  communicable  disease  control  has  van- 
ished except  for  the  requirement  of  continuing  pre- 
ventive measures,  and  at  the  same  time  we  are  faced 
with  a steadily  burgeoning  of  chronic  disease. 


970 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Which  services  are  to  be  provided  by  public  agen- 
cies and  which  by  private  agencies  is  an  important 
decision,  but  it  is  even  more  vital  that  chronic  disease 
be  vigorously  attacked  with  all  our  resources.  If  we 
press  forward  on  all  fronts,  much  can  be  done  to 
postpone  into  extreme  old  age  that  state  which  is 
described  more  vividly  in  Ecclesiastes  than  anywhere 
in  current  literature. 

“Remember  now  thy  Creator  in  the  days  of  thy  youth, 
while  the  evil  days  come  not,  nor  the  years  draw  nigh, 
when  thou  shalt  say,  I have  no  pleasure  in  them; 

‘AVhile  the  sun,  or  the  light,  or  the  moon,  or  the  stars, 
be  not  darkened,  nor  the  clouds  return  after  the  rain: 

“In  the  day  when  the  keepers  of  the  house  shall  tremble, 
and  the  strong  men  shall  bow  themselves,  and  the  grinders 


cease  because  they  are  few,  and  those  that  look  out  of  the 
windows  be  darkened, 

“And  the  doors  shall  be  shut  in  the  streets,  when  the 
sound  of  the  grinding  is  low,  and  he  shall  rise  up  at  the 
voice  of  the  bird,  and  all  the  daughters  of  music  shall  be 
brought  low; 

“Also  when  they  shall  be  afraid  of  that  which  is  high,  and 
fears  shall  be  in  the  way,  and  the  almond  tree  shall  flourish, 
and  the  grasshopper  shall  be  a burden,  and  desire  shall  fail: 
because  man  goeth  to  his  long  home,  and  the  mourners  go 
about  the  streets: 

“Or  ever  the  silver  cord  be  loosed,  or  the  golden  bowl 
be  broken,  or  the  pitcher  be  broken  at  the  fountain,  or  the 
wheel  broken  at  the  cistern. 

“Then  shall  the  dust  return  to  the  earth  as  it  was:  and 
the  spirit  shall  return  unto  God  who  gave  it.” 


DOCTOR  AND  HOSPITAL 

Frederick  W.  Roberts,  m.d.,  New  Haven 


A CENTURY  ago  hospitals  for  the  most  part  were 
almshouses.  With  the  development  of  modern 
surgery  and  improved  methods  of  diagnosis  the  hos- 
pital has  become  necessary  for  rich  and  poor  alike. 
The  obvious  need  for  more  and  better  facilities  in  a 
time  of  unprecedented  post  war  prosperity  has  re- 
sulted in  the  building  of  many  additions  to  old 
facilities  and  the  construction  of  new  hospitals  in 
places  which  had  inadequate  hospitals  or  no  hospital 
at  all.  As  the  result  of  this  expansion  there  has  been 
considerable  confusion  among  doctors,  nurses,  and 
people  in  administration  in  adapting  their  activities 
to  changed  conditions.  It  is  one  thing  to  have  a fine 
physical  plant.  It  is  another  to  have  an  efficient, 
capable,  spirited  organization  dedicated  to  the  task 
of  sympathetically  caring  for  the  sick  and  the  suffer- 
ing, properly  training  young  doctors  and  nurses, 
and  providing  the  opportunity  to  advance  our 
knowledge  through  research.  With  the  changing 
order  the  relationship  of  the  doctor  to  the  hospital 
presents  new  difficulties  and  problems  in  maintaining 
the  old  relationships  that  are  good  and  achieving 
success  in  establishing  the  new. 

THE  PATIENT 

The  care  of  the  patient  now  as  always  should 
come  first.  The  patient  turns  to  the  doctor  for  help. 


The  Author.  Attending  Surgeon,  Grace-New 
Haven  Community  Hospital,  New  Haven,  Con- 
necticut 


SUMMARY 

The  relationship  of  the  physician  to  the  hospital  is 
discussed.  The  proper  function  of  the  medical  staff  is 
outlined.  Medical  decisions  belong  to  the  staff,  admin- 
istrative decisions  to  the  administration.  Harmony 
between  the  two  is  a sine  qua  non.  The  lack  of  good 
bedside  nursing  is  deplored.  The  profession  of  nurs- 
ing should  be  made  more  popular.  A solution  should 
be  found  to  obviate  long  periods  of  waiting  before 
patients  can  be  admitted  to  hospitals  even  to  increasing 
the  number  of  patients  cared  for  at  home.  The  house 
staff  should  be  more  adequately  compensated. 


and  he  in  turn  admits  the  patient  to  the  hospital  for 
study  and  treatment.  In  order  to  give  this  patient 
the  best  of  care,  the  doctor  must  have  the  help  of 
the  nursing  service  and  the  hospital  administration. 
This  is  the  natural  sequence  of  events.  With  the 
growth  of  our  modern  hospitals,  some  becoming 
very  large  institutions,  it  is  not  uncommon  to  find 
the  administration  assuming  a leading  role,  the  nurs- 
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ing  service  an  independent  attitude,  and  the  doctor 
and  patient  becoming  customers  ^\•ho  are  admitted  if 
they  are  luckv  enough  to  get  in,  getting  along  the 
best  they  can  with  ^\•hatever  facilities  are  available. 
Nothing  is  more  frustrating  for  a doctor  nor  more 
unsatisfactory  for  a patient.  Often  the  organization 
loses  Its  spirit  and  the  patient  becomes  unhappy. 
As  a result,  the  ^^'ork  and  reputation  of  the  institu- 
tion deteriorates.  There  is  only  one  satisfactory 
chain  of  command;  it  is  the  one  that  follows  the 
normal  demands  in  the  treatment  of  a patient. 

ADMINISTRATION  AND  AIEDICAL  STAFF 

The  medical  staff  of  a hospital  should  not  relin- 
quish its  prerogatives  in  maintaining  the  proper 
standards  of  medical  care.  Most  hospitals  have  a 
board  of  directors  with  an  executive  committee  and 
a director  who  carry  on  the  business  side  of  running 
a hospital.  The  directors  are  usually  men  who  have 
the  community  welfare  at  heart;  they  are  leaders  in 
their  respective  fields  of  endeavor,  and  they  are 
endowed  with  a desire  to  make  a voluntary  contri- 
bution to  the  welfare  of  society.  Many  take  a great 
interest  in  the  hospital,  spending  long  hours  carrying 
the  burdens  which  fall  upon  their  shoulders.  They 
are  to  be  admired  and  should  be  honored  for  their 
labors.  However,  it  is  a natural  thing  for  a banker 
to  want  to  run  a hospital  in  the  same  w'ay  he  would 
run  a bank;  an  industrialist  in  the  same  way  he 
would  run  his  industry;  a utility  executive  in  the 
same  w^ay  he  wmuld  run  his  utility.  A hospital  is 
entirely  different.  The  final  decisions  in  business 
are  made  at  the  president’s  office;  in  medicine  the 
final  decisions  are  made  at  the  bedside.  It  is  not  un- 
usual to  find  the  executive  committee  of  the  board 
of  directors  and  director  with  honest  desire  to  do 
the  right  thing  and  realizing  their  moral  and  legal 
responsibilities  to  provide  the  best  possible  medical 
service  overlooking-  this  one  fact.  Unable  to  make 
the  medical  decisions  themselves,  they  naturally  turn 
to  someone  in  medicine  w'ho  is  a good  doctor  and  a 
gentleman,  but  unfortunately  is  frequently  someone 
who  is  naturally  unwilling  to  sacrifice  his  own 
personal  popularity  to  fight  aggressively  for  any 
pressing  medical  need.  Conformity  or  fear  of  the 
consequences  which  has  infiltrated  our  American 
thinking  since  the  war  finds  fertile  soil  here  in  which 
to  flourish.  Independent  thinking,  speech  and  action, 
the  philosophy  of  the  past  which  made  our  Republic 
great  borders  on  impropriety.  The  best  solution  can 
only  be  found  in  mutual  trust,  and  a staff  which 
cannot  be  trusted  should  cease  to  exist.  Obviously  in 


a democratic  society  the  staff  should  be  given 
enough  freedom  and  confidence  to  organize  so  that 
the  w'ork  of  its  officers  nominated  or  elected  and  its 
standing  committees  can  lead  the  way  in  guiding  the 
resolution  of  practical  problems  of  medical  care  and 
maintaining  the  proper  standards  of  practice.  A staff 
quietly  phagocytyzed  by  a hospital  administration 
only  produces  a paralysis  of  action  and  an  apathy  of 
thought.  Equanimity  is  difficult  in  spite  of  soothing 
words  when  a doctor  becomes  aware  that  it  is  his 
patient  who  suffers  and  that  he  can’t  do  anything 
about  it.  It  is  important  that  the  organization  of  a 
hospital  be  maintained  with  the  proper  balance  of 
authority  betw^een  the  directors  and  the  medical 
staff.  The  administration  should  not  dominate  the 
medical  staff.  Both  should  have  their  duties  to  per- 
form and  be  integrated  so  that  they  function  effi- 
ciently and  effectively  with  trust  in  each  other  for 
the  best  interests  of  the  patient. 

In  a recent  paper  a distinguished  layman  on  one 
of  our  hospital  boards  states  that  in  the  selection  of 
chiefs  of  staff  by  the  directors  “those  whose  judg- 
ment has  been  found  to  be  the  calmest,  the  most 
objective,  the  most  unbiased,  the  most  disinterested 
are  the  weightiest.”  These  characteristics  are  of 
course  what  any  hospital  administration  likes  and  if 
the  doctors  have  no  problems  will  suffice.  However, 
in  time  of  need  they  form  an  obstruction  to  action, 
and  in  periods  of  development  a deterrent  to  prog- 
ress. Why  not  men  of  imagination,  courage,  and 
ability  to  recognize  needs  and  do  something  about 
them;  people  with  interest  and  enthusiasm;  people 
who  have  ideas  and  are  willing  to  express  them; 
people  who  are  dynamic  rather  than  static?  No  ship 
ever  sailed  a sea  in  a dead  calm.  No  institution  ever 
became  great  without  people  with  a burning  desire 
for  service  and  achievement.  Calmness  and  disinter- 
est only  lead  to  stagnation.  In  the  last  half  century, 
the  greatness  of  the  Alayo  Clinic  was  due  to  the 
vision  and  industry  of  the  Doctors  Adayo;  the  fame 
of  the  Harvard  Medical  School  and  Peter  Bent  Brig- 
ham Hospital  was  due  to  the  genius  of  Harvey 
Cushing  and  his  contemporaries;  the  distinction  that 
came  to  the  Johns  Hopkins  \vas  due  to  the  character 
and  the  work  of  the  Johns  Hopkins  doctors.  A 
beautiful  building  is  highly  desirable,  but  the  char- 
acter and  work  of  the  people  therein  determines  the 
real  value  of  the  institution. 

NURSING  CARE 

Another  problem  which  confronts  the  doctor  to- 
day is  the  want  of  good  nursing  care  for  his  patients. 


972 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


The  time  is  ripe  for  the  nursing  profession  to  return 
to  the  bedside.  In  my  experience  twenty-five  years 
ago  the  care  of  the  sick  was  nursing’s  primary  objec- 
tive. At  about  that  time  nursing  took  off  and  soared 
into  the  fields  of  higher  education.  In  some  instances 
the  regular  training  school  was  abolished.  I think 
that  it  was  the  original  intent  to  have  a better  nurse 
at  the  bedside  as  the  result  of  better  preparation  and 
if  this  idea  had  been  carried  out  we  would  be  better 
off.  One  would  think  that  the  more  higher  education 
a person  had  the  more  understanding,  the  more 
practical,  the  more  efficient,  the  more  human  that 
person  would  become,  but  unfortunately,  one  finds 
all  too  frequently  an  academic  aloofness  and  conceit, 
lack  of  practical  understanding,  and  a departure 
from  nursing’s  primary  objective— the  intelligent 
and  sympathetic  care  of  sick  people.  Actually  these 
girls  have  gone  into  hospital  administration,  public 
health,  and  special  forms  of  nursing  with  the  result 
that  instead  of  the  trained  nurse  at  the  bedside  we 
find  substitute  groups  such  as  attendants,  aides,  and 
practical  nurses.  They  are  more  and  more  being 
given  the  responsibilities  of  the  trained  nurse,  but 
have  not  had  the  preparation  given  the  product  of 
our  nursing  schools. 

Nurses  have  taken  flight  from  the  bedside  because 
of  opportunities  in  industry,  the  armed  services,  and 
business  establishments  attracted  by  easier  work, 
shorter  hours,  and  higher  wages.  In  my  experience 
they  are  frequently  wasted  in  these  positions,  doing 
work  that  could  be  well  done  by  a medical  secretary 
with  a little  knowledge  of  first  aid. 

A short  time  ago  I attended  a meeting  on  nursing 
when  eight  different  categories  of  people  were  pre- 
sented as  illustrative  of  the  different  groups  in  nurs- 
ing or  cooperating  in  nursing  today.  Three  of  these 
programs  were  sound,  the  remainder  obviously  in- 
adequate for  good  bedside  care.  At  about  the  same 
time  one  of  our  nationally  known  figures  in  public 
health  told  me  that  he  thought  the  attendant  and 
allied  groups  were  the  answer  to  bedside  nursing. 
To  me  nothing  could  be  more  tragic. 

At  the  present  time  it  is  hoped  that  the  nursing 
profession  will  clarify  the  objectives  of  nursing 
education.  There  are  a number  of  different  fields 
which  require  distinct  types  of  preparation  and  the 
educational  program  should  be  planned  to  adequate- 
ly cover  these  needs.  Roughly  this  should  include  a 
training  school  program,  a collegiate  program  and  a 
graduate  school  program  so  integrated  that  a student 


may  take  all  or  a part  of  the  work  depending  on 
what  she  plans  to  do.  It  would  be  well  if  more  of 
the  cultural  studies  could  be  carried  with  the  prac- 
tical. In  the  same  way  that  the  liberal  arts  are  so 
important  in  the  preparatory  education  for  the  other 
professions,  nursing  would  do  well  to  include  similar 
studies  in  its  program.  However,  in  all  this  planning 
the  main  objective  should  remain  the  intelligent  and 
sympathetic  care  of  the  sick,  and  bedside  nursing 
should  not  be  allowed  to  slide  into  the  hands  of  in- 
competent and  inadequately  trained  people. 

It  is  also  time  to  make  nursing  popular,  and  if  it 
takes  shorter  hours,  higher  wages,  pension  plans  and 
other  concessions  to  do  it,  why  not  provide  them? 

In  terms  of  cost  of  many  nonessential  things  the 
American  public  pays  very  little  for  its  medical  care. 
Were  the  expense  spread  over  a lifetime  instead  of 
at  the  time  of  illness  the  amount  would  not  be  im- 
pressive. Our  voluntary  insurance  plans  have  at- 
tempted to  accomplish  this  in  part.  In  time  it  is 
hoped  that  we  may  find  a way  of  providing  more 
complete  coverage  in  a way  satisfactory  to  doctors, 
nurses,  and  patient  alike. 

THE  PROCESS  OF  ADxMISSION 

Another  problem  in  the  relationship  of  the  doctor 
and  the  hospital  is  the  difficulty  in  prompt  admission 
of  patients  to  the  hospital.  A few  places  are  fortu- 
nate in  having  no  difficulty  in  this  respect,  but  a i 
good  number  are  forced  to  have  a long  waiting  list  | 
with  delay  up  to  two  to  three  months  before  a j 
patient  can  be  served.  This  condition  is  blamed  on 
the  shortage  of  nurses,  a lack  of  beds,  or  a few  other  i 
etiological  conditions,  but  in  my  experience  until  the 
beginning  of  the  Blue  Cross  and  other  similar  insur- 
ance plans  we  had  no  problem.  It  is  very  obvious 
that  many  people  are  being  admitted  to  our  hos- 
pitals who  were  formerly  cared  for  in  the  home  and  i 
could  be  cared  for  in  the  home  today.  Surgery 
demands  hospital  service.  A few  other  categories  of 
medical  care  also  demand  hospital  service.  One  of 
the  most  helpful  things  that  could  be  done  would  I 
be  to  give  those  cases  that  demand  hospital  care  a j 
priority  or  refuse  hospital  care  altogether  for  those  ' 
that  could  be  taken  care  of  elsewhere  until  this  : 
difficulty  has  been  relieved.  This  problem  should  be  | 
made  the  responsibility  of  the  doctors  and  not  of  the  i 
administration,  and  the  doctors  should  be  given  the 
freedom  to  acomplish  it.  I am  confident  that  the 
present  difficult  situation  in  some  areas  would  be 
eased  considerably  if  this  were  done.  . j 


D ()  C T O R A NM)  H O S P I T A L — R O B E R T S 


973 


C(?ST  OK  MKDK:A1.  KDUCATION 

FiniilK’,  the  economic  status  of  the  house  staff  has 
l)ecn  and  remains  an  unreasonable  and  unjustifiable 
condition.  Originally  medical  education  and  hos- 
pital training  were  limited  to  a fe\\'  years,  but  as 
time  has  gone  on  after  four  years  of  medical  school 
anywhere  from  four  to  eight  years  of  medical  expe- 
rience is  required  in  order  to  qualify  for  the  differ- 
ent specialties.  Recently  military  service  has  been 
added  so  that  a man  may  be  in  his  early  thirties 
before  he  is  able  to  become  financially  independent. 
It  is  a normal  thing  for  a man  during  this  period  to 
be  married  and  start  his  family  life.  Nowhere  in  any 
walk  of  life  does  society  expect  so  much  for  so  little. 
The  service  rendered  is  not  compensated  for  by 
training.  All  over  our  nation  young  men  are  servic- 
ing our  hospitals  \\  ith  little  or  no  compensation.  It 
is  obviously  unfair  and  unreasonable.  Where  is  this 
added  expense  to  come  from?  The  answer  is  the 
consumer,  and  I believe  it  could  be  accomplished  in 
the  same  way  that  has  been  discussed  under  nursing. 
Can  the  consumer  pay?  Last  winter  I bought  a new' 
refrigerator.  It  cost  $529.  The  salesman  called  to  my 
attention  that  I had  done  an  appendectomy  on  his 
w ife.  Upon  returning  to  my  office  I noted  that  I had 


charged  him  $125  for  the  appendectomy.  Having 
been  told  that  a saleman’s  commission  on  a refrigera- 
tor was  25  per  cent  it  occurred  to  me  that  his  com- 
mission was  $132  or  slightly  more  than  my  charge 
for  an  appendectomy.  The  other  day  a patient  came 
into  my  office  and  said  that  $200  w^as  an  excessive 
charge  for  a radical  mastectomy  for  cancer  per- 
formed on  his  wife,  yet  when  he  left  the  office  he 
departed  in  a new  automobile  that  cost  at  least 
$2,000,  which  at  present  is  a minimum  price  for  a 
car.  Is  a life  w orth  ten  per  cent  of  the  cost  of  a car? 
I think  it  is  and  I think  that  the  people  of  this  coun- 
try have  the  capacity  to  pay  their  way,  if  the 
method  is  practicable  and  they  understand  the 
problem. 

These  are  a few'  of  the  difficulties  confronting  the 
doctors  in  their  relationship  with  the  hospital  today. 
There  are  many  others.  In  the  last  half  century  our 
progress  has  been  rapid  and  our  achievements  many 
and  great.  It  is  hoped  that  as  the  future  unfolds  our 
difficulties  will  be  resolved  for  the  mutual  welfare 
of  our  American  people  and  the  medical  profession, 
traditionally  and  currently  the  unselfish  guardians 
of  the  health  and  welfare  of  our  nation. 
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Christmas 

“.Ah,  fi'icnds,  dear  fiiends.  as  \’cars  go  on 
and  heads  get  gray, 
how  last  rhe  guests  do  go! 

Touch  haiiils,  touch  hands,  with 
those  that  sta\'. 

Strong  hands  to  weak,  old  hands  to  \’oung, 

around  rhe  (Jhristmas  hoard,  touch  hands. 
I he  false  forget,  the  foe  forgiv  e,  foi'  every 

guest  w ill  go  and  e\er\’  fire  burn 
low  and  cabin  einpt\’  stand. 

Torget,  forgive,  for  w ho  may  say  that 

(Jhristmas  da\'  ma\'  ever  come 
to  host  or  guest  again! 

Touch  hands!”* 

'!  he  (Christmas  scn.son  brings  to  us  all  the  oppor- 
tunitv  again  to  touch  liands.  What  a privilege!  In 
(»in-  l)usy  lives  w Itat  better  w av  can  w e land  to 
e.xpress  our  friendship  and  respect  for  each  other? 
And  let  us  not  forget  our  patients  also  at  this 
(Christinas  season. 

“Aly  best  w ishes  for  your  Merry  Christmas  and 
your  happy  New  A ears,  your  long  lives  and  your 
true  prosperities.  Worth  tw  enty  pound  good  if  they 
are  delivered  as  ! send  them.  Remember!  I lere’s  a 
final  prescription  added,  ‘10  he  taken  for  life’.”t 

Hartford  Hospital,  We  Salute  Thee! 

The  Near  1954  has  been  noteworthy  for  the  cele- 
bration of  the  (ientennial  of  the  Martford  Hospital. 

^AUirray’s  John  Norton's  ay,ahond 
■'  Tear’s  Doctor  Marigold 


As  the  curtain  falls  at  the  end  of  this  month,  those 
N\  ho  planned  the  various  events  may  look  hack  w ith 
pride  and  satisfaction.  K.xhihits,  demonstrations, 
historical  articles  in  the  press,  participation  in  the 
annua!  meeting  program  of  the  State  xMedical 
Society,  a special  corporators  dinner,  a hall  at  the 
new  Statler,  distribution  <4’  a (Centennial  Souvenir 
llooklet,  and  finally  participation  in  the  Regional 
Meeting  of  the  American  (College  of  Phyxsicians— all 
these  and  many  more  activities  have  continually 
reminded  the  medical  profession  and  the  public  of 
the  acomplishments  of  unselfish  men  and  women 
over  an  entire  century. 

Recently  one  of  our  South  American  neighbors 
spent  several  months  in  Hartford.  His  impressions 
of  the  I lartford  Hospital  as  expressed  in  a letter  to 
the  press  are  worthy  of  more  than  a passing  glance. 
We  (]uote: 

“If  I wanted  to  show  a foreigner  how  the  Ameri- 
can people  are,  Hartford  Hospital  alone  tells  the 
whole  story.  Never  before  have  I seen  such  an 
amazing  display  of  teamwork  and  organization. 
Prom  housekeeping  t(j  administration,  everything  is 
perfecti(»n  up  to  its  details.  M’he  whole  is  a self- 
sufficient  organization  suppl)'ing  sick  people  N\ith 
all  modern  advantages.  House  cleaners,  male  and 
nurse  aides,  nurses,  residents  and  doctors  on  one 
hand  and  office  clerks  and  managers  on  rhe  other, 
offer  rhe  patients  a full  range  of  comforts  and 
attention.  . . 

“It  is  in  the  hands  of  these  Nvonderful  people, 
tireless  and  always  aware  that  the  job  has  to  he 
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done,  that  rests  the  destiny  of  the  free  A\orld.  It  is 
the  sentiment  of  you  Americans,  to  work  eternally 
for  a better  world  to  live  in.  . . . \ou  represent 

the  Statute  of  Liberty  and  Freedom,  and  if  you 
must  suffer  the  weight  and  burden  of  having  to  wait 
a generation  to  be  justly  appraised  by  your  attackers, 
don’t  forget  that  it  is  for  the  great  only  to  give  and 
not  receive  anything  in  return.” 

Reviewing  the  events  of  the  Centennial  there  is 
included  in  this  issue  some  of  the  highlights  of  the 
year.  The  remarks  of  the  departing  director.  Dr. 
Wilmar  iM.  Allen,  are  here.  Also  the  new  director. 
Dr.  T.  Stewart  Hamilton’s  prophecy  for  the  next 
one  hundred  years.  Previous  histories  of  the  Hart- 
ford Hospital  have  given  emphasis  to  events  as 
much  as  to  individuals.  The  paper  prepared  for  the 
Hospital’s  share  of  the  State  Medical  Society’s 
annual  meeting  and  included  in  The  Historiaifs  Note 
Book  attempts  to  recall  the  personalities  of  those 
physicians  who  made  the  Hospital  great.  Finally, 
Robert  Goodell,  one  of  Hartford  Hospital’s  former 
interns  and  now  a leader  in  medical  insurance 
circles,  adds  a touch  of  humor  to  the  scene,  a fitting 
close  to  our  recognition  of  all  that  great  institution 
has  meant  to  the  profession  and  to  the  community 
which  it  serves. 

Who  Are  Surgeons? 

Surgery  is  not  an  exact  science  necessarily  but  it 
is  a very  exacting  science.  Surgeons  have  grave 
responsibilities  and  these  responsibilities  can  be  met 
only  with  eternal  vigilance,  dedicated  principles  and 
careful  work. 

The  Bulletin  of  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  asks,  “Who  May  Do  Surgery” 
and  then  goes  on  to  answer  the  question. 

“Good  surgery  cannot  be  measured  blindly  by 
years  of  residency,  preceptorship  or  number  of 
operations  assisted  at  or  performed.  Certain  indi- 
viduals, no  matter  how  long  or  where  their  training, 
will  never  become  good  surgeons.” 

“Formal  resident  training.  College  of  Surgeons 
Fellowship  or  Board  Certification  are  all  excellent 
criteria  and  a physician  desiring  to  do  surgery 
should  be  encourged  to  set  them  as  his  goals.  Recog- 
nition of  the  worthwhileness  of  the  above  criteria 
cannot  be  overemphasized  and  they  should  stand 
high  in  all  staiT  evaluations.  The  frank,  brutal  truth 
remains,  however,  that  they  sometimes,  though  not 
often,  are  only  a piece  of  paper;  that  time  can  warp 


a man’s  judgment  and  poor  health  can  slow  the 
facilities  of  a surgeon’s  hands  until  he  becomes  a 
dangerous  man  in  the  operating  room.” 

“iVIerit  alone  is  the  only  criterion  for  judging 
physicians’  surgical  abilities.  This  judgment  should 
be  performed  by  those  capable  of  judging  other 
qualified  surgeons,  by  those  who  are  willing  to 
accept  the  responsibility  and  to  attest  to  the  public 
and  community  that  ‘in  our  judgment  this  man  is 
capable  of  doing  good  surgery’.” 

“In  our  present  medical  set-up  this  means  that  a 
stalT  surgeon  should  be  judged  by  those  other  mem- 
bers of  the  staff  who  have  seen  him  work,  use  his 
judgment  and  exercise  his  aliility.  It  becomes  a local 
personal  ecjuation  in  every  hospital.  It  is  a terrific 
responsibility.  It  can  never  be  decided  on  a friend- 
ship, personality  or  class  basis.” 

The  Satsfactions  of  Senility 

Many  men,  many  minds. 

OLD  ADAGE 

One  of  the  presenting  problems  of  old  age  lies  in 
keeping  retired  workers  in  a contented  frame  of 
mind  and,  like  all  other  problems  connected  with 
the  ageing  process,  it  is  going  to  be  increasingly 
important,  for  the  proportion  of  old  people  in  the 
population  is  steadily  rising  and  the  number  of  old- 
sters retired  from  their  regular  jobs  and  supported 
by  public  or  private  retirement  funds,  sometimes 
inadequate,  is  likewise  on  the  upgrade.  Then  there 
are  those  who  voluntarily  retire  because  of  long  and 
exhausting  service  or  ill  health,  and  a small  propor- 
tion of  the  population  who  have  never  worked 
because,  for  financial  reasons,  they  didn’t  need  to, 
and  have  spent  their  lives  fighting  off  boredom  by 
methods  which  are  usually  themselves  boring. 

The  mass  of  the  retired  is,  of  course,  a very 
heterogeneous  one,  it  contains  “many  men  of  many 
minds”:  craftsmen  accustomed  to  manual  labor, 
office  workers,  teachers,  salespeople,  farmers,  poli- 
ticians, professional  men,  and  a host  of  folks  engaged 
in  the  varied  and  multifarious  occupations  of 
modern  life.  Under  living  conditions  in  these  United 
States  most  of  these  can  at  least  read,  w'rite,  and 
cypher,  and  the  more  intelligent  and  ambitious 
among  them  are  capable  of  rising  above  the  mass 
and  may  even  achieve  great  things.  It  is  perhaps  not 
remarkable  that  in  this  group  there  sliould  be  a 
good  many  who  seem  void  of  interests  outside  their 
regular  work,  and  one  wonders  how  much  this  is 


C ()  X X’^  E C lieu  1 S T A T E M E D I C A I.  J O U R N A L 


976 

due  ro  inn:ite  and  [)crha[)s  hercdirar\’  (|ualirics  and 
how  nuich  to  lack  of  opporrunir\'  or  training.  One 
can  reali/e  too  that  some  occupations  are  so  exhaust- 
ing that  the  resulting  inertia  suppresses  the  incentive 
and  enero\-  to  dexelop  outsixle  interests.  1 hen  too 
tile  question  of  habit  comes  in,  for  man  is  cssentialK' 
a creatuie  of  habits,  good  and  bail.  When  one  con- 
siders the  extraordinaiA'  dixei'sitv  <»f  interesting 
ax'oeations  which  exist  under  the  conditions  of 
modern  life,  one  cannot  help  womlering  w h\  e\  er\  - 
one  has  not  some  fad  or  fancy  outside  of  their  regu- 
lar work  which  intrigues  them.  Is  some  stimulus 
lacking  in  our  system  of  education,  or  is  the  fault 
an  individual  lack  of  imagination  or  innate  curiositx  r 
d he  problem  is  parti\'  an  economic  one,  for  some 
old  people  are  retired  w ith  insufficient  means  and 
neetl  wise  counseling  in  order  to  get  new  jobs. 
Luckily  there  are,  in  some  places,  Ohl  Age  (aiunscl- 
ing  CA'iiters,  w Inch  ha\  e tackled  the  problem  w isely 
and  scientificalK’,  but  there  is  need  for  many  more 
of  them.  Ifut  this  is  onl\’  part  of  the  picture.  Alanv" 
old  folks  need  contentment  rather  than  cash.  An 
emptv"  life  is  not  a happy  life  for  one  w ho  has  been 
accustomed  to  work.  Aluch  more  publicity  should 
1)C  given  in  the  la\'  press  and  over  the  radio  to  the 
ilcsirability  of  preparation  for  retirement  than  the 
subject  has  so  far  received,  aiul  it  should  be  empha- 
si/ed  that  this  preparation  should  be  begun  \'ears 
before  retirement  is  expected  and  should  not  be  put 
(»ff  until  the  last  moment.  The  metlical  profession 
should  add  this  item  to  their  program  of  professional 
counseling.  1 hey  might  comment  also  that  many 
retirement  plans  w hich  fix  a specified  calendar  age 
are  not  based  on  realistic  facts.  It  is  common  knowl- 
edge that  some  men  are  senile  at  60,  or  at  least  show 
the  physical  and  mental  attributes  of  old  age,  w hile 
others  are  physically  active  ami  mentally  aleit  at 
75  or  even  older,  d'here  should  be  more  elasticity  in 
retirement  plans. 

C.  H. 

The  House  of  Delegates 

On  I hursdax’,  December  9,  the  State  Aledical 
Societ\’  I louse  of  Delegates  xx  ill  convene  in  Xexx 
I lax  en.  1 xx o principal  matters  of  business  are  on  the 
agenda:  ( 1 ) changes  in  by-laxxs;  (2)  the  1955  budget- 
I he  b\'-laxx’  changes  consist  in  brief  in  making 
the  alternate  councilors  regular  members  of  the 
(A)uncil,  thereby  extending  to  each  one  of  them  a 
vote.  I his  XX  ill  ix'place  the  former  txxo  vote  privilege 


enjoxed  bx^  the  councilors  from  the  eight  (iounty 
Associations  and  reduce  the  vote  of  each  one  of 
the  latter  to  one.  In  achlition  the  nexx’  by-laxxs  xxill 
make  the  spcakei'  and  x ice  speaker  of  the  House 
members  of  the  (iouncil,  each  xxith  a xote. 

I'he  budget  foi‘  1955  calls  for  an  increase  in  certain 
items  necessarx'  for  the  Society  properl\'  to  fulfill  its 
functions.  Xotexx orth\'  among  these  increases  are 
the  allotment  for  the  .American  Aledical  Ifducation 
campaign  and  the  operation  of  the  Public  Relations 
tlepai'tment  of  the  Society.  The  need  for  a greater 
interest  by  our  members  in  the  American  Aledical 
I'ducation  k'oundation  is  obvious  to  anx’one  xx  ho  is 
cognizant  of  the  predicament  in  xx  hich  our  medical 
schools  find  themselx  es.  As  for  our  Public  Relations 
program.  Dr.  I homas  P.  Alurdock  of  Aleriden  has 
stated  it  x ery  clearly  xx  hen  he  said  that  it  is  one  of 
the  best  investments  xxe  can  make  in  placing  before 
the  public  the  real  position  of  American  Aledicine. 

lk‘  sure  \'our  delegates  attend. 

Thefts  of  Physicians’  Bags  for  Narcotics 

Phvxsicians  are  xxarned  about  the  sudden  upsurge 
of  thefts  of  physicians’  bags  stolen  from  automobiles 
apparenth'  for  the  narcotics  they  contain.  Since 
April  I,  i95t  over  forty'  physicians  in  difterent 
pai'ts  of  the  State  have  reported  such  thefts.  Similar 
thefts  have  been  reportcal  from  adjacent  Nexx’  York 
vState.  One  physician’s  office  also  has  been  broken 
into  and  narcotics  taken,  d his  physician  had  expen- 
sive ecpiipment  in  his  office  x\  hich  xx  as  not  touched. 

So  far  four  adolescents  haxe  been  arrested  in 
Hartford  and  charged  xx  ith  theft  of  narcotics  from  j 
physicians’  bags,  d hese  teen  agers  have  admitted 
that  many'  other  phyxsicians’  bags  have  been  opened 
and  narcotics  taken,  but  the  bags  have  been  left. 
Some  phv'sicians  may  have  had  their  narcotic  drugs 
stolen  XX  ithout  reali/ing  it.  One  y'outh,  on  cpiestion- 
ing,  axlmitted  he  had  robbed  at  least  h'fty^  doctors 
of  narcotics  taken  fi'om  their  bags. 

d he  folloxx  ing  is  a clue  as  to  hoxx  these  youths 
o[K'rate.  I hese  bags  are  usually^  stolen  early  in  the 
morning  from  phx'sicians’  cars  (identified  by  a doc- 
tor’s insignia)  parked  at  the  various  hospitals.  j| 
Physicians  arc  knoxx  n to  be  at  hospitals  at  this  time 
of  day'.  During  the  day'time  and  early'  evening  youths 
also  di'ivc  arouiul  to  the  oflices  of  the  various  doctors 
looking  for  their  automobiles.  On  finding  a car  yvith  |l 
an  insignia,  they  check  to  see  xx  hether  the  car  doors 
arc  open  or  not. 
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U an\'  physician  has  had  his  bag  stolen  and  nar- 
cotics taken,  he  should  follo\v  the  instructions  given 
under  Regulation  5,  U.  S.  Treasury  Department, 
Bureau  of  Narcotics,  Article  194— Procedure  in  case 
of  loss— 

Where,  through  breakage  of  the  container  or 
other  accident  otherw  ise  than  in  transit,  narcotics 
are  lost  or  destroyed,  persons  having  the  title  thereby 
shall  make  alfidavit  as  to  the  kinds  and  quantities 
of  narcotics  lost  or  destroyed  and  the  circumstances 
involved,  and  immediately  forward  the  affidavit  to 
the  narcotics  district  supervisor.  A copy  of  such 
affidavit  shall  be  retained  and  filed  with  other  nar- 
cotic records. 

W'here  narcotics  are  lost  by  theft,  or  otherwise 
lost  or  destroyed  in  transit,  the  consignee  shall  ini- 
niediatelv^  upon  ascertainment  of  the  occurrence,  file 
with  the  narcotic  district  supervisor,  a sworn  state- 
ment of  the  facts,  including  a list  of  the  narcotics 
stolen,  lost,  or  destroyed,  and  documentary  evidence 
that  the  local  authorities  were  notified.  A copy  of 
the  sworn  statement  shall  be  retained  in  the  file  with 
the  other  narcotic  records  of  the  consignee. 

Connecticut  plwsicians  should  report  narcotic 
thefts  to  the  New  England  district  supervisor  who 
is  Mr.  T.  J.  Walker,  narcotic  supervisor.  District 
I,  1120  Post  Office  Building,  Boston  9,  Massachu- 
setts. It  is  recommended  by  the  State  Department 
of  Health  that  any  physician  having  a bag  stolen 
should  notify  the  local  or  State  police  and  also  the 
division  of  narcotics  of  the  State  Department  of 
Health.  It  is  also  suggested  that  all  physicians  make 
a careful  check  of  narcotics  and  prescription  blanks 
so  they  wiW  be  able  to  determine  whether  or  not 
any  of  these  items  have  been  stolen.  Forged  prescrip- 
tions on  stolen  blanks  are  used  as  a means  to  obtain 
narcotics.  All  physicians,  particularly  those  located 
in  large  office  buildings  where  the  cleaning  personnel 
have  a key,  should  make  certain  all  narcotics,  pre- 
scription blanks,  and  official  order  forms  are  kept 
under  adequate  safeguards.  Locking  of  automobiles 
at  all  hospital,  office  and  house  calls  should  be 
routine.  Only  as  small  a supply  of  narcotics  as  is 
convenient  should  be  kept  in  the  medical  bag,  which 
should  be  carried  by  the  doctor  and  not  left  in  his 
car. 

Your  Directory  Information  Card 

The  new,  19th  Edition  of  the  Americcni  Medicnl 
Directory  is  now  in  galley  form,  and  it  is  expected 


that  the  book  will  be  ready  for  delivery  about  the 
middle  of  1955.  The  previous  edition  was  issued  in 
1950.  Since  that  time,  it  has  not  been  possible  to 
publish  a new  edition  because  changes  in  the  mem- 
bership structure  of  the  American  Medical  Associa- 
tion made  it  difficult  to  obtain  an  accurate  list  of 
members. 

Within  the  next  few  weeks,  a directory  informa- 
tion card  will  have  been  mailed  to  every  physician 
in  the  United  States,  its  dependencies,  and  Canada, 
requesting  information  to  be  used  in  compiling  the 
new  Directory.  Physicians  receiving  an  information 
card  should  fill  it  out  and  return  it  promptly  regard- 
less of  whether  any  change  has  occurred  in  any  of 
the  points  on  which  information  is  requested.  It  is 
urged  that  physicians  also  fill  out  the  right  half  of 
the  card,  which  section  requests  information  to  be 
used  exclusively  for  statistical  purposes.  Even  if  a 
physician  has  sent  in  similar  information  recently, 
he  should  mail  the  card  promptly  to  the  Directory 
Department  of  the  American  Medical  Association 
to  insure  an  accurate  listing  of  his  name  and  address. 
There  is  no  charge  for  publishing  the  data,  nor  are 
physicians  obligated  in  any  way. 

The  Directory  is  one  of  the  most  important  con- 
tributions of  the  American  Medical  Association  to 
the  work  of  the  medical  profession  in  the  United 
States.  In  it,  as  in  no  other  published  directory,  one 
may  find  dependable  data  concerning  physicians, 
hospitals,  medical  organizations,  and  activities.  It 
provides  full  information  on  medical  schools, 
specialization  in  the  fields  of  medical  practice, 
memberships  in  special  medical  societies,  tabulation 
of  medical  journals  and  libraries,  and  statistics  on  the 
distribution  of  physicians  and  hospitals  in  the  United 
States, 

Aviation  Medicine  at  Harvard 

Graduate  training  related  to  the  field  of  aviation 
medicine,  a medical  specialty  recently  certified  by 
the  American  Board  of  Preventive  Medicine,  is  being 
offered  for  the  first  time  this  year  by  the  Harvard 
School  of  Public  Health.  The  program  directed  bv 
Ross  A.  McFarland,  associate  professor  of  industrial 
hygiene,  meets  the  Board  requirements  of  one  year 
of  graduate  training  in  the  areas  of  basic  sciences 
related  to  aviation  medicine  and  also  ^\’ill  lead  to  a 
degree  of  master  of  public  health. 
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PROGRESS  IN  CLINICAL  MEDICINE 


HIGHLIGHTS  IN  ORTHOPEDIC  AND  TRAUMATIC  SURGERY  IN  PANAMA 

Charles  Murray  Gratz,  m.d.,  Greenivich 


T N ALL  fields  of  human  endeavor  the  personalities 
behind  the  highlights  govern  the  length  and  the 
permanency  of  the  shadows  and  images  that  finally 
emerge  as  history.  The  work  of  General  Gorgas  and 
his  medical  associates,  particularly  Daddy  Decks  of 
McGill  and  Bill  James  from  Virginia,  not  only  made 
the  building  of  the  Panama  Canal  possible  but  estab- 
lished a foundation  on  which  preventive  medicine 
has  been  built  and  which  assures  its  founders  a se- 
cure place  among  immortals  of  our  profession. 

The  epoch  making  advances  of  General  Gorgas’ 
Chief  of  Surgery,  Alfred  B.  Herrick,  and  his  col- 
leagues have  been  as  yet  less  dramatized  than  their 
medical  associates.  T.  W.  Earhart,  Harry  Eno,  Ed- 
ward Salisbury,  Runyan,  and  F.  Raymond  are  a part 
of  the  surgical  team  organized  and  trained  by  Her- 
rick. As  Edward  Salisbury  states,  revolutionary 
work  in  traumatic  surgery  had  been  successfully 
accomplished  and  reported  well  before  World  War 
I started.  The  organizing  ability  of  Herrick  anti  his 
associates  in  the  "Republic  of  Panama,  particularly 
Augustus  Boyd,  as  well  as  their  colleagues  in  neigh- 
boring Republics  were  responsible  for  introducing 
orthopedic  surgery  built  on  the  firm  foundation  of 
well  organized  traumatic  surgery. 

In  1930  the  bone  carpentry  of  Albee-’^  the  fracture 
genius  of  Hawley,^  and  the  beginning  of  biological 
engineering  studies  on  the  surgery  of  the  spinal 
columir^  were  introduced  both  to  the  Republic  of 
Panama  as  well  as  to  your  society.  From  1930  on 
Albee  and  the  author  operated  in  many  of  the 
American  Republics  and  aided  in  the  formation  of 
traumatic  and  orthopedic  departments  in  the  univer- 
sities and  hospitals  of  these  countries.  The  author’s 
early  work  in  the  Republic  of  Panama  was  at  the 
request  and  directly  under  the  supervision  of  Albert 
B.  Herrick.  The  establishing  of  the  traumatic  and 
orthopedic  services  at  Santo  Tomas  Hospital  with 
Augustus  Boyd  and  his  associates  cooperating  with 
the  various  surgical  groups  permitted  completion  of 
the  entire  surgical  project  before  World  War  II 
involved  this  portion  of  the  globe. 


The  Author.  Associate  Professor  of  Clinical  Surgery 
{Traumatic  and  Orthopedic)  New  York  Medical  Col- 
lege, Flower  Fifth  Avenue  Flospital.  Associate  At- 
tending Orthopedic  Surgeon,  New  York  University  and 
New  York  City  Hospitals.  Honorary  Member  National 
Medical  Association  of  Panama 


SUMMARY 

The  year  1954  celebrates  the  fiftieth  anniversary  of 
the  beginning  of  the  Panama  Canal.  This  paper  was 
presented  in  part  at  the  Inter  American  Medical  Con- 
vention celebrating  this  occasion. 

George  Hawley  of  Bridgeport,  Fred  Albee,  and  the 
author  were  members  of  the  Pan  American  Flying 
Clinic  who  introduced  certain  new  orthopedic  and 
traumatic  advances  in  eleven  inter  American  countries 
in  1930. 

Pioneer  work  in  fascial  surgery,  living  suture  meth- 
ods, particularly  applied  to  the  surgery  of  the  lower 
spinal  column,  fractures  and  their  sequelae,  using  bio- 
mechanical and  biological  engineering  methods,  are 
briefly  reviewed  for  the  last  24  years. 

George  Hawley’s  fracture  methods  and  equipment, 
Fred  Albee’s  and  the  author’s  work  in  establishing 
the  inter- American  division  of  Global  Orthopedics  are 
reviewed  with  particular  reference  to  their  surgical 
associates  in  these  countries. 


I would  be  remiss  in  not  mentioning  that  from  the 
day  I first  met  Daddy  Deeks  in  1929  he,  Connor, 
Macphail,  Eno,  Salisbury,  Diaz,  Cudlipp  and  their 
associates  have  made  visiting  these  countries  and 
their  hospitals  a true  pleasure.  The  blending  of 
pioneer  traumatic  limb  saving  techniques  with  mod- 
ern orthopedic  and  rehabilitation  surgery  beginning 
in  1930  has  resulted  in  sustained  progress.  The  suc- 
cessful transplantation  of  biomechanical  and  living 
suture  techniques  from  the  United  States  of  North 
America  and  Canada  to  this  fair  Republic  may  prove 
an  integral  part  in  laying  a foundation  of  preventive 
surgery®  paralleling  the  work  in  preventive  medicine 
for  which  Gorgas,  his  associates  and  your  country 
will  be  forever  famous. 


Preseiited  in  part  at  the  Inter-American  Medical  Conventioti,  El  Panama  Hotel,  Panama,  Republic  of  Panama,  C.  A.,  on 
March  26,  i^S4-  From  Department  of  Orthopedic  Surgery,  New  York  University , Bellevue  Medical  Center,  Walter  A.  L. 
Thompson,  Director.  Department  of  Orthopedic  Surgery,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospital, 
New  York  City.  Department  of  Surgery  {Traumatic  and  Orthopedic)  New  York  City  Hospital,  Welfare  Island,  Service  of 
James  H.  Kidder 
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A triple  filter  technique  is  necessary  to  weave  new 
surgical  achievements  into  the  pattern  of  surgical 
progress.  The  \\ork  of  Goethals  the  engineer, 
Gorgas,  Deeks  and  Herrick  the  clinicians,  was  ably 
supplemented  by  a biologist  who  was  also  a patholo- 
gist of  the  first  rank,  namely,  Herbert  Clark. 

In  1937  the  author  Y as  presenting  what  Y'as  then  a 
relatively  new  concept  of  fascial  surgery  which  even 
then  ^\■as  believed  to  synchronize  previously  dis- 
connected knowledge  of  the  etiology  and  treatment 
of  rheumatic  diseases.  Though  the  author  had  taught 
postgraduate  surgeons  this  division  of  fascial  surgery 
with  fascial  transplantation  under  the  guiding  eyes 
of  xArthur  Purdy  Stout,  Allen  O.  Whipple  and 
Charles  Gordon  Heyd,  there  was  then  a definite 
weakness  in  the  number  of  pathological  biopsy 
specimens.  The  presentation  at  a special  meeting  of 
the  Medical  Association  of  the  Isthmian  Canal  Zone 
was  preceded  by  Herb  Clark  leaving  a reprint  pub- 
lished by  him  about  two  decades  before  in  which 
his  concept  of  rheumatic  diseases  was  backed  up  by 
over  one  thousand  consecutive  pathological  studies. 
It  was  indeed  fortunate  that  we  both  agreed  on  cer- 
tain of  xArthur  Steindler’s  findings  in  these  condi- 
tions. With  a never  failing  sense  of  humor  associated 
with  all  meetings  of  this  Society  since  the  days  of 
Gorgas,  everything  \s  ent  across  satisfactorily  with 
the  record  of  the  forgotten  work  of  Herbert  Clark 
outshining  the  advances  which  we  fortunately  had 
not  labeled  new. 

The  overlapping  fields  of  interest  of  the  engineer, 
the  surgeon,  and  the  biologist,  particularly  in  rela- 
tion to  the  study  of  human  locomotion  and  the  bio- 
mechanics of  surgery,  date  to  antiquity.  An  historical 
review  is  adequately  covered  in  Steindler’s  “Normal 
and  Pathological  Locomotion  in  Man.  ‘ It  was  not 
until  the  third  and  fourth  decade  of  the  twentieth 
century  that  biomechanical  studies  of  the  surgery  of 
locomotion  and  biological  engineering  emerged  as 
an  entity.  The  publications  of  Arthur  Steindler,  the 
record  of  work  of  the  New  York  biomechanical 
group  and  other  bioscientists  applying  these  prin- 
ciples are  a matter  of  record  both  as  to  priority  and 
methods  of  application.  It  was  a matter  of  keen  re- 
gret that  the  frailitres  of  human  nature  delayed  the 
general  application  of  the  surgery  during  World 
War  II.  We  all,  however,  are  indebted  to  G.  B.  Kare- 
litz,  Alexander  Klemin,^®^  George  Stetson,  Hov- 
(yard,"^  and  their  associates  in  the  American  Society 
of  Mechanical  Engineers  for  making  “Biomechanics, 
A New  Approach  to  Airplane  Safety,”  an  established 
cornerstone  in  preventive  surgery®  with  the  proven 
record  of  saving  the  lives  of  combat  aerial  personnel 
an  accomplished  fact. 

The  unified  safety  wartime  program  is  now  the 
unified  safety  command.  Rearward  seating  in  fast 
moving  human  transports  reported  by  Hovgard  and 
the  author  and  published  in  1944  now  standard 


equipment  in  many  planes. Fortunately  the  1944 
biomechanical  program  was  planned  for  civilian  as 
well  as  wartime  safety.  “The  ground  work  . . . 

can  be  further  advanced  when  combat  hazards  are 
no  more.”® 

The  1954  look  at  vehicular  crash  research  is  spear- 
headed by  Griswold  of  Kentucky,  Campbell  of 
Colorado,  the  Indiana  State  Police,  and  the  proteges 
of  Euerene  Du  Bois  workino-  throuoh  his  alma  mater 
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Cornell.  Organized  medicine  and  the  Committee  of 
Trauma  of  the  American  College  of  Surgeons  de- 
serve congratulations  on  the  civilian  application  of 
military  techniques  which  have  saved  the  lives  of  so 
many  of  our  boys  in  uniform.  In  1954  as  in  1944 
“The  ultimate  problem  is  the  basic  coordination  of 
human  defenses  with  structural  protection.” 

The  motor  vehicle  and  its  occupants  are  a single 
unit  exactly  paralleling  the  airplane.  Modern  car  de- 
sign must  take  advantage  of  the  high  physiological 
limits  of  elasticity  of  the  human  body  and  must 
include  seating  arrangements  to  permit  the  lower 
extremities  and  the  spine  to  mechanically  protect  the 
chest,  upper  extremities  and  finally  the  head.  Air- 
planes with  poor  ditching  characteristics  were 
dubbed  “flying  coffins”  and  are  now  as  extinct  as  the 
dodo. 

The  transplantation  of  fascial  structures  as  living 
sutures  and  pedicle  grafts  for  stabilization  has  reach- 
ed reasonable  maturity.^®  Our  whole  concept,  how- 
ever, of  fascial  and  capsular  surgery  is  a neglected 
stepchild  in  human  reconstruction.  The  classical 
work  of  Kanavel  on  the  fascial  spaces  of  the  hand 
was  the  foundation  on  which  Bunnell,  Leo  Mayer, 
Mason  and  later  Littler  and  their  associates  have 
made  respectable  surgical  progress.  The  functional 
mechanics  of  the  soft  structures  which  form  part  of 
the  locomotor  system  were  similarly  studied  by 
Codman  in  relation  to  the  shoulder  with  gratifying 
results.  Shoulder  cuff  tears  and  myofascial  tears  in 
the  lumbosacral  region  are  probably  identical  twins. 
It  would  be  most  unusual  if  anatomical  and  patho- 
logical lesions  found  and  studied  in  these  two  loca- 
tions did  not  similarly  exist  in  the  remaining  parts 
of  the  complicated  human  chassis. 

In  the  words  of  Arthur  Steindler,  “I  should  say 
that  unless  we  have  a pretty  clear  conception  of  the 
functional  mechanics  of  the  soft  tissues  which  form 
part  of  the  locomotor  system  we  will  not  be  able  to 
go  much  further  in  the  management  of  the  legion  of 
conditions  which  arise  from  the  disturbances  of  these 
structures.  It  is  necessary  to  look  upon  these  sub- 
structures with  the  eyes  of  an  engineer,  as  my  dear 
old  friend.  Dr.  Prentiss,  has  taught  us,  and  to  apply 
engineering  principles  to  the  mechanism  of  loco- 
motion of  "the  soft  tissues  among  each  other.”^® 

Fortunately  the  new  look  or  the  new'  deal  in 
answ^er  to  this  challenge  of  Steindler’s  in  193  has 
been  partially  answ'ered" and  reported  through  official 
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surgical  channels.  Even  more  important  the  same 
biomechanical  principles  have  withstood  the  test  of 
time  and  have  been  taught  as  postgraduate  surgical 
training,  not  only  in  the  centers  in  which  they  were 
developed  but  also  to  the  surgeons  in  Panama  as  well 
as  other  Central  American  countries. 

The  fascial  planes  and  the  ligamentous  structures 
of  the  adult  human  body  were  found  to  have  a 
uniform  stress  resistance  of  over  7,000  pounds  per 
square  inch.^“  This  work,  rather  widely  quoted,  was 
found  to  extend  to  a representative  cross  section  of 
the  adult  mammalian  kingdom.  It  is  of  particular 
significance  because  of  its  close  parallel  to  the  elec- 
tromicroscopic  findings  on  connective  tissue  so  bril- 
liantly executed  and  reported  by  Schmitt  and  Gross 
of  Massachusetts  Institute  of  Technology.  The 
gliding  mechanism  of  the  tendon  in  its  sheath,  the 
functional  importance  of  motion  in  the  pleural  and 
peritoneal  cavities  have  been  studied  and  the  findings 
applied  for  countless  decades.  The  fact  that  a similar 
mechanism  for  synchronization  of  human  loco- 
motion in  the  fascial  planes  must  exist  was  recog- 
nized in  the  middle  thirties  by  my  old  friend  and 
associate,  G.  B.  Karelitz,  director  of  Mechanical 
Engineering  Research,  Columbia  University. 

In  the  midthirties  it  took  leaders  like  Herrick  and 
Boyd  of  Panama  to  realize  that  visiting  orthopedic 
surgeons,  leaving  behind  them  tangible  proof  of 
children  walking  after  many  years  of  being  cripples, 
constituted  living  evidence  of  the  good  neighbor 
policy. 

The  work  of  the  pioneers  in  fascial  and  capsular 
surgery  has  been  reviewed.  The  biomechanics  of 
fibrous  tissues  surgically  applied  to  living  suture 
work  has  been  accompanied  by  a new  armamen- 
tarium to  simplify  surgical  techniques. It  is  now 
very  seldom  necessary  to  make  the  second  incision 
for  securing  of  a living  suture;  half  of  any  tendon 
can  safely  be  removed  without  damaging  the  re- 
maining portion. 

The  biochemical  studies  reported  from  many  parts 
of  the  globe  confirm  the  fact  that  the  safety  factor 
in  the  human  body’s  locomotor  apparatus  is  two. 
Fascial  pedicle  grafts  are  now  frequently  used  as 
sutures  and  their  improved  nutrition  has  significant- 
ly increased  their  efficiency. It  is  a source  of  no 
little  pride  to  all  members  of  the  New  York  bio- 
mechanical group  that  the  original  biomechanical 
work  on  which  these  advances  were  made  has  been 
approved  and  is  being  published  without  charge  in 
the  official  data  of  The  National  Research  Council.^® 
Even  more  important  than  such  recognition  is  the 
fact  that  Steindler’s  writing  and  text  books  and  the 
author’s  publications  under  the  direct  supervision 
of  Arthur  Steindler  and  Arthur  Purdy  Stout  and 
their  clinical  applications  stand  without  amendments 
but  with  continuous  progress  carefully  biomechanic- 
allv  checked  on  secure  foundations. 


Personal  clinical  application  of  these  biomechani- 
cal facts  led  to  a preliminary  report  in  1949  on 
dynamic  stability  in  fracture  treatment.^®’^^  This 
report  was  based  on  studies  of  over  1,000  fractures  of 
the  femur;  the  principles  of  dynamic  balance  leading 
up  to  dynamic  equilibrium  and  in  selected  cases  only 
reaching  the  final  goal  of  dynamic  stability. 

It  takes  decades  of  applied  surgical  technique  to 
realize  that  our  synapsis  really  works  in  a semiauto- 
matic manner.  Before  the  days  of  instrument  flying, 
pilots  frequently  flew  by  instinct  or  “by  the  seat  of 
their  pants.”  Biomechanist  Lindbergh  combines  the 
homing  instinct  of  the  pigeon  with  the  scientific 
approach  leading  to  his  advances  in  this  field.  Bio- 
mechanical progress  is  only  made  when  conclusions 
that  are  readily  reached  by  the  semi-genius  can  be 
simplified,  taught  and  duplicated  by  his  associates. 

A few  ideas  gleaned  from  a preliminary  study  of 
fractures  of  the  femur  at  New  York  City  Hospital 
since  1934,  some  previously  reported  with  Arthur 
Fusco,2i  gives  practical  application  to  the  above 
noted  principles. 

The  late  Smith  Petersen’s  tri-fin  pin  in  the  treat- 
ment of  fractures  of  the  neck  of  the  femur  was  and 
is  regarded  as  one  of  the  outstanding  surgical  ad- 
vances since  the  turn  of  the  century.  In  1934  an 
epidemic  of  using  multiple  pins  for  fractures  of  the 
hip  with  insufficient  care  in  selection  of  cases  and 
technique  in  application  led  to  rather  unfortunate 
experiences  in  gathering  up  or  removing  such  hard- 
ware. The  reasons  for  these  failures  and  the  bio- 
mechanical study  of  the  advantages  of  the  Smith 
Petersen  pin  led  to  its  introduction  in  1935.  The 
same  basic  principles,  checked  with  Smith  Peterseffi'^ 
himself,  are  still  being  used.  Though  many  of  this 
master’s  principles  did  not  stand  biomechanical 
scrutiny  and  hence  were  not  used  by  our  group,  his 
work  on  intermedullary  pinning  of  the  hip  was  and 
is  revolutionary. 

With  the  exception  of  intermedullary  fixation  in 
the  hand,  the  foot  and  the  middle  third  of  the  femur, 
the  use  of  hardware  in  the  author’s  private  practice 
is  very  sharply  curtailed.  It  has,  in  spite  of  most 
conservative  factors,  been  fraught  with  hazards 
which  have  at  times  almost  equalled  my  old  chief 
Fred  Albee’s  belief  that  buried  hardware  was  incom- 
patible with  modern  orthopedic  surgery.  The  author 
believes  that  modern  bone  grafting  with  living  suture 
fixation  combining  the  principles  of  Albee,  Gallie 
and  Lowman  is  the  surgery  of  the  future. 

As  early  as  1935  and  up  to  World  War  II  George 
Karelitz,  Philip  Adarvin  and  distinguished  scientists 
from  the  Bell  Laboratories,  all  highly  trained  en- 
gineers working  with  the  author,  perfected  not  one 
but  many  metallic  devices  for  stabilization  purposes 
in  reconstructive  surgery.  Expanding  head  prin- 
ciples in  pins  for  the  hip  and  long  bones,  intermedul- 
lary pins  that  could  be  divided  for  ease  of  extraction 
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and  autonuiric  fascial  strippers  are  a few  of  many 
de\  ices  that  ^\()rked  excellently  on  cadavers.  The 
working  models  of  many  of  these  are  being  collected 
with  pride  because  they  were  never  used  on  humans 
and  ^\•ere  never  reported.  Though  there  was  a 
temptation  to  show  them  at  the  gadget  division  of 
the  Academy’s  meetings,  this  was  likewise  resisted. 
Our  biomechanical  group  not  only  believed  but 
practiced  the  principle  that  any  hardware  placed  in 
the  human  body  should  be  up  to  rigid  standards. 
Simplification  and  standardization  of  design  should 
include  ease  of  withdrawal  of  foreign  material  when 
necessary. 

The  effect  of  shearing  stresses  on  osseous  struc- 
tures has  been  partially  explored  in  a preliminary 
form  only  in  the  reconstructive  surgery  of  the  hip. 
The  study  of  the  role  of  shearing  stresses  in  human 
fibrous  tissues  is  a matter  of  record. 

The  following  quotations  are  taken  from  “Bio- 
mechanical inspects  of  Bone  Fusion”--  in  which  the 
co-author  is  Lamont  Grover,  fonner  chairman. 
Structural  Steel  Committee,  Welding  Research 
Council.  “Engineering  discussions  of  the  merit  of 
riveted  or  bolted  metal  fabrication  as  compared 
with  welded  fabrication  have  their  counterpart  in 
reconstructive  surgery.  An  interchange  of  methods 
and  techniques  between  the  two  professions  could, 
if  perfected,  be  expected  to  solve  many  similar  prob- 
lems in  surgical  reconstruction.  The  biomechanical 
division  of  biological  engineering  provides  a founda- 
tion on  which  such  an  exchange  of  methods,  prin- 
ciples, and  eventually  techniques  could  be  success- 
fully accomplished. 

“Certain  important  considerations  indicate  a 
strong  preference  for  the  use  of  bone  transplants 
for  fusion  as  opposed  to  holding  bones  in  position  by 
metallic  plates  or  splinters.  There  is  likewise  a 
preference  for  the  technique  of  suturing  fibrous 
tissues  and  bones  with  living  tissues  rather  than 
using  metallic  ties  or  wires  for  passive  opposition. 
Even  if  foreign  materials  could  be  controlled  in 
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chemical  composition  and  fabrication  to  preclude 
corrosion  and  electrolytic  action,  there  still  remain 
innumerable  bugs  to  be  eradicated. 

“We  may  draw  upon  fusion,  welding  and  en- 
gineering principles  for  comparison  with  bone  fusion 
as  involved  in  the  autogenous  transplantation  of 
bone.  The  surgical  use  of  metallic  splice  plates  or 
bone  plates  may  be  compared  with  riveted  or  bolted 
joints.  By  means  of  a fused  welded  butt  joint  in  a 
steel  member,  the  continuity  of  lines  of  stress  is 
maintained  across  the  joint  while  the  parts  are  held 
in  perfect  apposition.  In  a riveted  or  bolted  joint  the 
lines  of  stress  are  deflected  into  the  splice  plates,  and 
therefore  an  inefficient  joint  results,  especially  under 
dynamic  loading  such  as  shock  loads  or  heavy  loads 
repeated  many  times.  Under  these  conditions  the 
joint  material  may  be  loosened  and  permit  the  joint 
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to  fail.  Also,  high  local  concentrations  of  stress 
occur,  tending  to  produce  failure.  Thus  the  points 
of  attachment  for  any  kind  of  a splice  plate  are  points 
of  weakness  where  local  stresses  have  been  measured 
and  found  to  be  several  times  the  normal  stresses  that 
occur  at  a properly  fused  structural  joint.” 

Erom  1935  to  the  present  each  and  every  hip 
treated  under  the  author’s  direction  has  been  reduced 
and  checked  before  any  Smith  Petersen  pin  was  ap- 
plied. Whether  open  or  closed  measures  are  used 
the  fracture  must  be  reduced  and  placed  in  dynamic 
balance  as  primary  treatment. 

Very  definite  ideas  have  been  developed  since  the 
middle  twenties  on  the  extreme  care  necessary  in 
treating  patients  in  which  infection  has  occurred 
around  buried  hardware.  Complicated  marine 
wrecks  are  excellent  fishing  grounds  because  they 
provide  refuge  for  small  and  medium  size  fish 
protecting  them  from  pursuit  from  their  larger 
enemies.  Complicated  hardware  that  cannot  be  re- 
moved is  an  equally  effective  barrier  to  the  many 
methods  of  controlling  infection  that  the  author  or 
any  of  his  associates  have  yet  been  able  to  find.  The 
handling  of  patients  with  infected  hardware  is  a 
problem  in  which  antibiotics,  blood  transfusions, 
and  other  measures  have  a very  limited  field  of  use- 
fulness and  each  case  is  a law  unto  itself.  The  work 
of  Venables  and  the  Austenol  Company  in  the  per- 
fection of  vitallium,  the  further  work  of  Barr^®  and 
his  committee,  and  the  many  years  of  hard  work 
from  the  American  College  of  Surgeons  and  the 
Bureau  of  Standards  will  doubtless  conquer  this 
problem  completely.  It  is  my  sincere  hope  that  these 
words  of  warning  will  shortly  be  unnecessary. 

On  the  occasion  of  my  first  address  in  Panama'^  in 
1930  the  problem  of  diferential  diagnosis  in  condi- 
tions involving  the  lower  spinal  column  and  the 
technique  in  fusion  of  selected  cases  was  presented. 
Even  at  that  time  controversies  regarding  the  choice 
of  patients  for  fusion  and  the  type  of  fusion  to  be 
used  were  subjects  of  continuous  debate.  Gold- 
thwaite’s  discovery  of  the  intervertebral  disc  and  its 
role  and  the  fact  that  spinous  processes  had  been 
wired  for  fusion  at  the  turn  of  the  century  were 
relatively  neglected.  About  the  only  fact  that  we  are 
all  in  agreement  on  is  that  autogenous  bone  without 
metal  and  wfith  adequate  time  for  fusion,  which  even 
Albee  and  Hibbs  agreed  on,  still  stands. 

The  author  with  an  adequately  trained  neurosur- 
geon and  splendid  cooperation  from  the  orthopedic 
and  neurological  as  well  as  the  radiological  depart- 
ments of  the  Mayo  Clinic  investigated  disc  prob- 
lems as  well  as  doing  pneumofasciograms  at  Post 
Graduate,  now  University  Hospital,  beginning  in 
1937. i''*  Then  as  now  we  believe  that  disc  pathology 
is  merely  one  part  of  disturbed  spinal  function  and 
is  the  secondary  rather  than  the  primary  cause  of 
the  vast  majority  of  low  back  syndromes.  As  in  the 
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hand  and  in  the  shoultlcr  myofascial  rears,  muscle 
aiui  fascial  herniations,  ligamenrous  injuries  causing 
adhesion  formation  and  resulting  impairment  of 
ner\e  functions  are  l)elieved  to  he  ol  eipial  oi'  great- 
er importance  than  structures  so  caret ully  protectetl 
as  the  spinal  column  \v  irh  the  cord,  lamina  ami  discs. 

The  new  concept  of  multiple  small  injuries  and 
metabolic  deficiencies  being  predisposing  causes  of 
the  low  back  syndrome  not  only  has  been  believed 
bur  practiced  since  i^^o.--’  An  orthopedic  routine 
group  of  laboratoiA'  tests  w ith  the  patient  checked 
rhoroughK’  by  an  internist  has  continued  fi'om  the 
midrhirties  to  the  pixsent. 

Instability  of  the  osseous  structures  of  the  lumbar 
spine  and  the  sacrum  as  descrifted  by  the  X'on 
l.ackum  l)rothers  in  the  twenties  is  regarded  as  an 
advance  ranking  w ith  those  of  (ioldthw  aite,  Hibbs 
and  Albee.  Our  studies  of  the  l)iomechanics  of 
fibrous  tissue  structures  leads  clinically  to  studies  of 
d\  namic  stat)iliry  of  the  fibrous  tissues-"  supporting 
the  osseous  parts  of  the  spinal  column  and  its  con- 
tents. Cdinically  these  concepts  ftlend  without  diffi- 
culty. Synchronization  of  motion,  though  complex, 
is  best  studied  starring  w ith  the  peripheral  connec- 
ri\e  tissues,  finally  reaching  those  supporting  the 
spinal  column.  I'hc  last  and  in  the  author’s  experi- 
ence the  least  frequently  damaged  arc  the  discs  w ith 
their  associated  structures. 

Pnctimofasciograms-*  arc  used  as  an  adjunct  to 
localize  fascial  pathology.  Fascial  pedicle  grafts’"'  for 
the  stabilization  of  spinal  fusion  and  other  clinical 
stepping  stones  as  previously  reported  have  done 
much  to  solve  portions  of  the  low  l)ack  syndrome. 

CONCLUSION 

d'hc  fiftieth  anniversary  of  the  founding  of  the 
Panama  Canal  rightly  honors  the  pioneers  of  the 
engineering  and  medical  professions  w ho  transform- 
ed a dream  into  a reality.  The  living  monument  of 
their  achievements  has  permanently  altered  inter- 
American  cultural  and  scientific  trends.  No  iron  or 
t)aml)of)  curtain  exists,  even  in  nct)ular  form  in  the 
w estern  world.  Scattered  groups  of  medical  men  and 
engineers  affectionately  known  as  “tropical  tramps” 
under  inspired  leadership  became  a mighty  team, 
d heir  combined  accomplishments  accelerated  t)\' 
two  glol)al  w ars  has  conquered  and  prevented  count- 
less tropical  diseases  and  formed  a firm  foundation 
for  traumatic  and  later  orthopedic  surgery  in  the 
Americas. 

Using  the  foundations  cstaltlished  in  osseous  trans- 
plantations, the  pioneer  fascial  surgery  of  the  hand, 
and  blending  these  with  biomechanical  studies  of 
fibrous  tissues,  orthopedic  advances  were  trans- 
planted on  the  fertile  fields  of  the  Canal  Zone  and 
neighboring  Republics.  A mutual  accord  between 
the  mechanical  engineer,  the  pathologist,  and  the 
surgeon  of  human  locomotion  w'as  the  basis  of  our 


biomechanical  appi'()ach.  It  is  gratif\  ing  to  see  that 
these  techniipies  have  w ithstood  the  test  of  time  and 
have  been  supplemented  in  their  ap’tlication  in  the 
last  two  decades. 

1 he  future  of  the  inter-American  (.litision  of 
Harold  Boyel’s  (llobal  Orthopcxlics  is  now  safeK’  in 
the  hands  of  manv'  national  societies.”  d he  role  of 
biomechanics,  human  kinetics  and  biological  en- 
gineering is  best  x isualizcxl  in  the  follow  ing  words  of 
Aithur  Steindler,-''  “We  see  at  long  last  with  great 
satisfaction  that  kinetics  of  the  human  body  has 
come  into  its  ow  n.  It  is  to  be  expected  that  this  w i‘l 
be  a major  issue  in  the  luture  when  the  kinetics  of 
the  human  bod\'  becomes  full\'  accepted  in  clinical 
practice;  w hen  it  is  given  ecjual  I'ank  with  anatomy 
and  pathology;  and  when  it  is  finally  realized  that 
w ithout  this  ancillaiA'  science  no  orthopedic  training 
can  be  called  adeijuate.” 

DISCUSSION 

Dr.  I clwaivl  I.  Salisl)ur\',  Mciiical  Dirccror,  Unircsl  Fruit 
Comjiain’; 

Dr.  (iratz  has  callcii  to  our  artenriou  the  carlv  aihanccs 
made  in  orrhojKalies  in  Fanama.  Flic  Aleiiical  Association 
ot  tlie  Isthmian  Canal  Zone  entertaineti  Fhe  Society  ')f 
Clinical  Surgery  of  the  United  States  on  the  evening  of 
March  29,  1913.  At  this  meeting  Dr.  Alfred  IF  Herrick 
read  a jiajter  entitled  “A  Rrief  Outline  of  the  Surgical 
Work  at  Ancon  I losjutal  during  the  \’cars  1910,  1911  and 
1912.”  Several  hundretl  x-j'ay  plates  were  exhibited  hy  Dr. 

1 leriick  and  Dr.  F.  W.  I arhart  and  many  unusual  and 
interesting  surgical  cases  were  presented.  \ he  surgeons 
ju'esent  from  the  United  States  were  astoundctl  with  the 
aiulacit\-  of  open  ojtei'ations  for  compound  fractures  and 
tlte  magnificent  residts  obtained.  .Among  those  present  w'cre 
Drs.  (jcorge  f . de  Schweinitz,  liohcrt  (F  Fc  Conte,  G.  AV. 
Norris  anti  John  IF  (libbons,  of  Philadeljihia;  Drs.  .AF  F. 
Harris  and  1..  F.  McArthur,  of  Chicago;  Drs.  C.  H.  Beck 
anti  F.  I'liot,  t>f  New  A'ork  City;  anti  Dr.  Roswell  Park, 
of  Buffalo,  N.  A'.,  practicalb’  all  of  whom  favored  the  local 
societv'  by  raking  jiart  in  the  discussit)n.  Dr.  Gratz,  in 
later  years  made  various  trips  to  this  ct)unrrv  (Panama)  in 
order  to  train  the  young  tloctors  of  Santo  Fomas  I h)spital 
in  the  newer  orthopedic  techniques  and  in  the  use  of  living 
fascial  sutures. 

Dr.  .Arthur  Steindler,  Iowa  City,  Iowa: 

Fo  me  the  most  interesting  angle  of  Dr.  Cfratz’s  paper 
which  I had  the  pleasure  of  reatling  is  how  he  describes 
the  concomitant  appearance  of  clinical  \enture  anti  experi- 
mental ajiproxal  in  the  held  of  bone  and  fascial  reconstruc- 
ti\e  surgery.  .Maybe  it  woidtl  have  been  too  much  tt)  ex- 
pect of  human  imjiarience  to  give  tlue  precctlencc  tt>  the 
exjK'rimental  work  on  the  resistance  of  tissues  which  are 
usetl  ft>r  mechanical  juirposcs;  but  so  far  as  fascial  tissues 
are  concernetl  experimental  proof  that  they  are  suitable  for 
stabilization  jHirposes  on  the  basis  of  their  physical  proji- 
erties  has  not  been  long  in  coming.  'Fhe  credit  for  this 
must  be  gi\en  largely  to  Dr.  (fratz’s  fundamental  work  on 
tension  resistance  of  these  structures. 

Fhe  clinical  use  of  bone  for  mobilization  has  been  more 
jirecipitous  following  .Albee  and  Hibbs;  and,  as  you  W'cll 
know,  the  mechanical  engineering  is  limping  behind  in  de- 
ciding the  ade(]uacv  or  inadequacy  of  using  bone  graft  in 
tlix'crse  situations  on  mechanical  basis;  and  the  Bight  of  the 
metallic  jtro.sthesis  into  the  strata  of  clinical  application  is 
still  so  unbridled  that  it  may  take  decades  before  final 
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judgnicnr  is  passed  by  the  biologist  and  the  mechanical 
engineer.  Fortunately  in  the  case  of  fascial  surgery,  the 
situation  has  become  more  mature.  There  is  mutual  accord 
in  the  triumvirate  of  the  engineer,  the  biologrst  and  the 
clinician.  Hr.  Gratz  has  shown  that  the  mechanical  re- 
quirements placed  upon  this  tissue  are  met;  and  that  it 
can  be  given  secure  anchorage  has  been  proven  by  him, 
bv  Gallie  and  others;  and  he,  as  well  as  Gallie  and  Lowman, 
have  succeeded  in  building  up  a sound  basis  for  clinical 
application.  If  this  is  more  than  we  can  say  at  the  present 
time  for  the  clinical  use  of  homogenous  or  autogenous  bone 
and  especially  for  the  metallic  prosthesis,  it  is  in  a large 
measure  due  to  Dr.  Gratz’s  fundamental  investigation  on  the 
tension  resistance  of  fascial  structures. 
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ACTIONS  SPEAK  LOUDER  - - - 

R ecentiy  a successful  business  executive  from  a neighboring  State  entered  a Con- 
necticut hospital  in  order  to  have  a careful  appraisal  of  his  heart.  He  admitted  that  he 
was  puzzled  and  anxious.  A year  earlier  a diagnosis  of  coronary  thrombosis  had  been 
made  on  the  basis  of  a single  electrocardiogram  which  was  suggestive  but  not  conclu- 
sive. There  had  been  no  symptoms  referable  to  the  heart  at  that  time  or  later.  Never- 
theless, his  physician  promptly  requested  him  to  curtail  his  business  and  social 
activities,  to  abstain  from  tobacco  and  alcohol,  to  avoid  golf  and  similar  physical 
exertion,  to  install  an  elevator  in  his  home,  to  rest  for  one  hour  four  times  a day,  to 
retire  at  9 P.  M.,  and  to  take  a number  of  medicines.  However,  he  was  frequently 
assured  that  he  was  making  satisfactory  progress,  that  his  heart  was  in  excellent  condi- 
tion, and  that  there  was  no  cause  for  worry ! 

This  man  had  a number  of  friends  who  had  sustained  unquestionable  "heart 
attacks,”  and  they  had  resumed  all  or  most  of  their  normal  activities  after  a few  weeks 
of  convalescence.  When  he  mentioned  this  to  his  physician  and  asked  why  he  was  so 
greatly  restricted  when  he  felt  perfectly  well,  he  received  vague  or  highly  technical 
explanations  that  were  far  from  convincing.  After  many  months  of  increasing  discon- 
tent and  decreasing  confidence  in  his  doctor,  he  decided  to  seek  other  opinions. 

For  the  moment  criticism  is  not  directed  toward  the  details  of  treatment,  but 
rather  to  the  obvious  contradiction  between  the  physician’s  words  and  actions.  Is  it  not 
absurd  and  futile  to  say  one  thing  in  words  and  simultaneously  to  say  the  exact 
opposite  in  actions  that  speak  far  more  eloquently  and  convincingly 

This  case  is  admittedly  a rather  extreme  one,  but  the  situation  in  less  extreme  form 
is  encountered  often.  It  is  probable  that  similar  examples  occur  more  frequently  in  cases 
of  coronary  thrombosis  than  in  almost  any  other  illness.  Of  all  the  conditions  known  to 
me  this  is  the  one  that  is  most  frequently  "over-treated”  from  the  moment  of  onset. 
Many  otherwise  excellent  doctors,  upon  encountering  a patient  who  has  even  mild 
cardiac  infarction,  seem  to  forget  that  the  chances  of  complete  recovery  are  very  great. 
Their  attitude  implies  clearly  that  death  may  occur  at  any  moment.  Their  patients  are 
forbidden  to  make  the  slightest  movement  without  help,  they  are  kept  in  oxygen  tents 
long  after  the  need  for  this  has  passed,  all  salt  is  removed  from  the  diet,  they  are  fed 
by  the  nurse  for  weeks,  and  they  receive  a wide  variety  of  medicines.  In  these  circum- 
stances, how  can  any  person  escape  the  deep  and  lasting  conviction  that  he  must  be 
seriously,  even  critically,  ill? 

Fortunately,  most  patients  recover  their  physical  health  despite  these  discour- 
aging conditions,  but  the  emotional  invalidism  that  develops  in  many  may  have  its 
origin  in  the  disturbing  attitude  so  clearly  displayed  by  excessive  restrictions.  If  a man 
has  to  spend  six  or  eight  weeks  at  complete  rest  in  a hospital,  an  equal  period  resting 
at  home,  and  has  not  been  permitted  to  remrn  to  his  quiet  executive  duties  at  the  end 
of  six  months,  he  becomes  increasingly  certain  that  the  injury  to  his  heart  must  have 
been  very  serious.  The  average  non-medical  person  believes  that  the  heart  is  an  extremly 
delicate  organ,  and  that  any  change  in  it  may  result  in  invalidism  or  death.  Consequent- 
ly, over-solicitude  on  the  part  of  the  physician  may  easily  cause  anxiety,  constant 
apprehension,  and  ultimate  inability  to  lead  a normal  life,  even  though  the  heart  has 
not  been  impaired.  Of  what  avail  are  mere  words  of  comfort  against  the  deafening 
shouts  of  actions  that  pointed  unmistakably  to  prolonged  and  critical  illness? 

These  comments  are  intended  as  a gentle  reminder  of  a common  and  seductive 
error  that  will  be  made  seldom  if  its  potential  seriousness  is  recognized.  Let  each  of  us 
strive  earnestly  to  avoid  those  actions  and  attitudes  which  proclaim  our  concern  so 
loudly  that  all  our  later  words  of  advice  and  reassurance  must  fall  on  deaf  ears. 

H.  M.  Marvin,  M.D. 
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COUNCIL  MEETING 

The  monthly  meeting  of  the  Council  was  held  at  the  offices  of  the  Society  on  November 
10,  1954.  The  meeting  was  called  to  order  by  the  Chairman  at  4:00  p.  m.  There  were  present 
in  addition  to  the  Chairman  Dr.  Danaher,  Drs.  Marvin,  Stringfield,  Couch,  Gilman,  Barker, 
Weld,  Murdock,  Gildersleeve,  Gibson,  Feeney,  Fincke,  Gallivan,  Tracy,  Russell,  Labensky, 
Gens,  Clarke,  Buckley,  Dwyer.  Absent:  Drs.  Ursone,  Flaherty,  Ottenheimer,  Walker,  Archam- 
bault.  By  invitation  Dr.  William  G.  H.  Dobbs,  Chairman  of  the  Committee  on  Public  Rela- 
tions and  Mrs.  Joseph  P.  Lindquist,  Administrative  Assistant. 


The  by-law  amendments  relating  to  the  status  of 
Alternate  Councilors,  the  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates  that  had  been  proposed 
bv  the  Council  subcommittee  were  reviewed.  Cer- 
tain corrections  were  made  and  the  amendments 
were  then  approved  for  presentation  at  the  House 
of  Delegates  meeting  on  December  9. 

The  budget  for  1955  was  presented  by  the  Treas- 
urer Dr.  Couch.  It  was  discussed  in  some  detail  and 
finally  approved  as  presented  with  the  recommenda- 
tion that  dues  for  1955  be  fixed  at  $28.  The  recom- 
mendation will  be  submitted  to  the  House  of  Dele- 
gates on  December  9.  It  was  voted  to  express  appre- 
ciation to  Mrs.  Lindquist  for  the  preparation  of  the 
budget. 

The  proposal  that  the  Society  make  a contribution 
to  the  American  Medical  Education  Foundation 
which  had  been  referred  to  the  Budget  Committee 
by  the  Council  on  October  13  was  brought  up  by 
Dr.  Couch.  He  stated  that  the  matter  had  been  dis- 
cussed by  the  Budget  Committee  and  that  amounts 
from  $1,000  to  $2,750  had  been  proposed  and  that 
the  Budget  Committee  was  of  the  opinion  that  an 
amount  was  desirable  but  that  it  should  come  from 
the  unalloted  surplus  funds  of  the  Society  and  not 
be  included  in  the  budget  as  an  operating  expense. 
It  was  voted  that  $1,000  from  the  surplus  funds  of 
the  Society  be  contributed  to  the  American  Medical 
Education  Foundation  in  1955. 


A request  was  presented  from  the  Committee  on 
Public  Relations  for  an  additional  allotment  of  $1,400 
for  expenditures  during  the  year  1954.  Dr.  William 
G.  H.  Dobbs,  chairman  of  the  committee,  ex- 
plained the  reasons  for  the  unbudgeted  expenses.  It 
was  voted  to  approve  the  additional  sum  of  $1,400 
for  the  Public  Relations  Committee.  (AMB  11/10/ 
54  “A”.) 

Dr.  Stringfield  reported  for  the  subcommittee 
that  had  been  appointed  to  review  the  subject  of  the 
inclusion  of  osteopaths  licensed  to  practice  medicine 
and/or  surgery  in  the  Connecticut  Medical  Service 
contract.  The  subcommittee  which  consisted  of  Drs. 
Stringfield,  Gens,  Gildersleeve  reported  that  it  is 
unanimously  of  the  opinion  that  when  medical  or 
surgical  services  are  rendered  to  CMS  members  by 
osteopaths  licensed  to  practice  medicine  and/or  sur- 
gery under  Section  4375  of  the  General  Statutes  that 
their  services  be  paid  for  in  the  same  manner  as 
when  services  are  rendered  by  doctors  of  medicine 
and  that  osteopaths  licensed  to  practice  medicine 
and/or  surgery  be  urged  to  become  participating 
physicians  in  Connecticut  Medical  Service.  After 
considerable  discussion  the  recommendation  of  the 
committee  was  unanimously  adopted  and  the  Board 
of  Directors  of  Connecticut  Medical  Service  is  to  be 
informed  accordingly. 

A report  from  the  Special  Committee  to  Study 
Third  Party  Payments  for  Medical  and  Ancillary 
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Nonsurgical  Services  (White  Committee)  was  pre- 
sented and  discussed  at  length.  It  was  voted  that  the 
committee  he  informed  that  the  Council  wishes  to 
have  the  full  committee  confer  with  the  Professional 
Policy  Committee  of  Connecticut  Medical  Service 
and  after  that  conference  submit  a further  report  to 
the  Council.  (AMB  11/10/54  “B”.) 

A supplemental  report  from  the  Committee  to 
Study  Third  Party  Payments  for  Medical  and  Ancil- 
lary Nonsurgical  Services  was  also  presented.  This 
supplemental  report  related  to  the  proposal  that  the 
membership  of  the  Professional  Policy  Committee 
of  Connecticut  Medical  Service  be  increased  from 
nine  members  to  twelve  members.  The  Special 
Committee  approved  of  this  proposal  that  had  pre- 
viously been  approved  by  the  Council  and  the  secre- 
tary was  directed  to  again  transmit  this  recom- 
mendation to  the  Board  of  Directors  of  Connecticut 
Medical  Service  with  the  view  that  the  By-laws  of 
Connecticut  Medical  Service  be  amended  so  as  to 
increase  the  membership  on  the  Professional  Policy 
Committee.  (AMB  11/10/54  “C”.) 

A letter  was  presented  from  Ralph  T.  Ogden, 
chairman  of  the  Committee  on  Hospitals,  asking  that 
the  Society  seek  an  opinion  from  the  Attorney 
General  of  the  State  of  Connecticut  in  regard  to  the 
legality  of  hospitals  employing  physicians  on  full 
time  salary  and  collecting  fees  for  their  services. 
The  secretary  explained  that  the  State  Aledical 
Society  has  no  privilege  to  ask  legal  opinions  from 
the  Attorney  General  of  the  State  of  Connecticut 
but  that  the  Connecticut  Medical  Examining  Board, 
a State  agency,  had  asked  the  Attorney  General  for 
opinion  on  this  matter  and  the  deliberations  are 
now  pending. 

Dr.  Marvin  reported  concerning  an  invitation 
from  Dr.  Frank  P.  Foster,  chairman  of  the  Massa- 
chusetts Committee  on  Arrangements  for  the  Interim 
Session  of  the  American  Medical  Association  that 
will  be  held  in  Boston,  December  1955.  Dr.  Foster 
had  asked  Dr.  Marvin  to  invite  the  Connecticut 
State  Medical  Society  to  appoint  a member  to  serve 
on  the  Committee  on  Arrangements  for  the  Boston 
session  of  the  American  Medical  Association  and 
have  the  Society’s  executive  secretary  serve  also  as 
a member  of  that  Committee.  It  was  voted  to  accept 
this  invitation  and  Dr.  Marvin  was  named  to  serve 
as  the  Society’s  representative  on  the  Committee. 
The  possibility  that  the  Society  might  participate 
financially  in  the  meeting  was  discussed  and  it  was 
concluded  that  Dr,  Marvin  should  report  to  the 


Council  at  a later  meeting  and  make  a recommenda- 
tion concerning  an  appropriation  of  funds  for  this 
purpose  if  it  is  desirable. 

An  invitation  was  presented  from  the  Connecticut 
Tuberculosis  Association  for  the  Society  to  be 
represented  at  an  Interagency  Conference  on  tuber- 
culosis case  finding  on  December  i.  Dr.  Walter  I. 
Russell  was  appointed. 

The  resignation  of  Clair  B.  Crampton  as  a member 
of  the  Committee  on  Public  Health  was  accepted 
and  Clarence  W.  Harwood,  Middletown,  was  ap- 
pointed in  his  place. 

Lewis  P.  James,  Hartford,  was  appointed  an  addi- 
tional member  of  the  Committee  to  Study  Maternal 
Mortality  and  Morbidity  in  accordance  with  a sug- 
gestion made  by  the  chairman  of  the  committee, 
Carl  E.  Johnson. 

The  secretary  was  instructed  to  ask  the  presidents 
and  secretaries  of  the  county  associations  if  they 
wished  to  have  the  Conference  of  County  Associa- 
tion Officers,  which  was  omitted  in  1954,  in  1955. 
The  opinion  of  the  county  association  officers  is  to 
be  reported  to  the  Council  at  a subsequent  meeting 
to  determine  if  the  Conference  is  to  be  held. 

A report  was  presented  on  the  content  of  the 
course  on  Economics  and  Public  Relations  in  Medi- 
cal Practice  that  is  to  be  given  in  the  Yale  School  of 
Adedicine.  (AMB  11/10/54  “D”.) 

Fourteen  student  members  were  elected. 

It  was  agreed  that  the  December  meeting  be 
omitted  unless  urgent  matters  arise  from  the  House 
of  Delegates  meeting  on  December  9.  The  meeting 
in  January  will  be  called  by  the  chairman. 

Dr.  Dwyer,  alternate  councilor  from  New  Haven 
County,  spoke  briefly  concerning  an  article  in  the 
current  issue  of  “Guild  Craft”  in  regard  to  optome- 
trists being  the  only  persons  qualified  to  do  eye 
refraction. 

The  meeting  adjourned  at  6:00  p.  m.,  following 
which  the  gentlemen  of  the  Council  dined  with  the 
members  of  the  Professional  Policy  Committee  of 
Connecticut  Medical  Service  at  the  New  Haven 
Lawn  Club. 

Student  Members 

Ralph  A.  Bohm,  Hartford 

Howard  University— Class  of  1958 

Pre-Med:  University  of  Connecticut 

Parent:  Martin  Bohm 


secretary’s  office 
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David  Carlson,  West  Hartford 
Yale  University  School  of  Medicine— Class  of  1958 
Pre-iMed:  Bo\\  doin  College 
Parent;  David  E.  Carlson 

John  A.  Creatura,  Bridgeport 

Yale  University  School  of  iMedicine— Class  of  1958 

Pre-iMed:  Yale  University 

Parent:  Grazio  A.  Creatura 

Joseph  M.  Gromults,  Jr.,  Seymour 
NYU  College  of  iMedicine— Class  of  1958 
Pre-iMed;  Yale  University 
Parent:  Joseph  iM.  Gromults,  Sr. 

Sylvia  F.  Havelka,  Esse.x 
Johns  Hopkins— Class  of  1958 
Pre-iVIed:  Tufts  College 
Parent:  Frank  Havelka 

Francis  M.  Jackson,  New  Haven 
University  of  YTrmont  College  of  Medicine- 
Class  of  1958 

Pre-iMed:  University  of  YTrmont 
Parent:  Andrew  A.  Jackson 

Fewis  P.  James,  Jr.,  West  Hartford 
Harvard  Medical  School— Class  of  1958 
Pre-Med:  Y ale  University 
Parent  Fewis  P.  James,  m.d. 

Jack  iVI.  Matloff,  West  Haven 
Tufts  Medical  College— Class  of  1958 
Pre-Med:  Y"ale  University 
Parent:  Hyman  Matloff 

Harold  Ross,  Waterbury 
Northwestern  University  Medical  School- 
Class  of  1958 

Pre-Med:  University  of  Connecticut 
Parent:  Joseph  Ross 

Harvey  P.  Rubin,  Waterbury 
University  of  Vermont  College  of  Medicine- 
Class  of  1958 

Pre-Med:  University  of  Connecticut 
Parent:  Adeyer  Rubin 

Edward  Ad.  Segall,  Waterbury 
Howard  University  School  of  Medicine— Class 
of  1958 

Pre-Med:  Brown  University 
Parent:  Samuel  B.  Segall 

Edmund  H.  Sonnenblick,  West  Hartford 
Harvard  Medical  School— Class  of  1958 
Pre-Aded:  Wesleyan  University 
Parent:  Ira  J.  Sonnenblick 


James  H.  Tyer,  Bridgeport 
University  of  Adaryland  Adedical  School— Class 
of  1958 

Pre-Aded:  University  of  Vermont 
Parent;  James  H.  Tyer 

George  W.  Valentine,  West  Haven 
New  Wrk  Adedical  College— Class  of  1955 
Pre-Aded:  YAle  University 
Parent:  Airs.  F.  K.  V.  Taylor 


Meetings  Held  During  November 


November 

November 

November 

November 

November 

November 


November 

November 

November 

November 

November 


3—  Committee  to  Study  Adaternal  Mor- 
tality and  Adorbidity 

Advisory  Committee  to  State  Wel- 
fare Department 

4—  Committee  on  Public  Health 
Special  Committee  to  Study  Third 
Party  Payments  for  Medical  and  An- 
cillary Nonsurgical  Services 

5—  Advisory  Committee  to  State  Nurses 
Examining  Board 

8—  Office  Staff  Conference 

9—  Connecticut  Adedical  Examining 
Board 

10— Connecticut  Adedical  Examining 
Board 
Council 

Professional  Policy  Committee  of 
CAdS 

12— Advisory  Committee  to  State  Tuber- 
culosis Commission 

15— Conference  on  National  Legislation 
Advisory  Committee  to  Bureau  of 
Rehabilitation 

17—  Medical  Advisory  Committee  Con- 
necticut Blood  Center 

Board  of  Adedical  Ydsitors— Institute 
of  Living 

18—  Connecticut  Committee  on  Ameri- 
can Adedical  Education  Foundation 

23— Connecticut  Adedical  Examining 
Board 

Advisory  Committee  Connecticut 
Blood  Center 
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New  Members 

TOLLAND  COUNTY 

Oliver  J.  Purnell,  Rockville 

WINDHAM  COUNTY 

Robert  P.  Bowen,  Coventry 

HARTFORD  COUNTY 

John  W.  Bengtson,  Rocky  Hill 
John  J.  Blasko,  Hartford 
Richard  B.  Brown,  Hartford 
Lawrence  S.  Carlton,  Collinsville 
Roger  G.  Conant,  Hartford 
Joseph  C.  Cullina,  West  Hartford 
Jean  G.  de  Chabert-Ostland,  Hartford 
Cleveland  R.  Denton,  Hartford 
A.  Arthur  Fierberg,  Hartford 
Nicholas  A.  Giosa,  Hartford 
Harry  R.  Gossling,  Hartford 
Don  A.  Guinan,  Manchester 
Thomas  S.  Hamilton,  Hartford 
Thomas  R.  Huleatt,  Jr.,  Hartford 
Harry  B.  Kaitz,  Hartford 
Charles  R.  Kiefer,  Jr.,  Hartford 
Paul  J.  Kingston,  Hartford 
Edwin  M.  McCloskey,  Hartford 
Wilfrid  L.  McDonald,  Hartford 
Robert  J.  Molloy,  Hartford 
Mogens  A.  Plessen,  Hartford 
Joseph  E.  Rosenfeld,  Hartford 
Edward  H.  Scheer,  New  Britain 
Carey  Q.  Stanton,  Hartford 
Howard  J.  Welch,  Hartford 
Seymour  Werthamer,  Hartford 
Howard  J.  Wetstone,  Hartford 
Robert  L.  Whitney,  Hartford 
Edmund  F.  Ziegler,  New  Britain 

NEW  HAVEN  COUNTY 

Richard  L.  Barach,  West  Haven 
Merrill  A.  Baratz,  New  Haven 
Gerard  A.  Barnaby,  Waterbury 
Annette  J.  Benoit,  West  Haven 
George  A.  Bonner,  New  Haven 
James  P.  Burke,  New  Haven 
Robert  E.  Cooke,  New  Haven 
Douglas  H.  Cownie,  Wallingford 
Felice  M.  Emery,  New  Haven 
Stuart  C.  Finch,  New  Haven 
Paul  S.  Goldstein,  New  Haven 
Martin  E.  Gordon,  West  Haven 


Richard  H.  Granger,  New  Haven 
Robert  N.  Hamburger,  iVIilford 
Henry  H.  Hart,  Southbury 
John  M.  Hoffer,  Ansonia 
Ernest  M.  Izumi,  North  Haven 
John  F.  Kramer,  New  Haven 
Sidney  B.  Luria,  Waterbury 
Gilbert  Manheim,  New  Haven 
John  C.  McLaughlin,  New  Haven 
Robert  T.  McSherry,  New  Haven 
Alan  C.  Mermann,  Guilford 
Jacob  H.  Milstone,  New  Haven 
Girard  F.  Nardone,  Derby 
Robert  Navarre,  New  Haven 
Robert  F.  Newton,  Hamden 
Olindo  O.  Santopietro,  Waterbury 
Edward  H.  Scherr,  New  Haven 
Emanuel  E.  Schwartz,  New  Haven 
Edward  Shanbrom,  West  Haven 
Harrison  Shapiro,  New  Haven 
Donald  P.  Shedd,  New  Haven 
Eugene  Sillman,  Meriden 
Kenneth  Sterling,  New  Haven 
Said  H.  Tarabishy,  Waterbury 
William  A4.  Terry,  New  Haven 
Stephen  Troubalos,  Milford 
Gertrude  J.  Vermande-Van  Eck 
Herbert  E.  Weisberg,  Waterbury 
Joseph  Zimerman,  Meriden 


Scientific  Exhibit  American  Medical 
Association  Meeting 
Atlantic  City,  June  6-10,  1955 

Applications  for  space  in  the  Scientific  Exhibit 
for  the  Atlantic  City  Meeting  must  be  submitted 
before  January  lo,  1955.  Applications  will  be  acted 
on  by  the  Council  on  Scientific  Assembly  as  soon  as 
possible  after  that  date,  and  notification  sent  to 
exhibitors. 

An  endeavor  is  made  to  assign  to  each  exhibitor 
space  according  to  his  requirements,  as  far  as  the 
limits  of  the  hall  will  allow.  Applicants  should  re- 
quest the  minimum  space  actually  needed.  The 
exhibits  will  be  placed,  so  far  as  possible,  in  groups 
corresponding  to  the  sections  of  the  Scientific 
Assembly.  Detailed  information  can  be  obtained 
from  the  secretary’s  office.  New  Haven. 
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Mrs.  Vestal  Elected  to  Represent 
Woodbridge  in  General  Assembly 


Mrs.  Paul  \V.  VTstal 


The  voters  of  Woodbridge  went  to  the  polls  on 
election  day  and  named  Mrs.  Ina  Vestal,  wife  of 
Dr.  Paul  W.  Vestal,  their  first  woman  representative 
to  the  General  Assembly. 

Mrs.  Vestal  won  the  election  as  a Republican 
candidate  by  a plurality  of  725  votes  over  the  490 
votes  cast  for  Gilbert  Martin,  Democrat. 

The  new  Woodbridge  representative  brings  to 
office  extensive  experience  in  public  affairs  and 
organization  activities. 

She  has  held  membership  on  the  Republican  Town 
Committee  for  her  community  since  1 944  and  during 
the  past  three  years  has  served  as  its  vice  chairman. 

A delegate  to  three  Republican  state  conventions, 
Mrs.  VTstal  was  name  an  alternate  delegate  to  the 
Republican  National  Convention  in  1952. 

She  has  served  as  secretary  of  the  Woman’s 
Auxiliary  to  the  State  Medical  Society  and  as 
editor  of  its  official  publication,  previously  titled 
The  Bulletin  and  now  known  as  The  'Connecticut 
Quarterly. 

Active  in  the  affairs  of  the  League  of  Women 


Voters,  she  has  served  as  the  League’s  public  rela- 
tions chairman  for  Connecticut  and  for  the  New 
Haven  area.  For  several  years  Adrs.  Vestal  authored 
Washington  Digest,  an  analysis  of  national  legisla- 
tive measures  for  the  League’s  official  publication. 
The  Connecticut  Voter. 

Early  this  year  she  was  appointed  a Connecticut 
delegate  to  the  President’s  Conference  on  Highway 
Safety,  held  in  Washington,  D.  C. 

Mrs.  Vestal’s  interest  in  hospital  affairs  brought 
Iter  election  as  a member  of  the  Board  of  Directors 
of  the  Woman’s  Auxiliary  to  the  Grace-New  Haven 
Communitv  Hospital  and  as  vice  president  in  charge 
of  public  relations.  During  the  past  three  years  she 
has  been  co-chairman  of  the  Political  Education 
Committee  of  the  New  Haven  County  Woman’s 
Republican  Club. 

Her  political  views  coincide  with  Republican 
concepts,  but  she  has  expressed  a frankly  individual 
approach  to  certain  community  problems.  In  educa- 
tion, for  instance,  she  believes  so  much  emphasis  has 
centered  on  new  buildings  to  relieve  overcrowded 
classrooms  that  we  have  slighted  the  teacher  prob- 
lem. She  believes  the  qualifications  of  teachers  should 
receive  equal  emphasis  with  the  admittedly  neces- 
sary expansion  of  school  facilities,  and  that  incen- 
tives should  be  provided  to  encourage  employment 
of  teachers  of  superior  ability  and  training. 

Adequate  care  for  the  State’s  mentally  ill  is  also 
of  prime  concern  to  Mrs.  Vestal.  Her  interest  in  this 
problem  is  backed  by  prior  service  as  a member  of 
the  Board  of  Directors  of  the  Connecticut  Asso- 
ciation for  Mental  Health.  Also  of  top  interest  are 
the  problems  of  providing  proper  care  for  the 
chronically  ill  and  aged  and  for  needy  children. 

She  favors  cutting  of  costs  by  reducing  wasteful 
government  operations  and  feels  that  the  people 
should  be  constantly  informed  concerning  the  costs 
of  new  services  or  facilities  which  appear  to  be  in 
public  demand. 

Employment  stability  and  expanding  opportu- 
nities for  a growing  population  can  best  be  assured, 
she  feels,  by  maintaining  conditions  encouraging  to 
business,  industry  and  farming. 

Born  in  Ausable  Forks,  New  York  (Ina  Feather- 
ston),  Mrs.  Vestal  attended  Gardner  School  in  New 
York  City,  was  married  in  1926,  and  has  two  sons. 
Edward,  the  eldest,  now  resides  in  Aspen,  Colorado, 
following  service  in  Korea  and  Japan  with  the 
United  States  Air  Force.  Paul,  Jr.,  is  attending  the 
Army  Language  School  at  the  Presidio  of  Monterey, 
California,  and  is  studying  Russian. 
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FUNDS  FOR  THE  MEDICAL  SCHOOLS 

A list  of  the  July,  1954,  grants  to  the  medical  schools  by  the  American 
Medical  Education  Foundation  and  the  National  Fund  for  Medical  Education 

UNDERGRADUATE  NO.  OF 


SCHOOLS 

CLASS  A STUDENT 

GRANTS  ENROLLMENT 

CLASS  B DESIGNATED 
GRANTS  GIFT  DONORS 

DESIGNATED 

GRANTS 

TOTAL 

GRANTS 

1. 

Medical  College  of  Alabama.. $ 

15,000.00 

311 

$ 7,775.00 

15 

$ 965.00 

$23,740.00 

2. 

University  of  Arkansas 

15,000.00 

317 

7,925.00 

31 

1,239.00 

24,164.00 

3. 

College  of  Medical  Evangelists 

15,000.00 

372 

9,300.00 

59 

9,343.90 

33,643.90 

4. 

Stanford  University  

15,000.00 

240 

6,000.00 

57 

5,860.92 

26,860.92 

5. 

University  of  California 

15,000.00 

315 

7,875.00 

15 

2,083.34 

24,958.34 

6. 

University  of  Southern  California 

15,000.00 

277 

6,925.00 

22 

2,673.58 

24,598.58 

7. 

University  of  Colorado 

15,000.00 

308 

7,700.00 

272 

7,205.42 

29,905.42 

8. 

Yale  University  

15,000.00 

322 

8,050.00 

70 

2,210.00 

25,260.00 

9. 

George  Washington  University 

15,000.00 

376 

9,400.00 

37 

1,271.00 

25,671.00 

10. 

Georgetown  University  

15,000.00 

444 

11,100.00 

70 

3,190.00 

29,290.00 

11. 

Howard  University  

15,000.00 

304 

7,600.00 

18 

370.85 

22,970.85 

12. 

Medical  College  of  Georgia 

15,000.00 

330 

8,250.00 

18 

1,104.00 

24,354.00 

13. 

Emory  University  

15,000.00 

285 

7,125.00 

25 

1,557.50 

23,682.50 

14. 

Chicago  Medical  School 

15,000.00 

284 

7,100.00 

736 

14,785.00 

36,885.00 

15. 

Northwestern  University  

15,000.00 

532 

13,300.00 

758 

19,822.50 

48,122.50 

16. 

Stritch  School  of  Medicine 

15,000.00 

337 

8,425.00 

94 

3,792.50 

27,217.50 

17. 

University  of  Chicago 

15,000.00 

282 

7,050.00 

97 

3,553.50 

25,603.50 

18. 

University  of  Illinois 

15,000.00 

665 

16,625.00 

98 

3,141.00 

34,766.00 

19. 

Indiana  University  

15,000.00 

583 

14,575.00 

632 

19,792.34 

49,367.34 

20. 

State  University  of  Iowa 

15,000.00 

464 

11,600.00 

132 

5,743.00 

32,343.00 

21. 

University  of  Kansas 

15,000.00 

459 

11,475.00 

65 

3,020.00 

29,495.00 

22. 

University  of  Louisville 

15,000.00 

388 

9,700.00 

61 

2,775.33 

27,475.33 

23. 

Louisiana  State  University 

15,000.00 

447 

11,175.00 

11 

482.50 

26,657.50 

24. 

Tulane  University  

15,000.00 

517 

12,925.00 

74 

3,793.83 

31,718.83 

25. 

John  Hopkins  University 

15,000.00 

289 

7,225.00 

99 

3,701.10 

25,926.10 

26. 

University  of  Maryland... 

15,000.00 

389 

9,725.00 

92 

3,373.50 

28,098.50 

27. 

Boston  University  

15,000.00 

288 

7,200.00 

39 

2,250.00 

24,450.00 

28. 

Harvard  Medical  School 

15,000.00 

532 

13,300.00 

116 

4,821.00 

33,121.00 

29. 

Tufts  College  Medical  School 

15,000.00 

451 

11,275.00 

69 

2,683.83 

28,958.83 

30. 

University  of  Michigan 

15,000.00 

759 

18,975.00 

127 

7,555.50 

41,530.50 

31. 

Wayne  University  

15,000.00 

280 

7,000.00 

32 

1,603.50 

23,603.50 

32. 

University  of  Minnesota 

15,000.00 

490 

12,250.00 

147 

8,512.75 

35,762.75 

33. 

University  of  Mississippi 

7,500.00 

117 

2,925.00 

29 

595.00 

11,020.00 

34. 

St.  Louis  University 

15,000.00 

484 

12,100.00 

82 

4,693.79 

31,793.79 

35. 

University  of  Missouri 

7,500.00 

88 

2,200.00 

10 

213.81 

9,913.81 

36. 

Washington  University  

15,000.00 

367 

9,175.00 

86 

3,246.30 

27,421.30 

37. 

Creighton  University  

15,000.00 

309 

7,725.00 

197 

28,896.50 

51,621.50 

38. 

University  of  Nebraska 

15,000.00 

340 

8,500.00 

136 

8,874.00 

32,374.00 

39. 

Dartmouth  Medical  College 

7,500.00 

48 

1,200.00 

36 

1,052.50 

9,752.50 

40. 

Albany  Medical  College 

15,000.00 

220 

5,500.00 

28 

1,005.00 

21,505.00 

41. 

Columbia  University  

15,000.00 

476 

11,900.00 

63 

1,815.00 

28,715.00 

42. 

Cornell  University  

15,000.00 

338 

8,450.00 

107 

3,401.00 

26,851.00 

43. 

New  York  Medical  College 

15,000.00 

482 

12,050.00 

33 

660.00 

27,710.00 

44. 

New  York  University 

15,000.00 

526 

13,150.00 

86 

2,902.50 

31,052.50 

45. 

State  University  of  New  York,  Brooklyn 

15,000.00 

574 

14,350.00 

21 

430.00 

29,780.00 

46. 

State  University  of  New  York,  Syracuse 

15,000.00 

285 

7,125.00 

18 

638.00 

22,763.00 

47. 

University  of  Buffalo 

15,000.00 

288 

7,200.00 

178 

3,110.00 

25,310.00 

48. 

University  of  Rochester 

15,000.00 

277 

6,925.00 

36 

1,268.00 

23,193.00 

49. 

Duke  University  

15,000.00 

316 

7,900.00 

21 

720.00 

23,620.00 

50. 

Bowman-Gray  School  of  Medicine 

15,000.00 

207 

5,175.00 

11 

1,125.00 

21,300.00 

51. 

University  of  North  Carolina 

15,000.00 

242 

6,050.00 

12 

545.00 

21,595.00 

52. 

University  of  North  Dakota 

7,500.00 

78 

1,950.00 

25 

917.50 

10,367.50 
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UNDERGRADUATE  NO.  OF 

CLASS  A STUDENT  CLASS  B DESIGNATED  DESIGNATED  TOTAL 

SCHOOLS  GRANTS  ENROLLMENT  GRANTS  GIFT  DONORS  GRANTS  GRANTS 


5. A 

Ohio  State  University 

15,000.00 

573 

14,325.00 

131 

5,073.00 

34,398.00 

54. 

Univ'ersity  of  Cincinnati 

15,000.00 

345 

8,625.00 

74 

3,595.00 

27,220.00 

55. 

Western  Reserve  University 

15,000.00 

331 

8,275.00 

92 

4,755.00 

28,030.00 

56. 

University  of  Oklahoma 

15,000.00 

391 

9,775.00 

29 

1,532.00 

26,307.00 

57. 

University  of  Oregon 

1 5,000.00 

288 

7,200.00 

79 

3,497.50 

25,697.50 

58. 

Hahnemann,  Philadelphia  

15,000.00 

396 

9,900.00 

163 

5,485.00 

30,385.00 

59. 

Jefferson  Medical  College 

1 5,000.00 

666 

16,650.00 

209 

5,970.00 

37,620.00 

60. 

Temple  University  

15,000.00 

517 

12,925.00 

125 

4,447.50 

32,372.50 

61. 

University  of  Pennsylvania 

15,000.00 

510 

12,750.00 

329 

9,976.00 

37,726.00 

62. 

University  of  Pittsburgh 

15,000.00 

376 

9,400.00 

158 

5,832.70 

30,232.70 

63. 

Woman’s  Medical,  Pennsylvania 

15,000.00 

181 

4,525.00 

42 

1,745.00 

21,270.00 

64. 

Medical  College  of  South  Carolina 

15,000.00 

301 

7,525.00 

22 

684.00 

23,209.00 

65. 

University  of  South  Dakota 

7,500.00 

65 

1,625.00 

89 

4,268.00 

13,393.00 

66. 

University  of  Tennessee 

1 5,000.00 

750 

18,750.00 

53 

2,193.09 

35,943.09 

67. 

Meharry  Medical  College 

15,000.00 

257 

6,425.00 

7 

148.34 

21,573.34 

68. 

Vanderbilt  University  

15,000.00 

206 

5,150.00 

34 

1,532.00 

21,682.00 

69. 

Baylor  University  

15,000.00 

358 

8,950.00 

58 

3,415.00 

27,365.00 

70. 

University  of  Texas 

15,000.00 

597 

14,925.00 

80 

2,313.90 

32,238.90 

71. 

Southwestern  Medical  School 

15,000.00 

394 

9,850.00 

11 

745.00 

25,595.00 

72. 

University  of  Utah 

15,000.00 

208 

5,200.00 

22 

1,620.00 

21,820.00 

73. 

University  of  Vermont 

15,000.00 

195 

4,875.00 

155 

6,079.50 

25,954.50 

74. 

University  of  Virginia 

15,000.00 

289 

7,225.00 

88 

4,326.19 

26,551.19 

75. 

Medical  College  of  Virginia 

15,000.00 

365 

9,125.00 

62 

2,015.00 

26,140.00 

76. 

University  of  Washington 

15,000.00 

287 

7,175.00 

27 

1,231.90 

23,406.90 

77. 

Marquette  University  

15,000.00 

398 

9,950.00 

61 

3,595.00 

28,545.00 

78. 

University  of  Wisconsin 

15,000.00 

321 

8,025.00 

33 

1,630.00 

24,655.00 

79. 

West  Virginia  University 

7,500.00 

61 

1,525.00 

26 

1,113.00 

10,138.00 

80. 

University  of  Puerto  Rico 

15,000.00 

183 

4,575.00 

0 

0 

19,575.00 

Totals 

$1,155,000.00 

28,508 

$712,700.00 

7,662 

$309,204.71 

$2,176,904.71 

A.C.S.  Regional  Committee  on  Trauma 
Meets 

A meeting  of  the  Connecticut  Regional  Com- 
mitte  on  Trauma  of  the  American  College  of  Sur- 
geons was  held  at  the  Greenwich  Hospital  on  Octo- 
ber 21. 

Howard  P.  Serrell  arranged  this  meeting,  the  high 
points  of  which  were  the  presentations  of  cases  by 
T.  Campbell  Thompson  and  M.  Beckett  Howorth, 
but  perhaps  the  most  important  were  improvements 
in  the  technic  of  insertion  of  the  Smith  Petersen  nail 
which  was  presented  by  Henry  B.  Crawford,  assist- 
ant professor  of  orthopedic  surgery  at  the  Rochester 
General  Hospital.  These  improvements  were  of  a 
sort  that  some  people  might  call  minor,  but  in  fact 
are  refinements  that  make  all  the  difference  between 
an  unhappy  nailing  of  the  hip  and  a perfect  one.  It 


is  suggested  that  if  anyone  is  interested  in  the  details 
of  these  developments  he  should  talk  to  a member 
of  the  Connecticut  Regional  Committee  on  Trauma 
who  attended  the  meeting,  or  join  the  Regional 
Committee  on  Trauma. 

Edwin  F.  Cave,  chief  of  fracture  service  and  visit- 
ing orthopedic  surgeon  at  the  Massachusetts  General 
Hospital,  discussed  fractures  of  the  acetabulum,  and 
pointed  the  way  through  simple  conservative  meas- 
ures in  which  a good  result  could  be  obtained  in  a 
majority  of  cases.  This  contribution  was  very  im- 
portant when  viewed  in  the  light  of  problem  cases 
presented  from  and  by  the  staff  of  the  Greenwich 
Hospital. 

The  entire  meeting  was  extremely  important  as 
representing  progress  and  treatment  of  trauma  to  the 
hip. 


ACHROMYCIN,  new  broad-spectrum  antibiotic,  has  set  an  unusual  record  for  rapid 
acceptance  by  physicians  throughout  the  country.  Within  a few  months  of  its  introduction, 
ACHROMYCIN  is  being  widely  used  in  private  practice,  hospitals  and  clinics.  A number 
of  successful  clinical  tests  have  now  been  completed  and  are  being  reported. 

ACHROMYCIN  has  true  broad-spectrum  activity,  effective  against  Gram-positive  and 
Gram-negative  organisms,  as  well  as  virus-like  and  mixed  infections. 

ACHROMYCIN  has  notable  stability,  provides  prompt  diffusion  in  body  tissues  and  fluids. 

ACHROMYCIN  has  the  advantage  of  minimal  side  reactions. 


LEDERLE  LABORATORIES  DIVISION  AMEmcAAr  Ojanamld company  Pearl  River,  New  York 
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THE  DOCTORS  OF  THE  HARTFORD  HOSPITAL  1854-1954 

Stanley  B.  Weld,  m.d.,  Hartford 


The  Author.  Gynecologist  and  Obstetrician, 
Hartford  Hospital,  Hartford,  Connnecticnt 


Any  history  is  a chronicle  of  events;  such  events 
“ depend  on  two  factors,  people  and  places.  The 
history  of  Hartford  Hospital  is  no  exception.  The 
doctors  of  Hartford  have  always  played  a prominent 
part  in  its  development,  as  rightly  they  should,  and 
although,  as  Mrs.  Hewes  has  so  fittingly  written 
in  her  “Hartford  Hospital;  A Century  of  Service,” 
the  Hartford  Hospital  was  a community  affair,  “of 
the  people,  by  the  people,  for  the  people,”  we  shall 
concern  ourselves  wdth  those  stalwart  physicians 
who  established  and  maintained  a reputation  for 
their  hospital  enjoyed  by  few  other  contemporary 
institutions  of  a similar  character. 

Attention  has  been  called  frequently  in  recent 
weeks  to  the  initial  steps  in  the  development  of  our 
hospital:  the  crowded  public  meeting  on  May  2, 
1854  following  the  disaster  at  the  Fales  and  Gray  car 
factory;  the  act  of  incorporation  passed  by  the 
General  Assembly  that  same  year  and  signed  by  the 
Governor;  the  taking  over  of  the  Christ  Church 
“Home  for  the  Sick”  and  the  appointing  of  a staff 
of  physicians  for  this,  the  first  Hartford  Hospital; 
the  laying  of  the  cornerstone  of  the  new  building  at 
4:00  p.  i\i.,  Afay  27,  1857,  the  dedication  in  1859,  and 
the  opening  to  patients  on  August  i,  i860.  In  his 
presidential  address  before  tbe  Connecticut  Afedical 
Society  in  1857  Dr.  B.  H.  Catlin  of  West  Aleriden 
has  this  to  say:  “Passing  through  the  south  part  of 
the  city  (Hartford)  a few  years  since,  I saw  before 
me  what  appeared  in  the  distance  to  be  a private 
mansion,  but  having  a sign  over  its  principal  en- 
trance, which  as  I approached  nearer  I found  to  be 
‘Home  for  the  Sick.’ 

“Upon  one  who  had  practised  many  years  in  a 
thriving  village  . . . such  a sign  made  a deep 

impression— Home  for  the  Sick!  How  many  young 


men  and  young  women  too  have  suffered  and  per- 
haps died  for  the  want  of  a home  when  sick?  . . . 

“I  understand  the  citizens  of  Hartford  have  raised 
their  ‘Home  for  the  Sick’  to  the  dignity  of  a Hos- 
pital. I would  advise  them  to  retain  the  original 
name,  for  many  persons  have  strong  prejudice 
against  a hospital,  unreasonable,  yet  real,  that  would 
not  exist  towards  a ‘Home  for  the  Sick.’  . . . 

If  we  are  to  have  homes  for  the  sick  established, 
as  they  should  be,  in  all  our  principal  towns  and 
villages,  you,  gentlemen,  and  your  associates,  must 
commence  and  carry  on  the  work.  The  funds  must 
come  from  benevolent  individuals,  from  state  and 
town  authorities,  but  the  real  work  must  be  per- 
formed by  our  profession.”  One  hundred  years  have 
not  altered  this  forecast  one  iota. 

A quick  glance  at  the  city  itself  in  1854  produces 
a picture  difficult  for  some  of  the  younger  members 
of  our  profession  to  visualize.  Hartford’s  population 
was  about  one-tenth  the  present  census.  Dirt  streets 
existed,  deep  in  mud  after  a heavy  rainfall.  Two 
wheeled  and  four  wheeled  vehicles  passed  up  and 
down  the  streets  but  for  rapid  transportation  over 
the  countryside  the  horse’s  back  was  still  the  best 
method.  River  traffic  was  popular;  rail  service  had 
connected  Hartford  with  New  Haven  since  1 844  and 
with  New  York  City  since  1848.  The  health  condi- 
tions are  well  itemized  in  the  sanitary  report  to  the 
State  Adedical  Society  in  1855  by  Dr.  Gordon  W. 
Russell,  one  of  the  six  to  form  the  first  medical  and 
surgical  staff  at  the  Hartford  Hospital. 

“The  general  Hygienic  character  and  condition 
of  the  town  is  one  of  healthiness.  There  are  no 
large  marshes,  or  standing  pools  or  bodies  of  water 
near  by,  to  cause  pernicious  exhalations,  and  the 
ground  is  generally  considerably  elevated  above  the 
river.  Alain  Street  is  perhaps  fifty  feet  above  low 
water  mark.  . . . The  soil  is  exceedingly  varied 

. . . Generally  speaking,  in  the  immediate  vicin- 

ity of  the  city  it  might  be  termed  a clayey  loam. 
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At  the  south  the  clay  predominates;  to  the  north, 
there  is  more  sand;  to  the  west  and  north-west  a 
mixture  of  clay  and  gravel.” 

Speaking  of  Mill  River  (since  variously  labelled 
Park  and  Hog  River)  Dr.  Russell  says:  “In  the  sum- 
mer months  this  stream  is  so  poorly  supplied  that 
the  mills  can  he  operated  but  part  of  the  time,  and 
as  a consequence,  even  within  the  city,  there  are 
portions  w hich  are  daily  flooded  and  daily  exposed 
to  the  influences  of  the  sun.  The  exhalations  are 
perceptible  to  the  senses,  but  without  being  able 
to  give  any  precise  data  on  the  subject,  I cannot 
recall  to  my  mind  any  perceptible  injurious  influ- 
ence originating  from  them.  1 he  increasing  number 
of  sewers  and  drains  emptying  into  it,  however,  with 
privies  immediately  over  its  banks  would  seem  to 
demand  that  a quick  outlet  should  be  insisted  upon 
for  their  discharge  into  Connecticut  river.” 

Spring  freshets  were  said  to  bring  “a  preponder- 
ance of  catarrhal  affections,”  followed  in  Alay  with 
the  arrival  of  the  hot  weather  by  “affections  of  the 
mucous  membrane  of  the  bowels,  near  the  river.” 

While  the  charter  and  constitution  of  the  new' 
hospital  were  being  drawn  up  there  occurred  in  the 
city  an  epidemic  of  Asiatic  cholera  “beyond  our 
expectations.”  There  were  about  8o  or  90  deaths, 
possibly  more,  and  mostly  among  Irish  immigrants. 
This  significant  note  is  found  in  the  records:  “But 
two  or  three  only  were  natives  of  this  country.” 
Here  are  the  various  reasons  for  the  epidemic: 
crowded  tenements  (in  a city  of  18,000!),  personal 
uncleanliness,  imperfect  drainage  about  the  dwell- 
ings, garbage,  filth,  privies  and  pig-sties.”  And  then 
the  triumphal  assertion  that  “It  is  a matter  of  con- 
gratulation that  the  city  is  soon  to  be  supplied  with 
an  abundance  of  pure  w^ater,  from  the  Connecticut. 
. . . The  great  blessings  attending  a bountiful 

supply  of  pure  water  to  the  whole  city,  will  be 
better  appreciated  w hen  our  citizens  become  more 
acquainted  with  this  luxury  upon  its  introduction.” 

In  1851  the  Hartford  Medical  Society  appointed 
Gurdon  W.  Russell,  Ebenezer  K.  Hunt  and  iVIyron 
W.  Wilson  a committee  of  three  to  ascertain  “what 
additional  accomodations  might  be  needed  for  the 
sick  and  poor  of  this  city.”  The  personnel  of  this 
committee  changed  and  no  action  resulted  until, 
following  the  boiler  explosion,  we  find  the  com- 
mittee of  Drs.  Russell,  Jackson  and  Hawley  report- 
ing progress.  The  method  in  which  medical  services 
were  first  provided  at  the  “Home  for  the  Sick”  is 


of  interest.  The  doctor  who  first  signed  the  con- 
stitution of  the  Hartford  Medical  Society  was  to 
take  charge  of  this  service  for  a fortnight,  and  then 
the  next  in  order,  and  so  on.  If  prevented  from 
serving  he  must  provide  a substitute.  On  April  2, 
1855  the  directors  of  the  Hospital  requested  the 
Hartford  Medical  Society  to  nominate  six  of  their 
members  to  constitute  a staff  for  the  Hospital.  This 
w’as  done  and  the  following  six  are  listed:  Samuel 
B.  Beresford,  Gurdon  W.  Russell,  George  F.  Haw- 
ley, Ebenezer  K.  Hunt,  A'lyron  W.  Wilson  and 
Ashbel  W.  Barrows.  Dr.  Wilson  died  six  months 
later  and  David  Crary  was  nominated  by  the  Adedi- 
cal  Society  to  take  his  place.  Of  these  six  the  first 
four,  Russell,  Hawley,  Hunt  and  Beresford  left 
records  w hich  should  place  them  in  Hartford’s  Hall 
of  Fame.  Of  the  four,  George  Hawley  has  been 
rightfully  named  the  Father  of  the  Hartford  Hos- 
pital. 

George  Benjamin  Hawley  was  a man  of  vision  but 
at  the  same  time  an  indefatigable  worker.  Largely 
by  his  efforts  in  1854  an  act  of  incorporation  and  a 
conditional  grant  of  money  was  passed  by  the  Legis- 
lature for  the  establishment  of  a hospital.  To  quote 
his  necrologist:  “Erom  this  time  until  his  death  (29 
years  later),  this  institution  was  the  first  in  his 
thoughts,  and  absorbed  a large  share  of  his  attention 
and  energy.  Erom  the  beginning  he  was  confident  of 
success  and  labored  incessantly  with  his  whole  power 
to  this  end.  Never  discouraged  by  the  rebuffs  of 
lukewarmness  of  those  to  whom  he  applied  for  aid, 
he  was  ever  ready  to  present  the  claims  of  charity 
and  urge  with  great  earnestness  their  recognition. 
Difficulties  seemed  to  have  only  quickened  his  zeal 
and  made  him  more  resolute.  . . . 

“It  may  well  be  questioned  whether  any  man  wdth 
less  force  could,  under  the  circumstances  have 
brought  this  enterprise  to  so  successful  a termina- 
tion.” 

It  was  George  Hawley  who  selected  and  pur- 
chased the  site  for  the  hospital,  and  it  was  George 
Hawdey  who  set  out  to  raise  the  money  for  its  erec- 
tion. So  convincing  was  he  that  there  w ere  “few^  of 
charitable  heart  and  generous  mind”  wdio  could 
resist  his  appeal,  in  fact,  many  made  provision  for 
the  hospital  in  their  wills.  It  was  George  Hawley 
wdao  superintended  the  construction  of  the  buildings, 
with  the  exception  of  the  women’s  and  children’s 
wards  wdiich  followed  in  a few  years.  He  likewise 
watched  w ith  critical  interest  the  expenditure  of 
the  funds.  He  never  knew'  the  word  failure;  his 
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powers  of  endurance  were  seemingly  endless  and 
few  could  accomplish  the  same  amount  of  work,  we 
are  told,  in  so  short  a space  of  time.  It  was  fitting 
that  at  the  dedication  ceremony  in  1859  George 
Hawley  should  make  the  principal  address.  For  28 
years  he  prepared  and  presented  each  annual  report 
of  the  Hospital’s  executive  committee.  At  the  time 
of  his  death  he  was  in  the  midst  of  securing  funds 
for  a home  for  old  people.  In  addition  to  a life  of 
devotion  to  Hartford  Hospital  George  Benjamin 
Hawley  was  active  in  his  city,  county  and  State 
medical  societies,  was  one  of  four  delegates  from 
Connecticut  to  the  American  Medical  Association  in 
1861  and  the  previous  year  was  one  of  three  selected 
to  attend  the  National  Quarantine  and  Sanitary 
Convention  in  Boston.  For  three  quarters  of  a cen- 
tury a tablet  to  his  memory  stood  in  the  doctors’ 
consultation  room  of  the  Hospital. 

To  Samuel  B.  Beresford  the  Hartford  Hospital 
owes  a large  debt  of  gratitude  for  his  surgical  assist- 
ance over  a period  of  many  years.  Born  in  the  torrid 
climate  of  Dutch  Guiana,  Sam  Beresford  was  one  of 
those  characters  who  make  history.  He  never  wore 
flannel  undergarments  (the  custom  in  those  days  of 
Franklin  stoves  and  open  sleighs)  nor  any  but  low 
shoes.  He  was  so  faithful  to  his  ward  patients  in  the 
Hospital  he  often  visited  them  two  or  even  three 
times  a day  to  the  neglect  of  his  private  practice. 
Both  Samuel  and  his  father,  also  a skilled  surgeon, 
were  of  such  large  stature  that  any  common  chaise 
of  that  day  was  said  to  have  been  too  lightly  con- 
structed to  carry  both  at  the  same  time,  so  they 
rode  in  a heavy  four  wheeled  carriage,  apparently 
of  English  make. 

For  his  presidential  address  before  the  Con- 
necticut iVIedical  Society  in  1869,  Samuel  Beresford 
chose  the  subject  “Practical  Observation  on  the 
Abuse  of  Tobacco  and  Its  Consequences  on  Health.” 
He  denies  his  interest  in  the  subject  as  a moral  issue, 
calls  it  “merely  a habit  and  a bad  one,  morally  and 
physically  considered.”  “It  is  also  very  generally,” 
he  continues,  “a  stern  and  exacting  master  when  in 
the  ascendency,  holding  its  victims  usually  in  an 
unrelaxing  grasp  to  the  end— few  compared  with  the 
vast  numbers  of  its  devotees,  succeeding  when  even 
willing,  in  completely  disentangling  themselves  from 
the  meshes  of  its  close  net.”  Then  he  counsels  indul- 
gence in  moderation,  if  indeed  they  must  indulge 
at  all,  “to  affix  tubes  to  their  cigars— to  select  clean 
new  pipes”  and  to  smoke  in  solitude.  Bad  enough 
“to  inhale  the  volatile  poisons  of  your  own  smoke. 


without  also  receiving  those  of  your  neighbors  en- 
gaged in  the  same  practice.”  By  way  of  repartee  a 
toast  was  tendered  him  at  the  annual  dinner  that 
same  evening  in  the  old  United  States  Hotel  in  Hart- 
ford: “Our  Retiring  President— He  floats  away 
gracefully  amidst  the  smoky  folds  of  old  Virginia 
weed.” 

In  his  address  Dr.  Beresford  mentions  the  local 
congestion  of  the  mucous  surfaces  of  the  oral  cavity, 
even  ulcerations  and  “positive  malignant  conditions” 
of  the  cheek  and  tongue  are  noted.  Effects  on  the 
digestive  organs,  the  heart  and  the  glandular  system 
are  detailed,  but  no  mention  is  made  of  bronchogenic 
or  lung  carcinoma.  No  postmortems  of  the  lungs 
were  readily  available  in  that  day. 

Realizing  the  Hospital’s  debt  to  this  native  of  the 
West  Indies,  a colored  memorial  window  was  placed 
in  the  Hospital  and  later  moved  to  the  modern  struc- 
ture where  it  adorns  the  new  chapel. 

Gurdon  W.  Russell  found  time  amid  his  city, 
county  and  State  medical  society  activities  to  devote 
to  the  Hartford  Hospital.  It  has  been  said  that  “a 
history  of  Dr.  Russell’s  professional  life  is  practically 
a history  of  the  medical  profession  of  Hartford 
County”  for  the  seventy  years  he  was  active.  Gur- 
don Russell  has  been  characterized  as  a great  coun- 
selor, a man  of  absolutely  unselfish  honesty,  and  of 
sound  financial  judgment.  As  president  of  the 
Medical  Board  of  the  Hospital  and  also  of  the  cor- 
poration, in  referring  to  him  the  record  states  that 
“this  institution  . . . can  never  pay  the  debt  it 

owes  to  his  foresight,  sound  judgment  and  untiring 
energy.”  In  his  presidential  address  before  the  State 
Society,  being  a writer  of  merit,  he  gives  vent  to 
some  of  his  subconscious  fears  when  he  notes  the 
detrimental  effects  on  health  of  a literary  life  with 
its  sedentary  habits,  late  hours,  derangement  of  the 
digestive  organs,  etc. 

Ebenezer  Kingsbury  Hunt  was  another  one  of  the 
founders  of  and  first  visiting  physicians  to  the  Hart- 
ford Hospital.  Like  some  of  his  fellow  staff  mem- 
bers, he  too  served  as  president  of  the  Connecticut 
Medical  Society  and  in  1865  as  a delegate  to  the 
American  Medical  Association.  He  is  famous  in  the 
city  annals  as  the  founder  of  Hartford’s  water 
system  and  is  recalled  today  by  each  one  of  us  as  we 
enter  the  home  of  the  Hartford  Medical  Society,  the 
Hunt  Memorial  Building. 

Lesser  lights  in  the  brilliancy  of  that  first  group 
of  Visiting  Physicians  to  the  Hospital  were  Ashbel 
W.  Barrows  and  David  Crary.  Little  can  be  found 
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of  the  latter  in  medical  records  but  we  do  know 
that  Dr.  Barrows  arrived  in  the  presidential  chair  of 
the  State  Society  in  1876,  having  previously  served 
as  chairman  of  a Committee  to  Recommend  Gratui- 
tous Students  to  the  Medical  Department  of  Yale 
College.  His  retiring  address  ^\^as  on  the  subject  of 
“Malarial  Fevers  in  New  England”  and  he  was  bold 
enough  to  express  the  hope  “that  at  no  distant  day 
the  light  of  science  wiW  reveal  and  render  certain 
very  much  ^\■hich  is  now'  only  conjecture.  Malaria 
may  justly  be  considered  among  the  greatest  evils 
which  affect  mankind.  Whatever,  then,  can  be  done 
towards  checking  its  progress,  allaying  its  ravages 
or  preventing  its  development,  is  worthy  of  the 
noblest  effort  of  the  physician.” 

In  1857,  shortly  after  the  Hartford  Hospital  w^as 
established  in  the  building  of  the  former  Home  for 
the  Sick,  the  Hartford  Medical  Society  presented  to 
the  Hospital  its  library.  This,  according  to  Walter 
R.  Steiner,  w^as  probably  the  remainder  of  the  mate- 
rial originally  owned  by  the  Hopkins  Medical 
Society  together  with  the  books  of  the  Hartford 
Medical  Society.  Imagine  my  amazement  to  find  a 
recent  purchase  made  from  a New^  York  City  book- 
shop to  contain  inside  the  cover  one  printed  label 
with  the  name  Myron  W.  Wilson  and  another  below 
which  reads 

Hartford  Hospital 
Medical  Library 

No 

Presented  by  friends  of  Dr.  Geo.  Sumner 

1856 

Then  on  the  opposite  fly  leaf  in  long  hand 
Presented  to  Dr.  Barton 
with  the  very  friendly  regards 
of 

The  Editor 

(The  editor  in  this  instance  was  N.  Chapman,  m.d.) 

The  68th  annual  convention  of  the  Connecticut 
Medical  Society  was  convened  in  Hartford  on  May 
23  and  24,  i860  and  for  the  first  time  the  sessions 
were  held  in  the  Hartford  Hospital.  You  wdll  notice 
this  was  a little  more  than  two  months  before  the 
new  building  was  opened  to  its  first  patient.  This 
W'as  in  the  day  when  certain  members  w ere  expelled 
from  the  medical  guild  in  Connecticut  for  breeches 
of  ethics;  in  one  case  for  “using,  vending,  and 
recommending  by  his  publications,  his  own  secret 
medicines  or  nostrums;”  in  another  instance  for 
being  “notoriously  in  the  practice  of  Homeopathy, 
Hydropathy,  or  any  other  form  of  quackery.”  It 


w’as  also  the  day  when  “minimum  charges— to  pre- 
vent overcharging”  suggested  for  all  the  State  “ex- 
cept for  cities”  included  “Ordinary  obstetrical  cases 
$4  to  $5;  beyond  six  miles  travel  extra.”  “Cupping  50 
cents  to  $1.”  “Trephining  I20  to  $30.”  “Amputa- 
tions—thigh  $25  to  $50;  Leg  $20  to  $40;  Arm,  Lore- 
arm  and  Breast  $20  to  $30.  Small-Pox,  or  where 
infection  is  apprehended,  double  the  usual  charge.” 
Here  is  an  interesting  resolution  adopted  by  unani- 
mous vote  in  1867  by  the  Connecticut  Medical 
Society  in  session  at  the  Hartford  Hospital: 

“Resolved,  That  in  the  opinion  of  this  Conven- 
tion, wTose  sessions  are  held  wdthin  its  walls,  the 
Hartford  Hospital,  in  respect  to  location,  construc- 
tion and  management  is  admirably  adapted  to  its 
benevolent  purpose:— the  care  of  the  sick  and  suffer- 
ing among  our  citizens,  and  also  as  a Home  for  such 
disabled  soldiers  of  the  Commonwealth  as  may  need 
its  aid. 

“Resolved,  That  we  earnestly  commend  it  to  the 
favorable  notice  of  the  Legislature;  believing  that  in 
no  w'ay  can  the  wants  of  the  classes  referred  to  be 
suitably  supplied  at  so  small  a cost  to  the  State,  as 
by  granting  the  aid  asked  for,  to  complete  the 
enlargement  now  in  process.” 

Already  more  room  needed  to  care  for  the  in- 
creased patient  load!  In  the  two  following  years 
$86,200  was  subscribed  by  citizens  of  Hartford, 
$2  0,000  was  secured  from  the  State,  and  the  total 
used  to  build  the  south  wing,  two  east  wings  and  a 
laundry.  The  bed  capacity  at  that  time  rose  to  100. 
From  then  on,  as  Mrs.  Hewes  has  so  well  said,  “the 
hospital  began  to  grow  like  Topsy  in  all  directions” 
until  it  was  realized  a few  years  ago  that  the  old 
must  be  torn  down  and  a new  structure  erected.  Dr. 
P.  A4.  Hastings  must  have  had  the  suggestion  made 
to  him  while  he  was  Supervisor  of  the  Hartford 
Hospital  (1888)  that  a new  plant  was  needed,  for 
he  wrote  “An  old  hospital  too  good  to  be  taken 
down  must  be  changed,  renovated,  modernized,  alto- 
gether too  great  a task  for  a man  four  score.” 

In  1891  Dr.  W.  A.  M.  Wainwright  wrote  a paper 
on  “The  Proper  Care  of  Seriously  Injured  Persons” 
in  which  he  quotes  from  the  records  of  the  Hartford 
Hospital  as  follows:  “I  find  that  in  the  past  ten  years 
forty-four  cases  of  railroad  injuries  have  died  within 
twenty-four  hours  after  admission:  in  i88r,  tw  o;  in 
1882,  four;  in  1883,  eight;  in  1884,  four;  in  1885, 
three;  in  1886,  four;  in  1887,  two;  in  1888,  three;  in 
1889,  seven;  in  1890,  seven:  total,  forty-four.”  He 
closes  his  discourse  with  an  appeal  for  first  aid 
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CH|iiipnu.'iir  to  l)c  placcil  in  each  cahoosc  aiul  each 
hattgage  car. 

1 larmon  (ieor^e  I I owe  was  one  ol  the  leauling 
surgeons  in  I lartloicl  at  the  turn  of  the  centuiy'. 
W'itli  the  exception  ot  (Jurdon  \\  . Russell,  Dr. 

1 low  e w as  the  only  ph\  sician  to  he  presulent  of  the 
1 lartfoid  Hospital,  lie  was  chaiinian  ot  the  Isxecu- 
ti\e  (Committee  for  many  \ears  and  under  his 
directions  the  ( hildrcns  Ward,  (.ontagious  Ward, 
and  W ildwood  Sanatorium  were  huilt,  also  a new 
kitchen  and  the  Nurses’  Home.  In  addition,  Dr. 
I low  e w as  [n  esident  ol  the  medical  and  surgical  staff 
up  to  the  time  of  his  death  from  an  accident  in  1913 
and  for  many  years  he  was  a member  of  the  Hoard 
of  rrustecs  of  the  Hospital.  He  published  a report 
in  iS(;7  listing  the  laparotomies  at  the  1 lartford  I los- 
pital  for  the  \'car  emling  June  30,  1S96.  By  com- 
parison with  our  present  hospital  statistics  almost 
60  \'ears  later  this  report  seems  w ell  nigh  incredible. 


Ahu(»st  1,700  cases 
1 , 1 S93  to  September 
300  operations,  76 
f ollow  s: 

in  1 lartford  1 lospital  October 

30,  1 S96,  inclusixe. 

of  the  abdominal  classified  as 

l>j  Al.NOSiS 

lot  xi,  CA 

SK.S  1)1/ A ms 

A ppctuliciris 

43 

3 

1 lcrni;i 

I 1 

3 (all 

strangulated ) 

N'cphrorniiiv 

1 

1 

lA'cal  hsrula 

3 

0 

J B perironiris 

I 

0 

Sarcoma  of  omenrum 

I 

I 

hsoas  abscess 

I 

0 

()\  arian  c\  st 

I 

u 

Oxarian  cx'st  w ith  hydrosalpinx  1 

0 

Ox  arian  cx'st,  rfouhlc 

I 

0 

1 Iv'sterectomics 

4 

3 

Abdominal  al)scess 

2 

0 

Adlicsion  of  peritoneum 

I 

I 

Intestinal  obstruction 

3 

2 

I'  xploratorx'  incision 

2 

0 

7d 

>4 

Onl\'  one  strangulated  hernia  reco\X“red;  nine  of 
the  appendectomies  recoyering  had  fecal  drainage 
through  the  operative  wound,  some  for  seweral 
w eeks;  all  the  hysterectomies  w ere  done  “under  ur- 
gent necessitw” 

In  I <^99  Oli'  er  (.'otton  Smith  was  appointed  assist- 
ant \’isiting  surgeon  at  Hartford  I lospital.  Dr.  Smith 
had  been  heard  from  eleven  years  prior  to  this,  how- 
ever, when  he  read  a paper  before  the  State  Society 
entitled,  “ rreatment  of  Urethral  Stricture  by  Elec- 


trolysis.” 1 le  was  a skillful  surgeon,  a leader  among 
his  confreres,  bur  he  succumbed  to  a malignancy  a 
few  \ ears  later  w bile  presulent  of  the  State  Alcufical 
SocietN'  and  shortl\'  after  receix  ing  an  \i.  \.  degree 
t roni  ^ ale. 

/Another  surgeon  of  note  was  dcweloping  at  this 
same  time,  the  seemingK’  indefatigable  Isverett  J. 
AlcKnight,  my  first  surgical  chief  rluring  my  intern- 
ship. Dadxh’  AlcKnight  was  not  made  of  ordinary 
stuff.  Erom  the  athletic  field  at  A ale,  \ ia  general 
practice  in  Ifast  1 lartford,  to  a place  of  eminence 
among  his  colleagues  in  I lartford,  his  interests 
carried  him  to  the  legislatixe  hearings  in  the  State 
I louse  and  on  to  the  Board  of  I rustees  of  the  Ameri- 
can Aledical  Association  w hich  he  served  as  a faith- 
ful member.  How  w ell  some  of  us  can  remember  him 
stumping  along  with  his  cane,  a picture  of  deter- 
mination not  to  be  diverted  from  his  purpose!  Elis 
untiring  devotion  to  duty  in  the  earlv"  years  of 
World  W'ar  I as  a member  of  the  American  Aledical 
Association  Liaison  Committee  with  the  National 
Council  of  Defense  undoubtedly  contributed  to  his 
unexpected  death  in  December  1916. 

I his  is  a fitting  place  to  pause  and,  with  your  in- 
dulgence, to  reminisce  a little.  Who  can  ever  forget 
the  old  brow  nstone  buildings,  sprawling  out  on 
either  side  and  then  turning  toward  the  east  in 
parallel  lines,  one  set  housing  for  the  most  part 
medical,  the  other,  surgical  patients?  Wdio,  if  he  has 
attempted  to  live  through  an  autopsy  in  Eebruary  in 
that  scarcely  heated  outhouse  at  the  far  end  of  the 
north  line  of  buildings  can  ever  forget  the  odors, 
the  numbed  fingers,  and  the  stiff  corpse  Ixefore  him 
on  the  old  block  table?  What  former  intern  has  for- 
gotten that  coz\'  little  hole  dow  n a flight  of  stairs  in- 
to the  underworld  near  Ward  7 termed  the  Doctors’ 
Dining  Room?  And  speaking  of  underwcudd,  it  was 
a rare  journex’  one  took  by  the  subterranean  route 
around  the  circuit  from  Ward  10  to  Ward  5 if  one 
failed  to  meet  up  with  one  or  more  of  those  gray, 
four  footed  animals  with  long  tails,  scampering  from 
hole  to  hole,  reminiscent  of  scenes  in  Les  Aliserables! 
Perhaps  it  was  the  enticing  odors  from  the  bakery 
dow  n under  AA’ard  3 corridor  which  attracted  them, 
but  the  fresh  doughnuts  being  produced  after  mid- 
night w ere  worth  the  gamlxle  if  one  happened  to  he 
en  route  to  or  from  some  sick  patient.  We  must  not 
overlook  Peter  Aletrelis  couped  up  in  the  little 
laboratory  above  the  main  office  building  and  up 
half  a flight  from  the  intern  (juarters.  That  was  no 
air\^  lab  in  w hich  to  spend  a hot  August  forenoon 
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doing  scores  of  urinalvses!  And  then  in  1917  the 
front  of  the  Hospital  was  lifted,  or  should  I say 
altered,  bv  the  erection  of  that  wartime  structure, 
the  Pavilion.  It  \\as  always  having  its  troubles, 
either  with  cracking  walls,  peeling  paint  or  bursting 
water  pipes.  No  one  w ept  w hen  it  w ent  the  way  of 
all  the  many  older  buildings  to  give  room  for  the 
modern  structure  we  now  call  the  Hartford  Hos- 
pital. 

There  were  a few  of  our  number  who  did  not 
live  to  see  our  present  hospital.  Paul  Waterman,  the 
distinguished  soldier-physician,  who  did  pioneer 
service  in  establishing  neurology  and  psychiatry  in 
this  city.  Ernest  A.  Wells,  the  honest  surgeon  wdio 
never  let  a drop  of  perspiration  falling  into  a clean 
operative  wound  disturb  him  in  the  least.  In  1922, 
over  30  years  ago,  Ernest  Wells  in  reporting  on 
“Recent  Progress  in  Surgery”  made  some  prophetic 
comments.  “There  is  a present  tendency,”  he  wrote, 
“to  lay  every  physical  disability  at  this  door 
(trauma);  so  much  so  that  we  are  in  danger  of  pull- 
ing down  about  our  ears  the  whole  mountain  of 
compulsory  health  insurance,  the  dust  of  which 
avalanche  will  very  nearly  blot  out  forever  the 
w hole  fee  system  and  from  its  ashes  wdll  arise  a new 
phoenix,  the  employment  of  all  doctors  on  a salary 
basis  or  bv  the  state.  And  this,  God  forbid! 

“This  much  we  must  face.  We  are  moving  rapidly 
in  the  direction  of  the  socialization  of  medicine  and 
of  course,  of  surgery.  Witness  not  only  the  compen- 
sation laws,  but  the  public  health  services,  the  wel- 
fare wmrk  in  our  industrial  plants,  the  free  clinics  of 
all  sorts.  . . .” 

In  1889  a young  man  by  the  name  of  Ansel  G. 
Cook  completed  his  internship  at  Hartford  Hospital. 
The  history  of  orthopedic  surgery  in  Connecticut 
is  largely  synonymous  with  the  story  of  Dr.  Cook’s 
life  as  they  wTre  simultaneous.  Orthopedic  surgery 
in  our  State  w-as  profoundly  influenced  by  its  course 
at  the  Hartford  Hospital  and  no  one  person  con- 
tributed more  to  this  than  Philip  D.  Bunce.  He 
served  our  Hospital  for  25  years.  Of  him  it  has  been 
said  that  he  “always  volunteered  to  do  the  holding 
while  the  juniors  applied  the  bandages.” 

Phineas  H.  Ingalls  and  Walter  R.  Steiner  may  be 
mentioned  in  the  same  breath,  since  both  of  these 
gentlemen  used  the  powers  of  leadership  entrusted 
to  them  in  guiding  the  policies  of  the  Hospital  for 
many  years.  Dr.  Ingalls  had  been  essayist  for  the 
State  Aledical  Society  as  far  back  as  i886  when  he 


read  a discourse  on  “The  Damages  of  Parturition  and 
Their  Repair,”  and  again  three  years  later  he  dis- 
cussed “Uterine  Cancer,”  particularly  the  use  of 
so-called  partial  and  complete  surgery  for  this 
malady  as  wtII  as  the  use  of  cauterization.  He  was 
president  of  the  staff  for  many  years. 

Walter  R.  Steiner  has  left  a name  which  will 
ahvays  remain  outstanding,  not  only  in  the  history 
of  Hartford  Hospital  but  also  in  the  records  of  Con- 
necticut medicine.  At  various  times  he  served  as 
attending  pathologist  and  bacteriologist,  attending 
physician,  director  of  the  pathological  laboratory, 
secretary  of  the  Medical  and  Surgical  Staff  and  later 
president.  Perhaps  his  greatest  contribution  was  in 
directing  the  selection  of  interns  for  25  years.  Walter 
Steiner’s  history  of  the  Hartford  Hospital  serves  as 
a valuable  reference  covering  the  life  of  the  old 
hospital. 

Then  there  was  William  Porter,  Eckley  R.  Storrs, 
Edward  K.  Root,  and  the  twm  Eredericks,  Simpson 
and  Crossfield.  There  w as  T.  Weston  Chester,  iMark 
S.  Bradley,  Charles  A.  Goodrich,  Henry  E.  Stoll, 
Erank  L.  Waite  and  his  brother  Robert.  The  honor 
roll  continues  wdth  Arthur  C.  Heublein,  Calvin  H. 
Elliott,  Levi  B.  Cochran,  E.  Terry  Smith,  George 
N.  Bell  and  Alfred  M.  Rowley.  And  finally,  James 
H.  Biram,  Amos  T.  Harrington,  J.  Tyree  Woodson, 
Paul  P.  Swett,  John  A.  Wentworth,  John  H.  T. 
Sweet,  Sidney  S.  Quarrier  and  Donald  B.  Wells. 

Paul  Swett  rose  to  eminence  in  his  specialty, 
orthopedic  surgery.  Loved  by  all,  patients  and  fellow 
practitioners,  he  left  an  indelible  impression  of 
scholarly  achievement.  His  literary  accomplishments 
added  much  to  his  prestige  in  the  later  years  of  his 
life.  Descended  from  a family  of  bonesetters,  John 
SwTet  gave  to  the  science  and  art  of  medicine  that 
sterling  contribution  which  comes  only  from  a char- 
acter of  equal  wmrth,  namely,  honesty.  Coupled  with 
this  w^as  a sense  of  humor  which  made  him  a delight- 
ful companion.  John’s  philosophy  of  life  had  its  roots 
in  the  woods  and  streams  of  Connecticut  and  its 
heritage  in  sturdy  New'  England  stock. 

Sidney  S.  Quarrier,  although  with  us  but  a few' 
years,  left  an  enviable  record  of  achievement  for  a 
young  surgeon.  Here  again  was  a man  of  frank 
honesty,  of  conviction,  and  impelled  with  a desire 
to  serve.  His  outstanding  contribution  to  Hartford 
Hospital  was  the  development  of  the  Saturdav 
morning  surgical  clinic  which,  like  Cabot’s  case 
histories  in  Boston,  became  an  institution  in  itself 


lOOO 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


and  stimulated  visiting  and  house  staff  alike  to  a 
frank  exchange  of  opinion  based  on  real  scientific 
study. 

On  July  6,  1944  Hartford  was  the  scene  of  a 
devastating  fire  which  broke  out  at  the  Barnuni  and 
Bailey  circus  grounds  on  Barbour  Street.  Scores  of 
innocent  victims  died,  many  before  reaching  any 
hospital.  The  Municipal,  St.  Francis  and  Hartford 
Hospitals  were  taxed  to  the  limit.  Fortunately  for 
the  latter  the  new  South  Building  had  been  opened 
two  years  previously  and  it  was  possible  to  convert 
the  first  floor  into  a receiving  station  where  the 
burned  victims  could  be  segregated  for  further  treat- 
ment. Interested  in  the  treatment  of  burns  for  several 
years,  Donald  B.  Wells  soon  assumed  the  leadership 
in  caring  for  the  circus  fire  victims  at  the  Hartford 
Hospital.  During  the  fifteen  years  since  he  published 
his  beautifully  illustrated  paper  on  “The  Treatment 
of  Electric  Burns,”  Donald  Wells  had  gained  recog- 
nition as  an  authority  in  this  field. 

The  final  chapter  in  the  history  of  the  Hartford 
Hospital  was  written  when  the  present  modern 
building  was  dedicated  on  March  14,  1948  and 
opened  for  the  admission  of  patients  15  days  later. 
The  first  new  complete  hospital  to  be  built  after  the 
close  of  World  War  II,  it  attracted  wide  interest 
from  all  parts  of  the  world  because  of  its  modern 


features  such  as  oxygen-making  plant,  conveyor 
belts  and  other  labor  saving  devices.  With  its  new 
research  program  and  an  active  staff  of  200  physi- 
cians this  institution  should  become  a progressively 
improved  place  for  the  recovery  of  patients.  The 
modern  hospital  of  1954  is  a far  cry  from  the  institu- 
tion of  100  years  ago  where  only  the  very  ill  were 
admitted  and  from  whose  doors  a comparatively 
small  proportion  returned  to  useful  lives. 

Little  has  been  written  of  Dr.  Nathan  Afayer  of 
Hartford  but  at  the  centennial  celebration  of  the 
Hartford  County  Medical  Association  in  1892  he 
read  a poem,  the  product  of  his  own  pen,  which 
aptly  fits  this  centennial  observance  of  the  Hartford 
Hospital. 

“This  day  betwixt  the  past  we  stand 
And  that  great  time  which  is  to  be 
When  fruitage  comes  to  all  that  we 
Have  planted  with  a zealous  hand. 

“This  day  we  still  salute  the  past. 

We  gauge  its  merit,  know  its  worth. 

Exalt  its  memories  on  earth — 

Source  of  our  work,  and  thus  to  last. 

“But  past  is  past.  The  age  must  win 
Its  laurels  in  the  future.  Fate 
Swings  open  with  the  century’s  gate: 

We  enter  in — we  enter  in!” 


INCIDENTS  AND  ANECDOTES  OF  THE  HARTFORD  HOSPITAL 

Robert  A.  Goodell,  m.d.,  Hartford 


The  Author.  Medical  Director,  Phoenix  Mutttal 
Life  bis'urance  Cotiipany,  Hartford,  Connecticut 


T N recounting  incidents  and  anecdotes  of  the  Hart- 
ford  Hospital  it  is  only  natural  for  each  of  us  to 
think  back  to  his  own  experience  and  to  the  leading 
physicians  he  has  known.  Since  my  own  internship 
was  under  the  guidance  of  Dr.  A.  M.  Rowley  and 
Dr.  Walter  Steiner,  many  of  my  remarks  will  con- 
cern these  two  positive  individuals  and  their  con- 
temporaries. We  need  to  know  the  men  and  their 
eccentricities  to  appreciate  fully  anecdotes  concern- 


ing them.  Many  of  you  could  tell  incidents  regarding 
the  times  and  characters  related  to  your  own 
experience  and  I only  wish  we  had  time  for  such  a 
session. 

Dr.  A.  M.  Rowley  often  told  the  story  of  one  of 
the  surgeons  on  Dr.  Harmon  Howe’s  servfice  who 
was  supposed  to  repair  a left  inguinal  hernia  but  by 
mistake  he  operated  on  the  right  side.  The  next  day 
on  ward  rounds  the  patient  said,  “Doctor,  I am  sore 
on  my  right  side  but  my  lump  is  on  the  left!”  “Oh,” 
said  the  surgeon,  “we  always  do  the  right  side  first.” 
The  patient  was  perfectly  satisfied  and  next  day  had 
the  left  side  repaired. 
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One  of  the  most  amusing  incidents  in  my  expe- 
rience ^vas  when  Dr.  Maxwell  Phelps  was  my 
junior  on  A.  M.  Rowley’s  service.  Max  w’as  follow’- 
ing  the  usual  procedure  of  placing  sterile  tow'els 
around  the  operative  field.  A.  AI.  was  not  satisfied 
with  the  placement  of  the  towel  clips  and  he  was 
inclined  to  tap  his  foot  when  a bit  impatient.  After 
two  or  three  unsatisfactory  attempts  to  place  the 
clip,  A.  M.,  tapping  his  foot,  said,  “No,  doctor,  not 
there  but  there!”  and  placed  his  gloved  finger  on  the 
exact  spot.  Max  placed  the  clip  in  the  skin  of  the 
anesthetized  patient,  including  A.  M.’s  unanesthe- 
tized finger.  A.  M.’s  comment  will  not  be  recorded. 

A.  M.’s  patients  were  rather  sensitive  to  pain. 
Often  on  ward  rounds  without  even  a smile  Dr. 
Rowley  would  enact  a little  drama.  He  would  lightly 
put  his  hand  on  the  abdomen  and  the  patient  would 
say,  “Oi!”  Then  A.  M.  wmuki  tweak  the  ear.  “Oi!” 
Then  the  little  finger  and  the  little  toe— same  result— 
“Oi!”  Then  A.  M.  would  say,  “See,  doctor,  first 
day  after  operation  and  tender  all  over.” 

Dr.  Whitfield  Larrabee  recalls  a Greek  patient  on 
Dr.  Steiner’s  service.  It  was  important  to  have  a his- 
tory before  ward  rounds,  but  no  one  could  under- 
stand. Even  Greek  help  from  the  kitchen  could  not 
talk  with  the  patient.  At  ward  rounds  it  was  ex- 
plained to  Dr.  Steiner  that  no  history  could  be 
obtained  until  some  of  the  staff  had  an  opportunity 
to  interview  the  family.  Dr.  Steiner  said,  “I’ll  handle 
this.  I majored  in  Greek.”  Whereupon  Dr.  Steiner 
WTiit  to  the  bedside  and  addressed  the  patient  in 
Greek.  The  reply  was,  ‘No  spek  English.” 

In  the  first  Reports  of  the  Hartford  Hospital, 
1855-1880,  of  particular  interest  are  some  of  the 
Rules  of  the  Hartford  Hospital  for  Visiting  Physi- 
cians and  Surgeons,  particularly  in  relation  to 
“Government  of  Patients.”  Rule  number  VI,  “Spit- 
ting on  the  floor,  or  other  practices  inconsistent  with 
neatness,  must  be  avoided.”  Rule  number  VII,  “No 
patient  shall  smoke  tobacco  in  the  hospital.”  Rule 
number  VIII,  “Before  lying  on  their  beds,  patients 
must  take  off  their  boots  and  shoes.”  Rule  for 
Admission  of  Patient,  “The  ordinary  charge  per 
week  is  |6,  which  includes  ^edical  and  surgical 
care,  together  with  medicine  and  nursing.”  This  was 
double  the  original  price  of  I3  per  week. 

The  first  surgical  records  were  kept  from  Eebru- 
ary  1874  November  1877.  The  first  surgical 
patient  listed  in  the  record  was  one,  Michael  Bradley, 
age  20,  a laborer  suffering  from  a psoas  abscess. 
After  treating  with  poultices  for  thirteen  days.  Dr. 


Jarvis  introduced  an  aspirator  and  drew  off  a pint 
of  pus.  On  the  following  day  the  patient  was  very 
weak  with  respirations  hurried  and  feeble.  The 
treatment  was  whiskey  punch  and  five  grains  of 
quinine  every  two  hours.  The  next  day  the  patient 
had  a high  fever  and  the  abscess  had  forced  an 
opening  through  a wound  made  by  the  needle  of 
the  aspirator.  A deep  incision  was  made.  On  the 
following  day  the  dose  of  quinine  was  reduced  to 
three  grains  every  two  hours  as  the  patient  com- 
plained of  ringing  in  his  ears.  The  patient  was  given 
stimulants  in  “as  large  quantities  as  he  will  take.” 
On  June  1,  1874,  three  months  after  admission,  the 
patient  was  discharged  cured. 

Levi  Hamlin  was  the  second  surgical  patient,  a 
42  year  old  farmer  wounded  during  the  war,  com- 
plaining of  sw'ollen  foot  and  ankle.  “The  patient 
wants  his  foot  amputated.”  Poultices  were  applied 
to  the  painful  and  swollen  foot  and  on  March  27, 
1874,  twenty-seven  days  after  admission,  the  nota- 
tion was  made  that  the  patient  had  recovered  and 
could  walk  without  a crutch.  It  was  also  noted  that 
the  patient  “makes  a good  nurse.”  He  was  discharged 
on  May  8,  over  two  months  later. 

Christopher  Ryan,  a 26  year  old  teamster  from 
Ireland,  was  admitted  to  the  hospital  complaining 
of  bubo.  Pressure  w-as  made  by  keeping  a brick  over 
the  inflamed  gland.  The  next  day  the  patient  com- 
plained that  he  “can’t  keep  the  brick  on  during  the 
night.” 

Apparently  there  was  no  hesitation  about  spend- 
ing time  and  effort  in  consultation.  A lad,  age  19, 
had  a fatty  tumor  of  the  neck.  In  consultation  w'ere 
present  “Drs.  Hawley,  Russell,  Euller,  Barrows, 
Hastings,  Jarvis,  Wainwright,  Hudson,  Chamber- 
lain,  and  Dunbar.”  I wonder  if  today  CA4S  would 
approve  of  ten  consultants!  The  ten  names  men- 
tioned are  prominent  in  the  medical  history  of  Con- 
necticut. Of  personal  interest  to  me  is  the  name  of 
Ashbel  Ward  Barrows,  who  was  the  second  iMedi- 
cal  Director  of  the  Phoenix  Adutual  Life  Insurance 
Company. 

Thomas  Gibeony,  a 19  year  old  temperate  Con- 
necticut laborer,  was  admited  with  caries  of  tibia 
and  fibula  resulting  from  an  inury  “by  being  run 
over  by  horsecar.”  The  disease  of  the  bone  was  so 
extensive  that  amputation  was  considered  the  only 
course  of  treatment.  “Patient  didn’t  w ant  any  such 
operation  and  left.” 

The  hazards  of  modern  travel  w ere  already  taking 
effect.  Patrick  Slattery,  alias  McKenna,  an  intemper- 
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ate  laborer,  age  35,  was  “knocked  over  the  fence  by 
the  steam  cars.”  The  only  serious  injury  was  a 
fracture  of  the  ulna.  Patrick  was  admitted  May  9, 
1875,  and  on  June  26  it  was  noted  that  there  was 
considerable  ankylosis  of  the  elbow.  “The  man 
refused  to  have  the  adhesions  broken  up  and 
eloped.”  The  term  “eloped”  was  used  fairly  com- 
monly wdien  a patient  left  the  hospital  against 
advice. 

John  Cahill,  50,  a temperate  laborer  from  Ireland, 
was  admitted  with  hemorrhoids.  “No  treatment 
except  a laxative  after  which  he  eloped.”  Frank 
Berry  of  South  Windsor  was  admitted  for  disfigure- 
ment of  the  face  from  powder  burns.  Concentrated 
acetic  acid  was  applied  to  each  spot  and  “quite  a 
surface  of  the  face  was  touched  with  the  acid  and 
a very  large  scab  formed.  The  patient  was  afraid 
that  the  treatment  would  be  worse  than  the  disease 
so  he  eloped  October  30  and  has  not  since  put  in  an 
appearance.” 

Edward  Riley,  a 35  year  old  laborer,  was  admitted 
November  7,  1876  with  a lacerated  wound  of  the 
head.  “While  engaged  in  an  election  fight  he  was 
struck  upon  the  head  with  a bottle,  making  a slight 
wound  on  the  forehead  and  rupturing  the  temporal 
artery.  The  wound  was  drawn  together  with  ad- 
hesive plaster.”  On  February  24  he  “found  out  that 
he  was  to  be  discharged  so  he  left  at  peace  with  all.” 

A 30  year  old  single  intemperate  teamster  was 
admitted  with  a diagnosis  of  frozen  feet.  Four  days 
later  the  notation  was  made,  “Feet  not  frozen.  He 
is  a fraud.  Discharged.” 

A 40  year  old  housekeeper  was  admitted  on  the 
evening  of  March  12,  1874,  “her  illness  being  nervous 
excitement  from  intemperate  drinking  of  gin.”  Nine 
days  later  she  was  discharged— “Her  husband  wants 
her  home  once  more.” 

George  Carey,  28,  “a  single,  intemperate,  third- 
rate  prize  fighter,”  was  admitted  because  he  “burned 
his  leg  by  exposure  to  the  sun  while  out  clamming 
at  New  Haven.” 

A 66  year  old  “Connecticut  truss  and  mesh-net 
manufacturer,  married,  sober,  temperate  in  all 
things,”  was  admitted  in  December  1874.  must  be 
that  his  character  somewhat  changed  while  he  was 
in  the  hospital  for  a few  days  later  he  was  “dis- 
charged for  disorderly  conduct.” 

A butcher  was  admitted  November  8,  1875  with 
retention  of  urine  from  stricture.  Sounds  were  passed 


every  other  day  for  dilation  of  stricture.  On  Novem- 
ber 10  two  wax  bougies  and  number  6 steel  sound 
were  passed.  On  November  1 5 “succeeded  in  passing 
the  largest  wax  bougie.”  Fifteen  days  after  admission 
the  patient  was  “discharged  happy  and  has  gone  into 
the  sausage  business  with  renewed  vigor.” 

Margaret  Dunn,  who  was  injured  ten  years  pre- 
viously, was  admitted  on  February  9,  1872,  having 
lost  the  power  of  both  limbs  one  and  a half  years 
before  admission.  The  treatment  in  February  con- 
sisted of  tonics.  By  July  the  treatment  was  interest- 
ingly changed  to  “electricity.”  In  September  she 
was  gaining  the  use  of  her  limbs  very  slowly.  By 
December  she  could  walk  a little  with  assistance.  In 
September  1874,  one  year  after  the  start  of  treatment 
with  electricity,  she  “walks  easily.  Goes  out  to 
church.” 

On  December  10,  1873,  Patrick  Brennan  was  ad- 
mitted. “Has  wind  in  his  stomach  and  is  a soldier.” 

A 67  year  old  leather  dresser  was  admitted  with 
senile  debility,  having  the  appearance  of  having  had 
apoplexy  some  time  ago.  On  examination  of  his 
urine  a little  sugar  was  found.  Twelve  days  later  he 
was  “improving  steadily  on  tonic  treatment.”  Ten 
days  later  friends  sent  him  a feather  bed— “a  cruel 
kindness.”  After  another  ten  days  the  note  is  made 
that  “he  lies  on  his  back  in  feathers  and  is  getting 
a bed  sore  and  atrophy  of  gluteal  muscles.  Insisted 
on  his  getting  up.”  After  leaving  his  feather  bed  he 
steadily  got  better  and  was  discharged  improved. 

A 37  year  old  housekeeper  was  admitted  with 
ascites.  She  had  been  tapped  several  times  and  seemed 
to  be  improving.  A month  later,  “had  some  trouble 
with  her  spouse,  who  refuses  to  pay  any  more  money 
for  her  bread  and  hash  here,  so  she  is  discharged— 
improved.” 

Bridget  Connor,  a 55  year  old  housekeeper,  was 
admitted  in  December  1873  with  hemiplegia  and 
“alcoholismus.”  A week  later  a Christmas  wreath 
took  fire  near  the  head  of  her  bed  which  so  startled 
her  as  to  make  her,  for  the  time,  unaware  of  her 
hemiplegia.  Dr.  Jarvis  asked,  “Why  in  the  dominion 
of  his  Satanic  Majesty  don’t  you  have  another  fire?” 

On  January  i,  1874  Thomas  Steele,  age  47,  was 
admitted  suffering  from  his  fifth  attack  of  gout.  He 
was  treated  with  wine  of  colchicum  and  carbonate 
of  potash.  On  January  5,  much  better.  “Think  a 
nice  chop  would  agree  with  his  stomach.”  On  Janu- 
ary 10,  discharged,  cured.  “Has  gone  for  his  nice 
chops.” 
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A ^59  year  old  laborer  ^\’as  admitted  with  “rheu- 
matism and  a ^\’ooden  leg.”  He  had  taken  a large 
amount  of  poor  w hiskey.  SevTii  “fly  blisters,  one 
times  one,  \vere  ordered  over  the  sciatic  nerve.” 
He  pulled  off  the  blisters  during  the  night.  Fourteen 
more  were  applied  “on  rump  and  leg.  Patient  pulled 
them  off  at  12  m.  when  he  was  discharged  cured.” 

In  February,  1874  a 29  year  old  laborer  was  ad- 
mitted with  lumbago.  He  received  the  usual  treat- 
ment of  blisters.  Twelve  days  later  the  notation  was 
made,  “William  says  he  is  disabled  and  wants  to 
get  into  the  Soldiers’  Home.  Although  he  swears  to 
great  disability,  still  he  is  strong  enough  to  eat  and 
sleep  well.”  In  March  he  was  discharged.  “Has  gone 
on  his  way  rejoicing  to  the  home.” 

In  May,  1874  a 30  vear  old  housewife  was  admitted 
and  “deliverd  of  a fine  boy.”  Thirteen  days  later, 
“Katie  has  this  evening  a very  severe  headache. 
Morphia  stilph.  has  been  administered  and  we  await 
results.”  The  next  day,  “Katie  kindly  yielded  to 
treatment,  and  tired  nature’s  sweet  restorer,  balmy 
sleep,  engulfed  her  in  his  somniferous  mantle.  In 
the  early  matin  hours  she  awoke  to  things  terrestrial, 
refreshed  and  invigorated,  and  when  the  frugal  meal 
was  prepared  she  destroyed  her  usual  hash.” 

Ninety  years  ago  this  month  a 30  year  old  quarry- 
man  was  admitted  to  the  surgical  ward.  Twelve  days 
later  he  \vas  transferred  to  the  medical  ward  with 
mitral  insufficiency.  Six  days  later  he  took  his  de- 
parture. “Being  an  untamed  child  of  nature  he  sought 
those  paths  where  he  could  travel  both  sides  of  the 
road  unmolested.”  It  was  a good  thing  he  did  not 
drive  away  in  an  automobile. 

A 25  year  old  male  was  admitted  in  May,  1874, 
diagnosis  not  recorded.  Five  days  later  the  notation 
was  made,  “Feels  much  better  and  looks  brighter.  He 
is  confident  that  wffiiskey  and  water  (nine  parts  of 
spirits  fermenti  to  one  of  aqua)  would  be  efficacious 
in  the  ills  to  which  his  flesh  is  heir.”  Pepsin  and 
bicarbonate  of  potassium  were  given  and  a month 
later  he  was  discharged  improved. 

A 40  year  old  “temperate”  laborer  was  admitted 
in  November,  1874  with  gastritis  from  abuse  of 
whiskey.  On  December  31,  1874  the  following  nota- 
tion was  made:  “After  wrestling  unsuccessfully  with 
the  accompaniments  of  Christmas,  Michael  returned 
I to  the  hospital  much  the  worse  for  the  conflict.” 

On  November  27,  1874  a 16  year  old  colored, 
temperate,  single,  domestic  was  admitted  to  the 
hospital.  She  says  she  has  “manners,  religion,  and  fits. 


Got  the  manners  and  piety  in  North  Carolina; 
doesn’t  know  where  the  fits  came  from.  Gave  her 
potassium  bromide  20  grains  t.i.d.  without  control- 
ling the  fits  which  were,  however,  decreased  in 
severity  by  a hot  capsicum  footbath.”  On  December 
13  Dr.  Wainwright  ordered  8 grains  ammonium 
bromide  t.i.d.  in  addition  to  the  potassium  bromide. 
There  was  no  improvement. 

Looking  back  at  more  recent  times,  the  prohibi- 
tion era  produced  many  amusing  incidents.  One  of 
the  now  retired  members  of  the  stalT  went  to  a New 
England  village  and  felt  he  needed  something  to 
take  “on  a fishing  trip.”  He  asked  a native  resident 
if  there  was  any  place  in  town  where  one  could  buy 
a bottle.  The  reply  was,  “You  see  that  millinery  shop 
up  the  street?”  “Yes,  but  you  can’t  buy  liquor  in  a 
millinery  shop.”  “I  know  it,  but  that’s  the  only  place 
in  town  you  can’t  buy  it.” 

There  are  many  stories  concerning  Dr.  Ansel  G. 
Cook.  When  an  intern,  he  was  on  the  witness  stand 
regarding  some  legal  matter  concerning  a patient. 
An  attorney  was  trying  to  heckle  and  confuse  the 
young  doctor.  The  lawyer  said,  “Now,  Dr.  Cook, 
you  say  on  such  and  such  a day  these  things  hap- 
pened. How  do  you  know  all  this  took  place?” 
Ansel  calmly  replied,  “By  a certain  peculiar  mental 
process  known  as  ‘memory’!”  Ansel  G.  Cook  was 
one  of  the  first  to  own  an  automobile.  Dr.  McKnight 
was  admiring  the  new  machine  and  wondering  just 
how  it  worked.  “Why,  very  simple,”  said  Ansel, 
lifting  the  hood.  “You  see,  that  pipe  is  where  you 
put  in  the  gasoline.  Now  come  around  back  and 
you  see  this  pipe  is  where  it  comes  out.  That’s  all 
there  is  to  it.” 

Dr.  Isaac  Kingsbury  recalls  a Mrs.  Bean  he  had 
admitted  for  gall  bladder  surgery.  She  was  seen  by 
three  surgeons,  namely,  Drs.  Ingalls,  Ansel  G.  Cook, 
and  “Whiskers”  Root.  These  consultants  appeared 
as  large  men  with  formidable  mustaches  and  in  one 
case  a “duster”  type  beard.  Leaning  over  the  patient, 
one  physician  said,  “1  think  we  should  make  the 
incision  from  here  to  here.”  “No,”  another  said,  “it 
should  be  from  here  to  here.”  Later  in  the  day  Dr. 
Kingsley  found  that  Mrs.  Bean  had  left  the  hospital. 
He  went  to  her  home  and  asked  w hat  had  happened. 
The  patient  replied,  “When  they  said  cut  from  here 
to  here  or  maybe  from  here  to  here,  I said,  ‘Beany, 
home  is  the  place  for  me’!” 

Another  retired  Hartford  Hospital  stalT  member 
recalls  the  early  days  when  he  had  climbed  three 
long  flights  of  stairs  to  see  a spinster  with  some  chest 
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condition.  He  then  discovered  he  had  left  his  stetho- 
scope in  his  buggy.  At  that  time  medical  schools 
taught  direct  auscultation  as  well  as  the  use  of  a 
stethoscope.  Rather  than  climb  the  stairs  again  the 
physician  used  the  direct  method  on  the  small  area 
the  spinster  would  expose.  When  he  had  finished, 
the  patient  with  a coy  smile  exposed  the  other  side. 
“Doctor,  don’t  you  want  to  warm  the  other  ear?” 

In  more  recent  times  there  was  a house  officer 
who  had  a habit  of  going  to  the  old  OB  ward  about 
1 1 each  night  and  getting  the  nurses  to  mix  him  a 
milkshake.  Somewhat  tired  of  this,  one  night  the 
nurse  used  breast  milk.  After  he  had  downed  the 
milkshake,  the  nurse  asked  the  house  officer  how  he 
liked  it  and  he  said,  “Fine.”  The  nurse  then  told  him 
the  source  of  the  milk  and  he  promptly  lost  his 
milkshake. 

We  perhaps  should  not  turn  away  from  former 
days  without  giving  a pat  on  the  head  to  the  iron 
dog  which  today  guards  the  entrance  to  the  new 
hospital.  This  one  hundred  fifty  pound  faithful 
guardian  was  presented  to  the  hospital  by  “Uncle 
Billie”  Morgan,  probably  in  the  1890’s.  The  dog 
originally  rested  by  the  ambulance  entrance  to  the 
hospital;  later  it  was  placed  by  the  Hall  Wilson 
Laboratory.  Since  interns  formerly  had  few  nights 
off  and  had  to  provide  their  own  amusement,  the  iron 
dog  has  more  than  once  rested  on  the  bed  of  some 
intern  lucky  enough  to  get  an  evening  away  from 
the  hospital.  This  house  officer  on  return  to  his  room 
in  the  early  hours  would  have  to  struggle  with  our 
one  hundred  fifty  pound  friend  or  sleep  wdth 
him.  At  times  the  dog  has  been  painted  various 
colors  which  meant  that  the  maintenance  department 
had  to  remove  the  paint.  Tiring  of  removing  paint 
and  returning  the  dog  to  his  proper  place,  the  de- 
partment finally  stored  him  in  the  basement.  Here  he 
was  spied  by  two  students  of  Manhattan  College 
who  were  calling  on  two  student  nurses.  The  iron 
dog  took  his  longest  journey  since  the  gay  nineties. 
One  of  the  nurses  told  a Hartford  Hospital  official 
who  contacted  Manhattan  College  and  the  dog  was 
returned.  Now  the  iron  dog  is  securely  fastened  in 
concrete  by  the  entrance  to  the  hospital  and  may 
be  admired  by  all.  Children  love  him.  Mysterious 
persons  tie  ribbons  around  his  neck,  always  a red 
ribbon  at  Christmas  and  a green  ribbon  on  St.  Pat- 
rick’s day.  As  I write  this  he  has  a purple  ribbon 


placed  there  by  some  unknown  admirer.  Other  dogs 
befriend  him  and  pay  him  compliments  which  un- 
fortunately he  cannot  return  since  his  feet  are  in 
concrete.  What  can  be  a better  link  with  the  gay 
and  amusing  past  than  this  handsome  and  imposing 
friend,  the  iron  dog? 


Dean  Lippard  Named  President  of 
Association  of  American  Medical  Colleges 

Dr.  Vernon  W.  Lippard,  dean  of  the  Yale  Uni- 
versity School  of  Medicine,  was  installed  as  president 
of  the  Association  of  American  iMedical  Colleges  at 
the  association’s  recent  annual  meeting. 

The  meeting,  held  at  French  Lick,  Indiana,  was 
attended  by  representatives  from  medical  schools  in 
the  United  States,  Canada  and  the  Philippines.  Dr. 
Lippard  succeeds  Dr.  Stanley  E.  Dorst,  dean  of  the 
University  of  Cincinnati  College  of  Medicine,  who 
has  served  as  president  of  the  association  during  the 
past  year. 


THE  DOCTOR’S  OFFICE 

Robert  C.  Emmel,  m.d.  announces  the  removal  of 
his  office  for  the  practice  of  obstetrics  and  gyne- 
cology to  1005  Earmington  Avenue  Plaza,  West 
Hartford. 

Robert  G.  Reynolds,  m.d.  announces  the  associa- 
tion of  Harry  R.  Gossling,  m.d.  with  him  in  the 
practice  of  orthopedic  surgery  at  85  Jefferson 
Street,  Hartford. 

Robert  W.  Shreve,  m.d.  announces  the  removal 
of  his  office  for  the  practice  of  obstetrics  and  gyne- 
cology to  1005  Earmington  Avenue  Plaza,  West 
Hartford. 

William  Beecher  Scoville,  m.d.,  Benjamin  Brad- 
ford Whitcomb,  m.d.,  Rembrandt  Harvey  Duns- 
more,  M.D.  announce  the  association  of  Erancis 
George  Reilly,  m.d.  in  the  practice  of  neurological 
surgery. 

C.  F.  Von  Salzen,  m.d.  announces  the  association 
of  James  iVI.  Trench,  m.d.  in  the  practice  of  psychi- 
atry at  725  Asylum  Avenue,  Hartford. 
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Special  Article 

AUTOMOTIVE  CRASH  INJURY  RESEARCH  IN  CONNECTICUT 
Robert  M.  Tracy,  New  York  City 


The  Author.  Field  Represe7itative,  Comell  Aiito 
Crash  Injury  Research 


Connecticut-Cornell  Automotive  Crash  In- 
-*■  jury  Research  project  has  been  in  progress  for 
five  months.  In  two  sampling  areas,  the  first  cen- 
tered at  Stafford  Springs  and  the  second  at  New 
London,  physicians  and  hospital  personnel  are  col- 
laborating with  State  police  in  a special  study  of  the 
causes  of  injuries  to  the  occupants  of  passenger 
automobiles  involved  in  accidents.  The  Connecticut 
study  is  part  of  an  interstate  project  supervised  by 
Cornell  University  Medical  College.  Other  pai- 
ticipating  States  are  Maryland,  North  Carolina,  and 
Virginia.  Plans  for  the  inclusion  of  Minnesota  are 
also  under  consideration  and  arrangements  have 
been  made  to  obtain  the  first  urban  sampling  of  crash 
injuries  from  the  City  of  Minneapolis. 

This  interstate  project  promises  to  produce,  for 
the  first  time,  information  concerning  the  specific 
causes  of  injuries  and  deaths  in  a representative 
sample  of  passenger  car  accidents.  The  study  is 
aimed  at  producing  statistically  reliable  facts  which 
will  be  useful  to  the  automobile  manufacturers  in 
their  efforts  to  design  passenger  cars  which  will 
offer  better  protection  to  occupants  when  accidents 
happen.  Preliminary  findings  of  the  interstate  project 
resulting  from  the  first  year’s  work  show  promise 
that  the  study  will  yield  good  results.  Automobile 
manufacturers,  medical,  insurance  and  safety  groups 
are  following  its  progress  closely  and  it  would 
appear  that  ultimately  this  research  effort  may  well 
affect  everyone  who  rides  in  a passenger  car.  In  this 
important  activity  Connecticut  physicians  play  an 
important  role. 

It  is  interesting  to  note  that  this  effort  to  produce 
safer  cars,  which  at  first  glance  would  appear  to  fall 
more  properly  in  the  category  of  engineering,  has 
been  undertaken  by  a medical  group.  The  point  of 
view  adopted  by  Cornell  and  by  cooperating  agen- 
cies is  that  the  widespread  incidence  of  passenger 
car-accident  injuries  represents  a medical  problem 


of  epidemic  proportions.  The  Cornell  project  func- 
tions under  the  Department  of  Public  Health  and 
Preventive  Medicine  of  the  Medical  College  and  is 
sponsored  by  the  Commission  on  Accidental  Trauma 
of  the  Armed  Forces  Epidemiological  Board  and  is 
supported  by  funds  provided  by  the  Surgeon  Gen- 
eral, Department  of  the  Army.  For  the  purposes  of 
this  study,  impact  injury  in  passenger  automobiles 
is  considered  a present-day  endemic  situation  as 
characteristic  of  our  times  as  were  the  widespread 
occurrences  of  typhoid  or  malaria  fevers  in  the  days 
before  medical  groups  found,  through  research, 
means  of  coping  with  them.  Toward  the  solution  of 
this  new  medical  problem  it  is  believed  that  many 
of  the  classic  research  methods,  successful  in  the 
past,  can  be  of  equal  value. 

Because  no  systematized  records  previously  were 
kept  of  the  causes  of  injury  in  passenger  car  acci- 
dents or,  for  .iiat  matter,  of  the  nature  of  the  injuries 
themselves,  an  entirely  new  data-collecting  system 
Uas  been  set  up  which  functions  parallel  to  already 
existing  record  keeping  pri  cedures.  Without  reliable 
and  detailed  information  such  as  is  being  currently 
recorded  by  physicians  and  State  police  in  coope.r- 
ating  States,  it  is  not  believed  that  this  disease  of 
impact  injury  on  the  highways  can  be  successfully 
attacked. 

In  the  carefully  selected  sampling  areas  where 
the  study  is  going  on,  specially  trained  State  troopers 
record  on  a separate  form  detailed  information  con- 
cerning the  type  of  accident,  the  resulting  damage  to 
the  car  and  the  seated  position  of  all  occupants.  On 
a section  of  the  form  concerning  injuries,  the  in- 
vestigating trooper  records  the  objects  in  the  car 
which,  in  his  opinion,  caused  the  damage  to  the 
body  areas  of  the  driver  and  passengers.  Photo- 
graphs of  auto  damage  details  and  close-ups  of 
injury-producing  objects  are  also  taken.  To  com- 
plete the  case,  the  attending  physician  fills  out  a 
special  form  for  each  injured  person  describing  the 
precise  nature  and  extent  of  all  injuries. 

In  all  cooperating  States  the  study  is  attempted 
only  after  the  approval  of  State  and  local  medical 


ioo6 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


CONNECTICUT-CORNELL  AUTO  CRASH  INJURY  RESEARCH 


WEEKLY  SUMMARY  REPORTS 


CRASH  INJURY  R E S E A R C H — T R A C Y 


1007 


societies  has  been  granted,  key  physicians  briefed, 
and  hospital  administrators  and  their  accident  room 
personnel  alerted  to  the  needs  of  the  study.  State 
police  ^^’orking  on  the  project  are  given  intensive 
training  and  the  entire  program  is  closely  coordin- 
ated by  Cornell  in  an  attempt  to  produce  informa- 
tion which  will  be  statistically  reliable. 

Medical  aspects  of  the  Connecticut  study  are 
supervised  by  a Medical  Society  Committee  con- 
sisting of  Dr.  Harold  A.  Bergendahl,  Norwich, 
chairman;  Dr.  Paul  W.  \Astal,  New  Haven;  Dr. 
George  Crawford,  Centerbrook;  Dr.  Brae  Rafferty 
of  Willimantic  and  Dr.  Creighton  Barker  of  New 
Haven.  A system  has  been  established  whereby  hos- 
pital personnel  are  notified  by  State  police  which 
accident  victims  come  under  the  scope  of  the  study. 
Completed  medical  forms  are  forwarded  to  the 
Crash  Injury  Research  Committee  at  the  Connecti- 
cut Medical  Society  Headquarters  in  New  Haven 
for  revie^^■,  after  which  they  are  matched  with  the 
associated  accident  forms  and  photographs  and  sent 
to  Cornell.  Completed  cases  are  analyzed  by  Cornell 
personnel  and  the  information  coded  and  tran- 
scribed onto  IBi\I  punch  cards  for  statistical  use. 

In  presenting  the  fundamentals  of  crash-injury 
research,  members  of  the  Cornell  group  often  refer 
to  what  they  term  the  “packaging”  concept.  For 
the  purpose  of  illustration,  occupants  of  an  auto- 
mobile traveling  down  the  highway  are  regarded 
as  “valuable  goods  in  transit”  and  the  automobile  as 
a “package”  containing  these  goods.  Automotive 
Crash  Injury  Research  is  a systematized  evaluation 
of  the  integrity  of  this  package.  It  is  pointed  out 
that  fragile  objects  are  not  shipped  from  one  place 
to  another  unless  properly  packaged,  i.e.,  unless  the 
structures  of  the  package  are  strong  enough  to 
withstand  tumbling  or  rough  use  and  unless  the 
fragile  object  is  protected  from  smashing  against 
unyielding  sides  of  the  package  by  padding  or  by 
tying  down  or  both.  In  this  respect  it  almost  can 
be  said  that  greater  care  is  given  to  the  packaging 
of  a fifty  cent  vase  than  to  the  infinitely  more  valu- 
able contents  of  the  package  represented  by  our 
present  day  automobile. 

Although  the  volume  of  Connecticut  cases  is  not 
yet  sufficient  for  statistical  use,  trends  based  upon 
an  examination  of  360  cases  involving  863  injured 
persons  from  other  States,  which  have  been  longer 
in  the  program,  have  furnished  some  interesting 
evaluations  of  the  passenger  automobile  as  a pack- 
age. In  some  respects  our  automobiles  are  offering 


a good  protection  to  occupants  during  accidents.  In 
a surprising  number  of  accidents  involving  severe 
deceleration  forces,  drivers  and  passengers  emerge 
with  minor  or  no  injury  despite  steering  wheels  bent 
by  chest  impact,  instrument  panels  dented  by  body 
impact,  and  windshields  cracked  or  broken  by 
heads. 

Highlighting  the  need  for  improvements  in  design, 
however,  are  doors  which  open  during  accidents 
resulting  in  the  subjection  of  occupants  to  increased 
hazard  when  they  are  violently  ejected  through  open 
doorw'ays  into  the  path  of  other  vehicles  or  onto 
unyielding  pavements.  Using  the  data-gathering 
techniques  described  earlier,  a study  of  the  opening 
of  front  doors  during  accidents  was  completed.  It 
was  found  that  in  those  injury-producing  accidents 
examined  by  Cornell,  one  or  more  front  doors 
opened  in  nonrollover  accidents  <;2  per  cent  of  the 
time.  Rollover  accidents  in  which  this  phenomena 
occcurred  77  per  cent  of  the  time  highlight  the 
danger  even  further.  When  one  or  more  doors 
opened,  the  occurrence  of  occupant  ejection  was 
34  per  cent.  And,  most  significant  of  all,  was  the 
finding  that  the  occurrence  of  moderate  to  fatal 
injury  doubled  when  people  were  thrown  out. 
Although  these  percentages  may  be  slightly  altered 
as  the  volume  of  data  grows,  it  is  not  believed  that 
the  trend  will  be  significantly  changed. 

Next  in  frequency  to  ejection  as  a cause  of  injury 
was  the  instrument  panel,  followed  closely  by  the 
windshield  frame  or  glass,  components  of  the  steer- 
ing mechanism,  and  door  structures  and  associated 
hardware.  Further  runs  on  the  IBM  machines  with 
a larger  volume  of  cases  will  break  down  into  detail 
numerous  injury-producing  objects  such  as  steering 
wheel  rims,  hubs  or  spokes,  instrument  panel  fittings, 
glareshield  attachment  fittings,  rearview  mirrors, 
etc. 

Concerning  the  relative  danger  of  dilferent  seated 
positions,  an  interesting  finding  has  shown  up  which 
is  contrary  to  popular  belief.  Exposure  to  moderate 
through  fatal  injury  of  right  front  seat  passengers 
was  not  found  to  be  significantly  greater  than  that  of 
drivers.  In  other  words,  popular  references  to  the 
right  front  seat  position  as  the  “suicide  seat”  have 
probably  been  in  error.  As  w ould  be  expected,  the 
safest  place  in  a passenger  car  is  the  rear  seat.  Ex- 
posure to  injury  by  occupants  in  this  position  wws 
over  three  times  less  than  that  of  driver  and  front 
seat  passengers. 

Perhaps  of  greatest  interest  to  doctors,  however. 
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is  information  concerning  injuries  themselves.  Here 
again  some  rather  surprising  finding  have  appeared. 
The  low  percentage  of  injuries  to  the  neck  and 
cervical  spine  is  encouraging  in  that  the  occurrence 
of  broken  necks  apparently  is  nowhere  near  as  fre- 
quent as  had  been  suspected.  Injuries  to  specific 
body  areas  are  ranked  as  follows: 


Injuries  to  Specific  Body  Areas 


INJURY  TO 

NORTH  CAROLINA 

MARYI.AND 

Head 

73% 

80% 

Neck  and  cervical  spine 

7% 

2% 

Thorax  and  thoracic  spine 

33% 

30% 

Abdomen — pelvis  and  lumbar 

spine  1 3 % 

11% 

Upper  extremities 

26% 

22% 

Lower  extremities 

50% 

50% 

The  code  used  by  Cornell  in  recording  injuries 
for  the  IBM  system  permits  the  keeping  of  the 
records  concerning  the  nature  and  extent  of  injuries 
in  great  detail.  As  the  study  progresses,  doctors  will 
be  particularly  interested  in  detailed  information 
concerning  such  traumatic  effects  of  accidents  as  the 
incidence,  type  and  degree  of  internal  injuries  asso- 
ciated with  impact  on  steering  wheels,  the  frequency 
of  mild,  moderate,  or  severe  concussion  associated 
with  head  injury,  the  frequency  of  fractured  skulls, 
cervical  vertebrae,  lumbar  vertebrae,  dislocations  of 
the  femur,  fractures  of  the  pelvis,  etc.  It  is  expected 
that  detailed  information  on  the  percentages  of  dis- 
figuring and  disabling  injuries  will  be  also  forth- 
coming. As  can  be  readily  seen,  this  body  of  data 
will  be  interesting  not  only  to  physicians,  but  also 
to  casualty  underwriters. 

Physicians  actively  cooperating  in  the  study  and 
those  who  will,  doubtless,  be  participating  in  the 
future  when  the  sampling  areas  are  moved,  are  urged 
to  remember  that  for  the  purposes  of  this  project 
the  recording  of  each  injury,  however  slight,  is 
important.  It  will  be  readily  appreciated  that  a 
contused  forehead  caused  by  impact  on  an  instru- 
ment panel  knob  in  a fifteen  mile  an  hour  collision 
might  well  be  a severe  concussion  at  thirty  miles  an 
hour  and  a fatal  penetrating  fracture  at  fifty-five. 
Therefore,  the  recording  of  minor  injuries  is  of  great 
significance  in  that  each  case  adds  weight  to  the 
evidence  needed  to  convict  the  killer  items.  Follow- 
ing this  line  of  reasoning,  the  importance  of  carefully 
detailing  the  occurrence  of  multiple  fatal  lesions  will 
be  readily  perceived.  Of  great  value  also  is  the  in- 
clusion of  the  doctor’s  prognosis  concerning  injuries 


which  might  result  in  permanent  disfigurement  or 
disability. 

The  Cornell  forms  are  brief,  generally  requiring 
less  than  five  minutes  time.  In  this  eflFort  to  reduce 
the  epidemic  proportions  of  our  present  day  disease 
of  impact  injury,  doctors  are  urged  wholeheartedly 
to  cooperate. 

Prophylaxis  Program  of  Connecticut 
Heart  Association 

The  initial  meeting  of  a state-wide  planning  com- 
mittee to  discuss  details  for  a Rheumatic  Fever 
Prophylaxis  Program  for  Connecticut  was  recently 
held  in  Hartford.  Representatives  of  the  Connecti- 
cut Pharmaceutical  Association,  retail  and  whole- 
sale druggists,  the  Connecticut  Medical  Society  and 
the  Connecticut  Heart  Association  carried  on  ex- 
ploratory talks  to  clarify  possible  procedures  to  be 
established  concerning  the  securing  of  prophylactic 
drugs.  As  a result  of  this  extremely  productive 
meeting  during  which  considerable  progress  was 
made  a sound  foundation  has  been  established.  This 
planning  committee  voted  to  continue  functioning 
as  a working  committee  to  carry  through  the  pro- 
gram. 

’53  CV  Disease  Toll  More  Than  All 
Others  Combined 

Heart  and  blood  vessel  diseases  continue  to  take 
more  American  lives  than  all  other  causes  of  death 
combined,  according  to  figures  recently  released  for 
1953  by  the  National  Office  of  Vital  Statistics.  Fol- 
lowing is  a detailed  breakdown  for  the  first  five 
leading  causes  of  death: 


CAUSE 

NUMBER 

PER  CENT  OF 
DEATHS  FROM 
ALL  CAUSES 

Cardiovascular  diseases  

794d2o 

52.3 

Malignant  neoplasms  (cancer)  

229,110 

15. 1 

Accidents  

93i2oo 

6.1 

Pneumonia  

52, HO 

3-4 

Diabetes  

25.390 

1-7 

A Snort  for  Father 

The  latest  request  received  in  one  of  our  hospitals 
from  the  group  of  expectant  fathers  is  for  a snort 
for  the  fathers  to  make  his  anxious,  waiting  moments 
more  endurable. 
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The  17th  International  Congress  of 
Ophthalmology 

The  17th  International  Congress  of  Ophthalmol- 
ogy opened  Friday,  September  10  in  Montreal, 
Canada.  On  Sunday  the  1 2th  it  moved  to  New  York. 
It  was  closed  on  Friday  the  17th. 

The  scientific  papers  covered  almost  every  field 
in  ophthalmology.  Among  the  most  striking  was  a 
panel  discussion  on  “Retrolental  Fibroplasia”  in 
which  the  unanimous  opinion  was  that  the  exposure 
of  prematurely  born  infants  to  oxygen  is  the  main 
cause  of  retrolental  fibroplasia.  “Oxygen  weaning” 
reduces  the  incidence  of  retinopathy  of  prematurity. 

From  Russia  came  the  report  of  7,500  operations 
for  corneal  transplantation  with  a percentage  of 
success  between  seventy-five  and  ninety,  favorable 
for  this  procedure. 

The  French  “Dr.  Dollfus”  reports  about  1,300 
diabetic  patients.  Statistics  sho\\'  that  70  per  cent  of 
diabetic  patients  are  free  of  ocular  complications 
when  they  are  over  forty-five  years  of  age.  Further- 
more, the  duration  of  diabetes  is  the  main  point  and 
the  only  one  which  is  valid.  In  cases  of  diabetes 
which  is  over  fifteen  years  old,  80  per  cent  of  the 
cases  have  retinal  lesions. 

Dr.  Boeder  of  the  American  Ophthalmology  Com- 
pany read  a very  interesting  paper  on  space  per- 
ception. 

The  discussions  on  virus  diseases  of  the  eye  were 
concentrated  on  trachoma  and  Behcet’s  disease. 

As  far  as  the  survey  for  retinal  detachment  is  con- 
cerned interest  was  concentrated  on  surgery  for 
shortening  of  the  eyeball.  It  also  seems  possible  to 
shorten  the  time  of  the  duration  of  the  patient’s  stay 
in  the  hospital. 

Dr.  Spaeth  gave  a most  interesting  talk  on  surgery 
of  the  vertical  in  the  horizontal  concomitant 
strabismus,  by  analyzing  over  1,000  squint  operations 
performed  by  him  in  four  years.  A series  of  articles 
on  glaucoma  and  a symposium  on  the  medial  of  the 
eye  were  interesting. 

Important  also,  were  a series  of  articles  on  the 
vitreous  body  from  the  Retina  Foundation  in  Bos- 
ton (Dr.  Schepens). 

Representatives  of  all  countries  of  the  world  were 


present.  Outside  the  scientific  ophthalomogical 
papers  there  were  various  activities  offered.  On 
Friday  the  loth  there  was  an  opening  ceremony 
where  the  various  representatives  of  universities 
were  preesnt  in  academic  dress.  On  occasion  of  this 
opening  ceremony  the  Gonin  Medal  was  presented 
to  Sir  Stewart  Duke-Elder  by  the  president,  Dr. 
Bernard  Samuels,  who  managed  skillfully  to  keep 
everything  on  schedule  during  the  whole  session. 
This  was  followed  by  a luncheon  given  by  the 
University  of  Montreal.  Idiis  new  French-speaking 
Catholic  university  is  beautifully  located  on  top  of  a 
hill.  In  the  afternoon  there  was  a meeting  of  the 
International  Councils  Against  Trachoma.  Tea  was 
served  to  the  ladies,  and  at  6:30  a cocktail  party  with 
buffet  supper  given  by  the  Mayor  of  Montreal.  On 
Saturday  excursions  were  provided  for  visiting  the 
town  and  surrounding  countryside. 

In  New  York  the  Congress  was  located  in  the 
Waldorf  Astoria  Hotel.  It  provided  ample  facilities. 
On  Sunday  night  Miss  Ida  Mann,  the  world’s  author- 
ity on  the  embryology  of  the  eye  who  after  the  war 
moved  from  England  to  Australia,  gave  a most 
interesting  and  enjoyable  lecture  on  her  “Journey 
To  The  Never  Never.”  She  made  a survey  on  behalf 
of  the  government  of  Australia  of  the  eye  diseases 
in  far  remote  places  of  this  part  of  the  world  among 
the  aborigines.  On  Monday  there  was  a cruise  around 
Manhattan  by  yacht.  On  Wednesday  there  was  a 
luncheon  and  fashion  show  for  the  ladies.  On  Thurs- 
day a Congress  banquet. 

Every  afternoon  there  were  surgical  clinics  that 
were  televised  in  color  from  various  studios  in  New 
York  to  the  Waldorf  Astoria  Hotel,  courtesy  of 
Smith,  Kline  & French.  This  program  was  beauti- 
fully organized  by  Dr.  F.  Brittain  Payne  and  drew 
an  overwhelming  number  of  spectators  to  such  an 
extent  that  the  attendance  at  the  papers,  which  were 
read  simultaneously,  suffered  badly.  It  also  affected 
severely  the  attendance  of  the  scientific  exhibits 
which  were  most  interesting  and  on  which  a great 
deal  of  time  and  effort  had  been  spent. 

The  17th  International  Congress  of  Ophthalmol- 
ogy was  well  attended  and  in  many  respects  a great 
success. 


Peripateticus 
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Four  Physicians  Returned  to  House, 
Two  Defeated 

Four  of  five  incumbent  physician-members  of  the 
House  have  won  re-election— Drs.  Ivor  D.  Fenton 
(R— Pennsylvania),  Thomas  E.  Morgan  (D— Penn- 
sylvania), A.  L.  Miller  (R— Nebraska)  and  Walter 
H.  Judd  (R— Minnesota).  A fifth.  Dr.  Will  Neal 
(R— West  Virginia)  lost  out  in  a bid  for  a second 
term  to  M.  G.  Burnside,  a former  member  of  Con- 
gress. Rear  Admiral  Ross  T.  Mclntire,  personal 
physician  to  the  late  President  Franklin  Roosevelt 
and  one  time  medical  director  of  the  American  Red 
Cross,  failed  in  his  first  bid  for  a Congressional  seat. 
He  was  defeated  by  incumbent  Bob  Wilson  (R— 
California).  Dr.  Mclntire  ran  on  the  Democratic 
ticket. 

What  Election  Results  Mean  in  Committee 
Realignments 

This  year’s  election  will  result  in  a shift  in  chair- 
manships of  all  House  and  Senate  Committees. 
Democrats  in  line  for  chairmanships  generally  are 
the  same  men  who  presided  during  the  last  Demo- 
cratic Congress,  1951-52,  but  the  two  committees 
most  important  in  medical  legislation  are  notable 
exceptions: 

The  House  Interstate  and  Foreign  Commerce 
Committe  chairman  will  be  J.  Percy  Priest  of  Ten- 
nessee, replacing  Charles  Wolverton  of  New  Jer- 
sey. Mr.  Priest  was  the  House  Majority  Whip  in 
1951-52  and  for  a time  chairman  of  the  Interstate 
and  Foreign  Commerce  Committee’s  Health  sub- 
committee. Mr.  Priest  moves  up  to  chairmanship  of 
the  full  committee  because  former  chairman  Demo- 
cratic Robert  Crosser  has  retired  from  Congress. 
This  committee  handles  most  medical  legislation. 

The  Senate  Labor  and  Welfare  Committee  will 
be  presided  over  by  Senator  Lister  Hill  of  Alabama, 
replacing  William  Purtell  of  Connecticut.  Senator 
James  E.  Murray,  chairman  of  the  committee  in  the 
Democratic  82nd  Congress,  again  would  be  entitled 
to  the  post,  but  has  decided  instead  to  take  the 
chairmanship  of  the  Interior  and  Insular  Affairs 
Committee.  Like  Mr.  Priest,  Senator  Hill  has  been 
interested  in  health  legislation.  He  was  co-sponsor  of 


the  Hill-Burton  hospital  construction  legislation 
passed  in  1947. 

Other  Senate  Committees  important  in  medical 
and  allied  legislation  are  expected  to  show  these 
changes: 

Appropriations— Carl  Hayden  of  Arizona  to  take 
the  chairmanship,  replacing  Styles  Bridges  of  New 
Hampshire.  Armed  Services— Richard  B.  Russell  to 
replace  Leverett  Saltonstall  of  Massachusetts.  Bank- 
ing and  Currency— J.  W.  Fulbright  of  Arkansas 
replacing  Homer  E.  Capehart  of  Indiana.  Govern- 
ment Operations— John  L.  McClellan  of  Arkansas 
replacing  Joseph  R.  McCarthy  of  Wisconsin.  Inter- 
state and  Loreign  Commerce— Warren  G.  Magnuson 
of  Washington  replacing  John  W.  Bricker  of  Ohio. 
Judiciary— Harley  M.  Kilgore  of  West  Virginia  re- 
placing William  Langer  of  North  Dakota.  (At  this 
writing  the  Democrats,  with  the  support  of  Inde- 
pendent Wayne  Alorse  of  Oregon,  have  a clear-cut 
margin  of  two  votes  in  the  Senate.  There  is  a slight 
possibility  that  the  Democrats  will  not  want  to 
organize  the  Senate  when  the  defection  of  one  mem- 
ber could  give  the  Republicans  control.) 

Other  changes  in  House  Committees  which  will 
handle  legislation  of  interest  to  the  medical  profes- 
sion are  expected  to  include: 

Appropriations— Clarence  Cannon  of  Missouri  re- 
placing John  Taber  of  New  York.  Armed  Services— 
Carl  Vinson  of  Georgia  replacing  Dewey  Short  of 
Alissouri.  Education  and  Labor—  Graham  A.  Barden 
of  North  Carolina  replacing  Samuel  K.  McConnell, 
Jr.,  of  Pennsylvania.  Government  Operations— 
William  L.  Dawson  of  Illinois  replacing  Clare  E. 
Hoffman  of  Michigan.  Interior  and  Insular  Affairs- 
Clair  Engle  of  California  replacing  A.  L.  Miller  of 
Nebraska.  Judiciary— Emmanuel  Celler  of  New 
York  replacing  Chauncey  W.  Reed  of  Illinois.  Vet- 
erans Affairs— Olin  E.  Teague  replacing  Edith 
Nourse  Rogers  of  Massachusetts.  Ways  and  Means— 
Jere  Cooper  replacing  Daniel  A.  Reed  of  New  York. 

400,000  Nurses  Now  On  Duty 

Almost  400,000  nurses  now  are  on  active  duty  in 
the  United  States,  an  increase  of  16,000  in  five  years, 
according  to  a Public  Health  Service  survey.  The 
estimate  shows  the  following:  231,000  hospital 


NEWS  FROM  WASHINGTON 


lOI  I 


nurses,  a 15  per  cent  increase  in  four  years;  74,000 
private  duty  nurses;  35,200  nurses  working  in  physi- 
cians’ offices;  25,300  public  health  nurses;  14,000 
industrial  nurses;  8,200  nurse  educators  and  1,900  in 
a variety  of  other  fields.  Although  the  ratio  of  nurs- 
ing personnel  to  patients  is  at  an  all-time  peak,  74 
per  100,  Surgeon  General  Scheele  said  the  need  for 
nurses  justified  the  present  annual  student  nurse 
recruitment  goal  of  55,000. 

Mrs.  Hobby  Presses  Reinsurance  at  Life 
Insurance  Convention 

Secretary  Hobby  is  continuing  to  press  for  enact- 
ment of  the  federal  reinsurance  program  defeated 
in  the  last  Congress.  Her  latest  activity  was  at  the 
American  Life  Convention  meeting  in  Chicago, 
where  she  devoted  a large  part  of  her  talk  to  this 
subject.  Mrs.  Hobby  said  the  administration  is  back- 
ing reinsurance  because  “.  . . time  is  running 

against  those  who  seek  to  keep  health  insurance  on 
a voluntary  basis.”  She  added:  “We  still  strongly 
believe  in  a bill  . . . which  seeks  to  compress 

the  experimentation  of  the  next  20  years  into  less 
than  half  the  time  through  the  simple  mechanism 
of  a broad  sharing  of  risks.  We  believe  such  a bill 
will  . . . nurture  rather  than  eaken  the  volun- 

tary health  insurance  concept.” 

The  American  Medical  Association  opposes  rein- 
surance on  the  grounds  that  (a)  the  insurance  car- 
riers themselves  have  all  the  reinsurance  money 
needed,  (b)  voluntary  health  insurance  is  making 
“extremely  rapid”  progress  without  reinsurance,  (c) 
reinsurance  would  not  make  uninsurable  risks  in- 
surable, and  (d)  without  an  objectionable  subsidy 
reinsurance  would  not  reduce  the  cost  of  insurance 
or  “overcome  the  inertia  of  the  unwilling  buyer.” 

FTC  Files  Complaints  Against  Health 
Insurance  Groups 

The  Federal  Trade  Commission  on  October  19 
filed  formal  charges  accusing  17  insurance  companies 
for  false  and  misleading  advertising  of  health  and 
accident  plans  through  misrepresentation  of  their 
policies.  Immediately  the  Joint  Committee  on  Health 
Insurance,  representing  the  industry,  issued  a state- 
ment emphasizing  that  the  complaints  were  nor  a 
definite  finding  or  ruling.  The  statement  also  said 
that  the  government’s  action  should  not  be  inter- 
preted as  evidence  “that  the  relatively  few  com- 
panies involved  are  averse  to  changing  their  adver- 
tising to  remove  FTC  objections.” 


In  the  event  the  government’s  charges  are  sus- 
tained by  the  full  committee  following  hearings,  the 
FTC  will  issue  cease-and-desist  orders,  retjuiring 
the  companies  to  alter  their  advertising  to  comply 
with  the  orders.  FTC  estimates  that  the  17  com- 
panies account  for  about  a third  of  the  individual 
accident  and  health  policies  in  existence  in  the 
United  States. 

Some  of  the  misrepresentations  alleged  by  FTC 
include:  ( i ) Extent  of  coverage— Alany  policies  will 
not  pay  at  all  for  losses  due  to  such  things  as  nervous 
disorders,  or  pregnancy;  nor  for  hernia  and  heart 
disease  unless  originating  six  months  after  policy 
date,  nor  for  sickness  traceable  to  preexisting  condi- 
tions. (2)  iVIaximum  dollar  limits— Many  policies 
provide  full  payment  only  for  one  or  two  compara- 
tively rare  operations;  maximum  average  payable  is 
one-fourth  of  the  specified  amount  or  even  less. 
(3)  Starting  time  of  coverage— Certain  companies 
represent  coverage  at  effective  policy  date,  although 
coverage  begins  after  a specified  period.  (4)  Health 
status  of  applicant— Certain  companies  state  no 
medical  exams  are  required  to  obtain  policies  when 
actually  policies  don’t  cover  preexisting  conditions. 

FTC  listed  the  companies  and  locations  as  follows: 
American  Hospital  and  Life,  San  Antonio;  American 
Life  and  Accident,  St.  Louis;  Automobile  Owners 
Safety,  Kansas  City,  Missouri;  Bankers  Life  and 
Casualty,  Chicago;  Commercial  Travelers,  Salt  Lake 
City;  Commercial  Travelers  Mutual  Accident,  Utica; 
Guarantee  Reseiwe  Life,  Chicago;  Illinois  Commer- 
cial Men’s  Association,  Chicago;  LaSalle  Casualty 
Co.,  Chicago;  Life  Insurance  Co.  of  America  and  its 
officers,  Wilmington,  Delaware;  Alutual  Benefit 
Health  and  Accident  Association  (Mutual  of 
Omaha),  Omaha;  Prudence  Life,  Chicago;  Reserve 
Life,  Dallas;  Southern  National,  Little  Rock,  Ar- 
kansas; Travelers  Health  Association,  Omaha;  and 
United  Insurance,  Chicago. 

The  Joint  Committee’s  statement,  issued  on  behalf 
of  all  health  insurance  companies,  declared  in  part: 
“The  accident  and  health  insurance  business  has 
cooperated  fully  wfith  the  . . . Commission 

. . . in  its  inquiry  into  the  advertising  of  com- 
panies issuing  accident  and  health  insurance.  . . . 

The  complaints  of  course  do  not  constitute  a criti- 
cism of  the  advertising  literature  of  the  business  as 
a whole.  Nor  should  they  be  interpreted  as  criticism 
of  the  accident  and  health  insurance  contracts  issued 
by  any  of  the  companies.  . . . The  advertising 

codes  recently  established  . . . provide  adver- 

tising ethics  and  practices  that  reflect  clearly  the 
desire  of  their  members  to  follow'  the  highest  stand- 
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ards.  Compliance  . . . should  assure  advertising 

that  meets  those  standards.” 

German  Physicians  Living  in  U.  S.  Now 
Subject  to  Doctor  Draft 

Physicians  who  are  nationals  of  Germany  and 
have  been  admitted  to  this  country  for  permanent 
residence  must  now'  register  under  the  Doctor  Draft 
Act.  Selective  Service  headquarters  said  the  require- 
ment applies  to  those  doctors  who  had  not  yet 
reached  their  50th  birthday  on  January  15,  1951- 
However,  the  prohibition  against  calling  of  any 
physician  51  years  or  older  for  service  will  apply 
to  German  nationals  too.  Selective  Service  action 
stems  from  the  expiration  of  a provision  in  a pre- 
World  War  II  U.  S.-German  treaty  exempting 
nationals  of  each  country  from  military  service  while 
living  in  the  other  country.  No  official  estimate  of 
the  number  of  physicians,  dentists  or  veterinarians 
affected  by  the  order  was  available,  but  it  is  certain 
to  run  into  the  thousands. 

The  U.  S.  has  treaties  or  international  agreements 
w'ith  17  other  countries  containing  reciprocal  pro- 
visions of  exemption  from  military  duty.  They  are 
Argentina,  Austria,  Costa  Rica,  China,  El  Salvador, 
Estonia,  Honduras,  Ireland,  Italy,  Latvia,  Liberia, 
Norway,  Paraguay,  Spain,  Switzerland,  Thailand, 
and  Yuo'oslavia. 

O 

Under  terms  of  the  Doctor  Draft  Act  amendment 
of  June,  1953,  the  way  was  cleared  for  drafting  of 
aliens.  The  law  states  that  a registrant  under  the  act 
is  no  longer  held  ineligible  for  appointment  as  an 
officer  on  the  sole  ground  he  is  not  a citizen  of  the 
U.  S.  or  has  not  made  a declaration  of  intent  to 
become  a citizen. 

Biggest  Draft  Call  for  Doctors 
Being  Prepared 

White  House  is  being  asked  to  approve  a January 
draft  call  for  physicians  and  dentists  that  is  expected 
to  be  the  largest  to  date.  All  three  armed  services 
have  put  in  requisitions,  which  have  been  okayed  by 
medical  advisory  committee  to  Selective  Service  and 
forwarded  to  President  for  final  approval.  Draft 
boards  throughout  country  are  now  trying  to  fill 
December  quotas,  which  call  for  550  physicians  and 
429  dentists.  It  is  quite  possible  that  forthcoming 
January  callup  will  be  the  finale  under  provisions  of 
doctor  draft  law. 


Defense  Studies  Continuation  of  $100 
Equalization  Pay 

Among  legislative  proposals  under  study  by  De- 
fense Department  is  continuation  of  the  $100  a 
month  additional  pay  for  physicians  and  dentists 
cominff  into  the  services  under  the  new'  medical 

O 

officer  commissioning  program  after  next  June.  The 
bonus  pay  provision  is  part  of  the  Doctor  Draft  Act 
which  is  slated  to  expire  next  June  30.  As  now^ 
contemplated,  this  extra  pay  w ould  be  applied  only 
to  those  physicians  and  dentists  wdao  sign  up  for 
more  than  the  minimum  tw  o years.  This  would  be 
in  line  with  the  Strauss  Commission  report  of  March, 
1953,  on  pay  for  the  armed  forces.  It  advocated  the 
$100  be  limited  to  doctors  wdlling  to  serve  on  a 
career  basis  or  for  periods  of  duty  longer  than  re- 
quired of  citizens  generally.  Those  on  active  duty 
June  30,  however,  wdll  continue  to  receive  the  $100. 

Meanw'hile,  Defense  reports  that  about  1,900  non- 
veteran physicians  who  will  complete  their  intern- 
ships next  June  have  indicated  interest  in  the  new 
commissioning  program.  Of  these,  about  1,325  asked 
consideration  for  residency  deferments.  The  remain- 
ing  525  said  they  would  be  ready  to  take  commis- 
sions and  go  on  active  duty  some  time  after  June. 
An  as  yet  undermined  number  of  the  1,325  will  be 
given  deferments  by  lot,  results  of  which  are  to  be 
announced  in  early  December. 

Medical  Council  Named  to  Advise  Army 
On  Reserves 

Army  Surgeon  General  George  E.  Armstrong 
has  announced  formation  of  a council  of  five  general 
officers  from  the  Army  Medical  Corps  Reserve.  The 
council  will  advise  him  on  special  reserve  matters 
“having  far  reaching  impact  on  the  health  profes- 
sions of  the  nation  as  well  as  on  those  problems 
concerning  the  general  activities  of  the  Army’s 
medical  reserve.”  It  will  meet  each  spring  and  fall 
on  such  problems  as  procurement  of  reserve  per- 
sonnel, utilization  of  professional  reserves,  and  pro- 
motion of  closer  relationship  betw  een  military  and 
civilian  medicine.  Members  are  Brig.  Gens.  Perrin 

H.  Long,  College  of  Medicine,  State  University  of 
New  York;  Alexander  Marble,  Joslin  Clinic,  Boston; 

I.  S.  Ravdin,  University  of  Pennsylvania  School  of 
Medicine;  Harold  G.  Scheie,  University  of  Penn- 
sylvania Graduate  School,  and  Erank  E.  Wilson, 
director  of  the  AMA’s  Washington  Office. 


H.  M.  Marvin,  m.d.,  President 
Connecticut  State  Medical  Society 
i6o  St.  Ronan  Street 
New  Haven  1 1 , Connecticut 

Please  send  a contribution  card  and  information  com 
cerning  the  American  Medical  Education  Foundation. 


Name 


Office  Address 
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PUBLIC  RELATIONS 


COAIAlirrEE  ON  PUBLIC  RELATIONS 


William  G.  El.  Dobbs,  Torrington 
Chairman 

Elarold  A.  Bergendahl,  Norwich 


Burdette  J.  Buck,  Hartford 
James  C.  Canniff,  Torrington 
A'lorris  A.  Hankin,  New  Haven 


Harry  C.  Knight,  Aliddlctown 
James  LI.  Root,  Jr.,  Waterbury 
Alfred  J.  Sette,  Stamford 


Fairlieid  County  Medical  Association 
Announces  New  Publication 

The  Fairfield  County  Adedical  Association  will 
soon  have  its  own  official  monthly  news  publication. 
In  a recently  published  prospectus  outlining  the 
editorial  policies  of  the  publication  it  was  announced 
that  it  will  be  titled  News  Capsule  and  will  concen- 
trate on  news  concerning  local  medical  association 
activities  and  the  activities  of  ancillary  groups. 

Format  of  the  newcomer  to  the  medical  news 
field  will  be  similar  to  that  of  a pocket  magazine, 
measuring  approximately  five  and  one-half  by  eight 
inches,  with  an  attractive  two-color  cover  bearing 
the  association’s  seal  and  an  appropriate  illustration. 

A4r.  Arnold  P.  Olson,  the  association’s  executive 
secretary,  has  been  named  editor  of  the  publication 
and  it  is  anticipated  the  first  issue  will  be  out  in 
January.  Editorial  policy  will  be  directed  by  a board 
of  eight  physicians,  comprising  Alfred  J.  Sette, 
Stamford,  chairman;  E.  Tremain  Bradley,  South 
Norwalk;  Edwin  R.  Connors,  Bridgeport;  M.  David 
Deren,  Bridgeport;  Frederick  W.  Finn,  Greenwich; 
D.  Olan  Adeeker,  Riverside;  and  Nicholas  P.  R. 
Spinelli,  Stratford. 

AMEF  Income  Passes  One  Million  Mark 


nounced  by  the  American  Adedical  Association’s 
Public  Relations  Department. 

First  editions  of  the  comprehensive  new  hand- 
book will  be  available  early  in  December  for  distri- 
bution to  county  public  relations  chairmen. 

The  new  manual  is  the  result  of  years  of  research 
into  successful  public  relations  programs  across  the 
country.  These  tried  and  proven  programs  have 
been  distilled  into  a step-by-step  plan  for  a successful 
county  program  and  they  are  presented  in  the 
manual  in  a format  that  provides  ready  references 
for  all  types  of  relationship  problems. 

Spelled  out  in  the  manual  is  an  eight  point  pro- 
gram comprising  emergency  call  systems;  mediation 
committees;  press  relations;  speakers  bureaus;  society 
member  indoctrination;  provision  of  medical  care  for 
all;  public  service  activities;  and  citizenship  activities. 
The  manual  also  contains  an  index  and  source  notes 
as  aids  to  securing  further  information. 

Health  Education  TV  Programs  Sponsored 
in  Hartford  County 

A public  service  health  education  project  is  being 
sponsored  by  the  Hartford  County  Adedical  Associa- 
tion in  cooperation  with  WKNB  Television,  New 
Britain. 


The  American  Adedical  Education  Eoundation  has 
received  15,800  physician  contributions  totalling 
11,023,313  since  January  i,  1954. 

This  represents  an  increase  of  more  than  $62,000 
over  the  amount  subscribed  during  the  same  period 
last  year.  With  only  a month  to  go,  both  national 
and  state  campaign  activities  have  been  speeded  up 
to  meet  a national  AAdEF  goal  of  $1,200,000  by  the 
end  of  the  year. 


The  first  phase  of  the  project  comprises  six  five- 
minute  films  on  first  aid  and  health  care,  in  a series 
titled  “What  To  Do.” 

The  second  phase  will  present  a thirty  minute 
film  “A  Fife  to  Save,”  depicting  the  role  of  the 
family  physician  and  the  activities  of  medical  asso- 
ciations. The  films  were  prepared  by  the  American 
Adedical  Association  and  are  available  without  charge 
for  use  by  local  medical  organizations. 


County  Public  Relations  Manual 
Announced  by  AMA 

A new  public  relations  manual  designed  expressly 
for  use  by  county  medical  associations  has  been  an- 


AMA Health  Series  in  Sunday 
Newspaper  Supplement 

The  Sunday  newspaper  supplement.  This  Week, 
is  publishing  a series  of  articles  on  health  topics  in 
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coopenidon  with  the  American  Medical  Association. 
The  first  article  in  the  series,  published  October  16, 
contained  a general  statement  by  Ou  George  F.  Lull, 
secretary  and  general  manager  of  the  AlVIA,  express- 
ing appreciation  for  the  magazine’s  interest  in  pro- 
moting factual  health  information. 

The  magazine  type  supplement  has  a circulation 
of  nearly  11,000,000  readers.  No  limit  has  been  set 
on  the  number  of  articles  to  be  published  and  pres- 
ent plans  call  for  their  release  to  36  of  the  nation’s 
leading  newspapers.  Content  of  the  series  will  com- 
prise interviews  with  staft'  people  from  AAIA  head- 
quarters and  guest  contributors,  including  a number 
of  physicians.  The  project  is  being  coordinated 
through  the  Bureau  of  Health  Education,  AMA. 


Dr.  Lynch  Retires  at  Laurel  Heights 


Edward  J.  Lynch,  m.d. 


Dr.  Edward  J.  Lynch  retired  December  i as 
superintendent  and  medical  director  of  Laurel 
Heights  Sanatorium  after  38  years  of  service. 

The  institution  has  evolved  under  his  leadership 
from  a group  of  small  wooden  buildings  into  one 
of  the  leading  tuberculosis  sanatoria  in  the  coun- 
try. Its  facilities  are  housed  in  modern  fireproof 
buildings,  well  equipped  for  the  diagnosis  and  treat- 
ment of  tuberculosis  and  other  pulmonary  diseases. 

Dr.  Lynch’s  supervision  has  brought  wide  recog- 
nition to  the  sanatorium  for  its  medical  policies.  In 
1946  Laurel  Heights  was  one  of  the  first  sanatoria 


to  explore  the  action  of  specific  drugs  in  the  treat- 
ment of  tuberculous  patients  and  to  confirm  the 
value  of  streptomycin. 

Dr.  Lynch  has  held  the  position  of  superintendent 
and  medical  director  of  the  sanatorium  since  1916. 
He  entered  the  Connecticut  Tuberculosis  Service  in 
1912,  following  intern  and  residency  training  at  St. 
Erancis  Hospital,  Jersey  City.  He  is  a native  of 
Connecticut  and  spent  his  early  years  in  Middle- 
town,  where  he  attended  Wesleyan  University.  In 
1908  he  received  his  medical  degree  at  the  University 
of  Pennsylvania  Medical  School. 

Dr.  Lynch  is  a member  of  the  Eairfield  County 
Medical  Association,  the  Connecticut  State  Medical 
Society  and  the  American  Medical  Association.  He 
also  holds  membership  in  the  American  Trudeau 
Society  and  is  a Eellow  of  the  American  College  of 
Physicians  and  the  American  College  of  Chest 
Physicians. 


Red  Cross  and  Civil  Defense  Sponsor 
First  Aid  TV  Series 

A twenty  week  television  series  of  first  aid  demon- 
strations is  being  sponsored  by  the  American  Na- 
tional Red  Cross  in  cooperation  with  Connecticut 
Civil  Defense. 

Telecast  from  the  studios  of  WNHC-TV,  Chan- 
nel 8,  the  series  began  Tuesday,  November  9.  The 
programs  are  being  continued  on  successive  Tues- 
days, from  3:00  to  3:  30  p.  M. 

New  Director  at  Stamford  Hospitals 

Edgar  L.  Geibel  has  succeeded  Leroy  C.  Brown 
as  administrator  of  Stamford  hospitals.  Mr.  Brown 
has  become  administrator  of  the  Phelps  Memorial 
Hospital  at  Tarrytown,  N.  Y. 

Mr.  Geibel  comes  to  Stamford  from  Rochester, 
New^  York  wdaere  he  was  assistant  director  of  the 
Genesee  Hospital.  He  received  his  education  at  the 
University  of  Detroit,  Carnegie  Institute  of  Tech- 
nology, the  University  of  Pittsburgh  and  the  Yale 
LTniversity  School  of  Medicine.  Since  1948  he  has 
been  active  on  the  Rochester’s  hospital  council,  the 
regional  council,  and  the  Council  of  Social  Agencies. 
He  is  a member  of  the  American  College  of  Hos- 
pital Administrators  and  has  served  on  its  manage- 
ment methods  programs. 
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FROM  OUR  EXCHANGES 


“Parkinsonism;  Preliminary  Report  on  Two  New 
Antiparkonsonian  Agents”  is  the  subject  of  a discus- 
sion by  Berris  in  Journal  Lancet  (74:7).  The  two 
agents  are  MK-02  (tropine  benzobydryl  ether 
methane  sulfonate)  and  W-483  (Parsidol  or  Lysi- 
vane). 

MK-02  produced  subjective  improvement  in  7 of 
20  patients.  These  patients  all  received  i mg.  of  the 
drug  three  times  daily  or  more.  In  no  instance  was 
there  objective  evidence  to  show  that  the  symptoma- 
tology had  improved.  Only  two  patients  felt  Artane 
to  be  less  effective  than  AIK-02. 

W-483  resulted  in  objective  improvement  in  8 of 
14  patients.  The  drug  appeared  to  be  nontoxic  and 
seemed  to  be  beneficial  to  the  tremor  component 
of  parkinsonism.  The  dose  necessary  to  produce 
improvement  varied  from  30  to  300  mg.  a day  and 
all  but  one  of  the  improved  patients  received  more 
than  80  mg.  a day.  In  the  entire  group  four  patients 
developed  toxic  reactions  (confusion)  which  dis- 
appeared when  the  drug  was  stopped. 

j/,  ^ ^ .u, 

^ ^ ^ 

Rantz  discusses  “The  Consequences  of  the  Wide- 
spread Use  of  Antibiotics”  in  California  Medicine 
(81:1).  Great  quantities  of  antibiotics  each  year  are 
used  with  the  result  that  there  has  appeared  a large 
number  of  infections  caused  by  organisms  that  are 
resistant  to  the  action  of  one  or  more  of  these  drugs. 
The  control  of  resistant  infections  requires  the  de- 
velopment of  new  antimicrobal  agents  and  of  new 
knowledge  about  the  use  of  older  ones  in  combina- 
tion. 

Dr.  Rantz  urges  the  medical  profession  to  be  more 
circumspect  in  the  use  of  these  important  drugs  or 
the  time  may  come  when  the  control  of  many  serious 
infections  may  become  impossible. 

*.U.  .U. 

^ ^ ^ 

“The  Psychiatric  Aspects  of  the  Menopause”  is 
the  subject  of  an  interesting  discussion  by  Wright 
in  The  West  Virginia  Medical  Journal  {V-.’]).  In  the 
opinion  of  Dr.  Wright  there  is  no  single  psycho- 
pathological  entity  in  the  menopausal  period.  The 
emotional  illnesses  of  this  time  of  life  are  not  directly 
related  to  glandular  deficiency  but  rather  are  the 
result  of  the  individual’s  reaction  to  physiological, 


physical  and  environmental  changes  taking  place  in 
her  life.  Significant  dynamic  factors  are  fear  of  the 
menopause  itself,  reaction  to  physical  aging  and  loss 
of  physical  attractiveness,  psychosexual  conflicts, 
the  end  of  the  child-bearing  period,  the  feeling  of 
uselessness  when  the  children  are  grown,  and  the 
death  of  loved  ones.  A prophylactic  approach  is 
indicated,  in  particular  a healthy  and  scientific 
attitude  of  the  patient  towards  the  menopause  and 
the  development  of  personality  assets  and  interests 
for  the  better  use  of  leisure  time. 

*-V-  ^ 

w 

Segal  et  al.  call  attention  to  the  therapeutic  value 
of  mechanical  respiration  in  acute  and  chronic  pul- 
monarv  disease.  (“Intermittent  Positive  Pressure 
Breathing,”  Neav  Eng.  Jour.  Med.,  250:6).  Mechani- 
cal respiration  also  has  a value  in  many  cardiac  con- 
ditions. Alany  types  of  apparatus  have  been  devised 
to  meet  these  conditions.  Timing,  types  and  site  of 
pressure  breathing  are  factors  that  enter  into  all 
forms  of  apparatus  devised  for  this  purpose.  The 
authors  have  made  a comparison  of  the  various 
methods  employed  for  pressure  breathing. 

Intermittent  positive  pressure  in  the  inspiratory 
phase  of  respiration  with  the  simultaneous  adminis- 
tration of  aerosols  of  bronchodilators  drugs  and  in 
many  cases  pancreatic  Dornase  has  been  of  value  in 
treating  203  patients  with  a variety  of  disorders  of 
the  chest. 

^ Jl, 

*Jv*  “A*  "Tt*  ‘TV* 

DeQuervain’s  Disease  is  an  unfamiliar  title  to  most 
of  us.  It  was  first  described  in  1895  as  a tendon 
sheath  disease,  involving  two  tendons  at  the  base 
of  the  thumb.  Specifically  it  consists  of  a thickened, 
fibrotic  constriction  of  the  common  sheath  that  sur- 
rounds the  abductor  pollicis  longus  and  the  extensor 
pollicis  brevis  tendons  as  they  course  over  the  groove 
in  the  styloid  process  of  the  radius.  It  is  not  too 
uncommon  a disease  if  we  can  judge  by  the  survey 
of  47  cases  made  by  Wickman  and  Lamphier  ( Jour. 
Florida  Med.  Assoc.,  XLI:i).  The  cause  of  the 
disease  seems  to  be  trauma.  An  additional  factor  may 
be  a tendency  to  increased  tension  due  to  the  sud- 
den separation  of  the  tendons  upon  their  exit  from 
the  sheath  compartment.  In  any  event  it  seems  to 
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occur  most  commonlv  in  those  occupations  that 
necessitate  repeated  abduction  of  the  thumb  under 
the  stress  of  grasping  positions  associated  with  ab- 
duction of  the  thumb  and  ulnar  deviation  of  the 
^\•rist  (such  as  knitting,  golfing,  flycasting,  piano 
playing  and  t\ork  on  grinding  and  buffing 
machines). 

The  authors  pay  tribute  to  the  report  of  a few 
cases  that  have  recovered  under  conservative  treat- 
ment. Ho\\  ever,  they  emphasize  that  in  most  cases  in 
which  the  sheath  has  become  greatly  thickened 
there  is  no  alternative  except  division  and  excision  of 
the  sheath.  All  other  measures  in  such  a situation 
have  no  therapeutic  value. 

* * * * 

Histoplasmosis,  long  considered  a rare  disease,  is 
now  found  to  be  a fairly  common  disease,  especially 
in  the  middle  Avestern  United  States.  Prior  et  al. 
report  at  some  length  on  their  experiences  with 
histoplasmosis  (Ami.  hit.  Med.,  40:2). 

Histoplasmosis  is  characterized  by  protean  mani- 
festations. Fever,  weight  loss,  cachexia,  anorexia, 
nausea,  “indigestion,”  vomiting,  diarrhea,  jaundice, 
cutaneous  or  mucosal  ulceration,  cough,  sputum, 
pneumonia  that  is  refractory  to  all  antibiotics, 
hepatomegaly  that  is  occasionally  accompanied  by 
jaundice,  splenomegaly  and  lymphadenopathy,  leu- 
kopenia and  anemia  are  all  mentioned  as  common 
symptoms.  Diagnostic  methods  include  skin  tests, 
serologic  tests  and  cultures.  All  are  of  limited  proven 
value  in  arriving  at  a correct  diagnosis.  Biopsy  of 
lymph  nodes,  mucocutaneous  ulcers  and  pulmonary 
and  bronchial  tissue  removed  at  bronchoscopy  may 
be  he’pful  in  arriving  at  a diagnosis. 

There  is  no  satisfactory  specific  therapeutic 
agent.  The  great  variation  in  the  clinical  course  of 
the  disease  makes  it  difficult  to  evaluate  any  medica- 
tion. Ethyl  vanillate  shows  some  promise  in  the 
treatment  of  active  histoplasmosis.  The  toxicity  and 
the  difficulty  of  administering  this  drug  has  been  a 
deterrent  to  its  use.  Atabrine  has  been  found  to 
inhibit  the  growth  of  H.  capsulatum  in  animals  but, 
if  the  therapy  is  delayed  until  the  animal  is  extreme- 
ly ill,  no  benefit  from  its  use  has  been  observed. 

All  of  the  sulfonamides  and  the  antibiotics  in 
current  use  have  proved  ineffective  in  the  treatment 
of  active  histoplasmosis.  Streptomycin  seems  to 
aggravate  the  symptoms.  The  present  treatment  of 
histoplasmosis  is  still  largely  supportive,  in  a manner 
similar  to  the  long  established  therapy  for  tuber- 
culosis. 


Stein  stresses  the  need  for  a serodiagnostic  test  for 
the  general  screening  of  people  for  cancer.  He  has 
made  a study  of  the  present  status  of  serological  tests 
for  cancer  ( Cctl.  Med.,  80;  i ).  There  have  been  many 
serodiagnostic  tests  for  cancer  published.  None  has 
proved  to  be  a good  general  test  to  detect  cancer.  It 
is  hoped  that  research  in  this  field  will  continue. 
There  is  at  present  some  hope  that  such  a test  will 
be  developed. 

M.  .it,  it, 

^ W ^ W 

“The  Solitary  Pulmonary  Lesion”  is  reported  by 
May  et  al.  ( CaK  Med.,  80: 1 ).  The  authors  state  that 
pulmonary  cancer  when  localized  in  the  lung  is 
curable  by  operation.  Lung  tumors  can  often  be 
seen  early  on  x-ray  films  of  the  chest. 

Out  of  40,000  films  made  routinely  as  the  patient 
entered  the  hospital,  60  were  found  to  have  an 
unsuspected  solitary  lesion  of  the  lung.  Since  early 
cancer  is  surgically  curable  the  authors  feel  that 
everyone  over  the  age  of  40  should  have  a routine 
x-ray  examination  of  the  chest  every  six  months. 
Solitary  lesions  of  the  lung  should  be  excised  for 
diagnosis. 

^ 4b  4b  4b 

^ ^ ^ W 

Tw'o  members  of  the  Department  of  Medicine, 
Washington  University,  St.  Louis  (Chernoff  and 
Minnich)  and  one  from  the  Department  of  Pedi- 
atrics, University  of  Medical  Sciences,  Bangkok, 
Thailand  (Chongchareonsuk)  have  discovered, 
during  the  course  of  experiments,  a new  and  abnor- 
mal hemoglobin  which  they  have  designated  as 
hemoglobin  E.  This  new  hemoglobin  forms  the 
major  component  in  Adediterranean-hemoglobin  E 
disease  and  the  minor  component  in  the  hemogiobin- 
E trait  (Science,  120:3120). 

*4b  JEr  ^ 

TV*  *7?*  *7t* 

Shatighnessy  and  Zichis  (Bull.  World  Health  Or- 
ganization, 10:805)  discuss  “Treatment  of  Wounds 
Inflicted  by  Rabid  Animals.”  There  is  a known 
reluctance  on  the  part  of  physicians  to  employ 
fuming  nitric  acid  as  a prophylaxis  against  rabies. 
The  procedure  is  painful  and  destructive  of  tissue,  it 
slows  healing,  it  promotes  bacterial  infection,  and  it 
is  not  highly  effective. 

The  authors  have  attempted,  with  animal  studies, 
to  simulate  natural  introduction  of  the  virus  by 
inoculation,  and  to  determine  effective  means  of 
preventing  occurrence  of  the  disease. 

The  experiments  were  conducted  with  a fixed 
rabies  virus  which  was  found  to  be  consistent  in 
causing  the  disease  by  intramuscular  injection.  Ex- 


* 
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tensive  ragged  wounds  were  produced  in  skin  and 
muscle  tissue,  and  the  virus  was  deposited  in  the 
wounds  and  then  worked  into  the  muscle  tissues  to 
simulate  the  bite  of  a rabid  animal. 

When  fuming  nitric  acid  was  applied  to  the 
wounds,  severe  chemical  burns  and  scarring  oc- 
curred in  about  90  per  cent  of  the  instances,  with 
healing  requiring  approximately  four  weeks. 

Other  treatment  methods  were  employed,  and  it 
was  found  that  wounds  treated  with  soap  solution, 
tincture  of  iodine  or  Zephiran  chloride  healed  in 
half  the  time,  without  excessive  scarring.  Zephiran 
I per  cent  solution  was  for  practical  purposes  as 
eifective  as  the  4 per  cent  solution,  without  the 
corrosiveness. 

The  I per  cent  solution  of  Zephiran  chloride, 
applied  with  cotton  swabs,  was  apparently  more 
effective  than  fuming  nitric  acid  or  soap  solution, 
was  easier  to  apply,  and  did  not  tend  to  cause  scar- 
ring or  burns.  From  these  studies,  Zephiran  chloride 
1 per  cent  solution  emerged  as  the  material  of  choice 
for  the  prophylactic  treatment  of  wounds  artificially 
contaminated  with  the  virus  of  rabies. 

It  is  emphasized  by  the  authors  that  no  treatment 
prevented  all  animals  from  developing  the  disease, 
that  other  approved  prophylactics  should  be  em- 
ployed where  indicated. 

* * * * 

At  the  International  Congress  on  Gynecology 
and  Obstetrics  held  at  Geneva,  Switzerland  in  July 
1954  Beclere  of  France  discussed  the  treatment  of 
uterine  myomas  with  testosterone  propionate  as 
the  method  of  choice.  After  extirpation  of  myomas 
in  younger  women  (admittedly  a rare  occurrence), 
testosterone  should  definitely  be  administered  in 
order  to  prevent  relapses  and  to  combat  the  func- 
tional disorders.  In  middle-aged  women,  testosterone 
should  be  given  in  doses  of  50-200  mg.  per  month 
(individual  doses  of  25  mg.)  until  the  onset  of  the 
natural  menopause.  Crystalline  ampoules  make  for 
simpler  treatment.  Testosterone  therapy  inhibits  the 
growth  of  the  myoma,  and  the  hemorrhages  cease 
without  normal  ovarian  function  being  disturbed. 


New  Officers  Announced  by  Hospital 
Association 

Andre  Blumenthal  of  Norwalk  was  named  presi- 
dent-elect of  The  Connecticut  Hospital  Association 


at  its  annual  meeting  November  10  in  New  Haven. 
Mr.  Blumenthal,  New  York  businessman  and  mem- 
ber of  the  governing  board  at  Norwalk  Hospital, 
will  begin  his  term  of  office  as  President  in  Novem- 
ber, 1955.  Albert  W.  Snoke,  m.d.,  director  of  Grace- 
New  Haven  Community  Hospital,  elected  to  the 
presidency  one  year  ago,  was  installed  as  chief  execu- 
tive for  the  current  year.  Charles  T.  Treadway,  Jr., 
of  the  Bristol  Bank  and  Trust  Company,  will  assume 
the  office  of  treasurer. 

Three  persons  were  also  elected  as  trustees-at- 
large.  These  were  Clayton  C.  Chase,  New  Britain 
National  Bank;  Rev.  Lawrence  E.  Skelly,  St. 
Anthony’s  Church,  Litchfield  and  T.  Stewart 
Hamilton,  m.ix,  director  of  Hartford  Hospital. 

Among  the  regional  trustees  designated  by  mem- 
ber hospitals,  were  William  J.  Donnelly,  administra- 
tor, Greenwich  Hospital;  Frank  T.  Healey,  trustee, 
St.  Mary’s  Hospital,  Waterbury;  Joseph  P.  Cooney, 
trustee,  St.  Francis  Hospital,  Hartford;  Albert  E. 
Dolloff,  PH.D.,  director,  Charlotte  Hungerford  Hos- 
pital, Torrington;  Robert  P.  Lawton,  administrator, 
Danbury  Hospital;  and  W.  Anthony  Towle,  Jr., 
superintendent,  Bristol  Hospital. 

The  Connecticut  Hospital  Association  includes  in 
its  members  the  34  short  term  general  hospitals  in 
the  State,  as  well  as  nine  other  institutions  special- 
izing in  specific  categories  of  patient  care.  The 
association,  organized  to  assist  members  in  the  pro- 
vision of  the  best  possible  patient  care,  has  pioneered 
in  encouraging  sound  administrative  and  financial 
management  among  its  member  hospitals.  It  also 
maintains  a continuing  educational  program  of  in- 
service  training  for  such  key  hospital  personnel  as 
nurses,  accountants,  purchasing  agents,  pharmacists, 
dietitians,  medical  record  librarians,  housekeepers 
and  laundry  managers. 

Its  headquarters  are  located  in  the  building  owned 
by  the  Connecticut  State  Medical  Society  in  New 
Haven. 

Former  Connecticut  M.D.  Heads  Medical 
Writers  Group 

Lee  D.  Van  Antwerp,  formerly  on  the  staff  at 
Undercliff  and  a former  member  of  the  Connecti- 
cut State  Medical  Journal  Editorial  Board,  is  the 
new  president  of  the  American  Aledical  Writers’ 
Association.  Dr.  Van  Antwerp  is  associated  with 
G.  D.  Searle  & Company  in  Chicago. 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

PresidefU,  iMrs.  Newell  W.  Giles,  Darien  Recordmg  Secretary,  Mrs.  Charles  Culotta,  Hamden 

rresidem-Elect,  i\lrs.  Norman  J.  Barker,  Collinsville  Corresponding  Secretary,  iMrs.  C.  Murray  Gratz,  Cos  Cob 

First  Vice-President,  Mrs.  J.  Alfred  Wilson,  Meriden  Treasurer,  Mrs.  Joseph  Woodward,  New  London 

Second  Vice-President,  Mrs.  Frank  L.  Polito,  Torrington 


A s\\iftly  paced  business  session  prefaced  the 
luncheon  at  Waverlv"  Inn  on  November  9 when  the 
State  Au.xiliary  convened  for  its  semi-annual  meet- 
ing. Mrs.  F.  Erwin  Tracy  presented  an  interim 
four  month  budget  which  will  take  the  Au.xiliary 
from  Januarv  i to  April  30,  1955.  Thereafter,  the 
fiscal  year  will  run  from  April  30  to  April  30  to 
coincide  with  National’s  fiscal  year. 

A nominating  committee  was  elected  with  repre- 
sentation from  each  county  as  stipulated  in  the  re- 
vised by-laws.  The  members  arc:  Airs.  Robert 
Nespor,  Fairfield;  Mrs.  Dewey  Katz,  Hartford; 
Mrs.  Andrew  Orlowski,  Litchfield;  Mrs.  Mark 
Thumim,  Middlesex;  Mrs.  Joseph  Bruno,  New 
Haven;  Mrs.  Aloys  Ansprenger,  New  London,  Mrs. 
E.  J.  Ottenheimer,  Windham. 

Dr.  H.  iVI.  Alarvin  was  the 
guest  speaker  at  luncheon. 
He  said  that  patients  consult 
a heart  specialist  because 
they  a heart  murmur,  short- 
ness of  breath,  palpitations 
or  chest  pains.  No  one  of 
these,  he  pointed  out,  neces- 
sarily is  an  indication  of 
heart  disease.  Lrequently 
the  digestive  tract  is  in- 
volved, particularly  when 
the  patient  is  obese  or  has  either  over  exerted  himself 
or  neglected  entirely  to  exercise. 

High  blood  pressure  is  the  most  common  and  the 
most  serious  ailment  that  the  cardiologist  sees.  It 
leads  to  disturbances  in  the  heart,  kidneys  and  brain. 
HoTvever,  this  is  not  the  fearful  malady  it  was  as 
little  as  four  or  five  years  ago.  Then  no  hope  was 
held  out  to  the  patient,  but  recently  numerous  and 
constant  advances  have  been  made  in  its  treatment. 

Dr.  Marvin  stressed  the  virulent  effects  of  tobacco 
in  heart  disease.  Buerger’s  disease  is  found  only  in 
persons  who  smoke.  As  for  exercise,  it  can  and 
should  be  done,  but  mildly,  for  good  health.  How- 


ever, a person  of  50  does  not  possess  the  same 
physical  fitness  he  had  at  20  and  should  taper  his 
physical  activities  accordingly.  Worst  of  all  are  the 
week-end  athletics.  Aging,  pathologically,  begins  at 
the  age  of  19,  Dr.  AJarvin  pointed  out. 

AJrs.  Giles  introduced  four  Auxiliary  members 
who  have  recently  received  honors.  Mrs.  Dewey 
Katz  has  been  named  co-chairman  of  Today's  Health 
for  the  Eastern  Region  of  the  Woman’s  Auxiliary  to 
the  AM  A;  Mrs.  E.  Erwin  Tracy  has  been  named  co- 
chairman  of  AJembership  for  the  Eastern  Region; 
Airs.  Gardner  Russell,  who  for  many  years  has  been 
chairman  of  the  board  of  directors  at  Norwich  State 
Hospital,  has  had  one  of  the  hospital  buildings 
named  after  her;  Mrs.  Paul  Vestal  was  elected  a 
Representative  to  the  State  Assembly. 

Dr.  Orvan  Hess,  a member  of  the  Advisory  Coun- 
cil, was  present  at  the  luncheon.  Guests  from  neigh- 
boring States  who  attended  the  meeting  were:  Airs. 
Robert  Elanders  and  Airs.  William  Latchaw  of  New 
Hampshire,  Mrs.  D.  Eeinberg  of  Rhode  Island  and 
Airs.  A.  J.  A.  Campbell  of  Massachusetts. 

Civilian  Defense 

The  new  TV  Eirst  Aid  series  shown  from  3:00- 
3:30  p.  M.  over  Station  WNHC-TV  New  Haven, 
was  inaugurated  November  9 and  will  run  for  20 
weeks  with  a break  at  Christmas  time.  Anyone  who 
wishes  to  receive  a TV  Civilian  Defense  certificate 
in  Eirst  Aid  by  watching  this  program  should  write 
the  station  for  a blank  and  take  an  examination  at 
the  end  of  the  series.  The  Red  Cross  First  Aid  book, 
an  essential,  is  available  at  the  Red  Cross  and  mam^ 
book  stores. 

Today’s  Elealth 

Hospital  Auxiliaries  are  cooperating  with  Today's 
Health  Committees  in  selling  copies  of  Today's 
Health  from  their  magazine  wagons  and  subscrip- 
tions through  the  Hospital  Gift  Shop. 


Dr.  H.  M.  AIarvin 
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Christmas  Operation  is  in  full  swing.  The  object 
is  “a  Christmas  Gift  Subscription  to  at  least  one  lay 
person  from  every  member,  or  ecpial  to  the  member- 
ship of  each  local  Auxiliary.” 

Membership 

State  chairman,  Airs.  J.  Alfred  Wilson,  says  of 
the  membership  situation,  “things  seem  to  be  look- 
ing up!”  In  1953-54,  Connecticut  had  a membership 
of  1,170.  National’s  goal  is  a 10  per  cent  increase 
this  year  which  means  we  are  urged  to  add  117 
members  to  our  Auxiliary.  Since  April  49  new 
members  have  been  added.  “It  is  possible  and  prob- 
able,” says  Airs.  Wilson,  there  may  be  some  dis- 
crepancies in  the  figures  as  stated;  that  dues  are  paid 
and  new  members  added  at  dift'erent  times  in  many 
counties  and  notification  may  not  have  reached  the 
State  chairman  by  this  date.  It  does  seem,  however, 
that  we  are  getting  oft'  to  a fine  start  for  1954-55. 
Keep  up  the  good  work!” 

The  breakdown  by  counties,  as  of  April,  is  as 
follows: 


COUNTY 

NEW 

RESIGNED 

TOTAL 

Fairfield  

I 

5 

262 

Hartford  

r- 

13 

424 

Litchfield  

— 

— 

63 

Afiddlesex  

3 

I 

61 

New  Haven  

3 

— 

288 

New  London  

— 

— 

108 

Windham  

— 

— 

39 

Tolland  member-at-large  

— 

— 

I 

Total  

49 

19 

1,246 

County  News 

FAIRFIELD 

It  has  been  voted  to  give  $100  to  the  American 
Medical  Education  Foundation.  Thirty-eight  Christ- 
mas gifts  have  been  contributed  to  Laurel  Heights 
Sanatorium.  These,  augmented  by  gifts  from  the 
Bridgeport  Garden  Club,  will  assure  at  least  one 
gift  for  each  patient.  We  hope  to  raise  money  for 
a television  set  for  the  hospital  by  Christmas. 

LITCHFIELD 

As  a public  relations  project,  the  Auxiliary  has 
arranged  for  a series  of  transcribed  radio  programs 
entitled  “The  Best  Is  Yet  to  Be,”‘  over  the  county 
station  WLCR.  The  fifteen  minute  programs  will 
run  for  13  consecutive  Sundays  starting  January  2; 
the  time  is  1:30  to  1:45  p.  m. 


XFAI'  HAVEN 

1 he  Nurse  Recruitment  Committee  is  planning 
to  conduct  a survey  of  the  hospitals  in  the  county 
as  to  the  scholarships  offered.  It  will  hold  a tea  for 
prospective  students. 

Afrs.  William  Richards,  School  Health  chairman, 
conducted  a round  table  discussion  in  November  at 
the  Newhall  School  in  Hamden. 

The  New  Haven  County  Auxiliary  is  proud  to 
number  among  its  members  a new  Representative  to 
the  Connecticut  State  Legislature:  Afrs.  Paul  Vestal 
of  Woodbridge. 

HARTFORD 

Dr.  Dorothy  Haustmann,  associate  professor  of 
preventive  medicine,  Yale  School  of  Medicine,  was 
guest  speaker  at  the  semi-annual  meeting  held  at 
the  Hotel  Statler  in  October.  Her  subject  was 
“Progress  in  the  Polio  Field.” 

The  meeting  held  on  November  15  dealt  with 
legislation.  Judge  Louis  Shapiro  of  the  Superior 
Court,  State  of  Connecticut,  spoke  on  “How  a Judge 
Views  Afalpractice  Suits.”  Judge  Shapiro,  who  was 
formerly  a member  of  the  State  Legislature,  also 
discussed  the  passage  of  a bill  through  the  Assembly. 
Afrs.  Iiwing  Krall  was  chairman  of  the  meeting. 

Afrs.  W.  H.  Lowell,  Jr.,  public  relations  chairman, 
and  her  committee,  have  distributed  Drugpacs  to 
1 60  drug  stores  in  the  Greater  Hartford  area  for  the 
Diabetes  Drive.  They  also  assisted  with  stuffing  the 
envelopes. 

The  Medical  and  Surgical  Relief  Committee,  with 
Mrs.  H.  Burness  as  chairman,  has  begun  its  collec- 
tions. 

MIDDLESEX 

Mrs.  F.  Erwin  Tracy  and  Afrs.  Henry  Sherwood 
assisted  in  the  Diabetes  Detection  and  Educational 
Drive  which  was  run  in  November  by  the  Con- 
necticut Diabetes  Association. 

For  a number  of  years  the  Auxiliary  has  assisted 
a Christmas  Gift  Project  for  Connecticut  State  Hos- 
pital. This  year  the  project  will  be  carried  on  under 
the  auspices  of  Dr.  John  J.  Blasko,  Commissioner  of 
Afental  Health.  Afrs.  C.  B.  Crampton  is  representing 
Afiddlesex  County  Auxiliary  on  this  project  and  is 
assisting  in  setting  up  local  committees  for  collect- 
ing, packaging  and  distributing  Christmas  gifts  for 
mental  patients. 
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Ar  rlic  semi-annual  ineering  Mi's.  Newell  (liles 
and  Pauline  (I'nrski,  direeror  ot  nurses  ar  William 
\\'.  Haekus  I Inspiral  School  ol  Nuising,  were  guesrs. 
A collecrion  was  raken  tor  rhe  American  Medical 
I'dncarion  I'mindarion  and  rhe  lund  will  receixe 

!|i4S.5o. 

A ,Meml)ershi[)  lea  will  he  held  Deceinhei'  7 ar 
rhe  home  of  Mrs.  Siilnew  Drohnes  in  Norwich, 
There  w ill  he  an  air-nmsical  program. 


AMA’s  Opposition  to  Administration 
Proposals 

K1  l\SUK  ANCK 

The  srared  purpose  of  rhe  reinsurance  proposal  is 
r<)  “encouraLic  and  srimulare  prixare  iniriarixe  in 
makmw  trooxl  and  comprehensixe  healrh  serxices 
wenerallx'  accessible  on  reasonable  rerms.  ’ While  in 
coinplere  agreemenr  xx  irh  rhar  objecrix  e,  rhe  AMA 
opposed  rhe  reinsurance  bills  for  rhese  reasons. 

1.  The  mechanism  suggesred  xxould  nor  accom- 
plish rhe  srared  purposes  of  rhe  bills. 

2.  The  phenomenal  progress  of  rhe  healrh  insur- 
ance indusrrv  makes  federal  inrerxenrion  nor  only 
unnecessaiA’  bur  a dangerous  inrrusion  iiUo  a suc- 
cessful area  of  prixare  enrerprise. 

“Reinsurance”  wordd  nor  make  healrh  insur- 
ance more  arrracrive  ro  persons  \x  ho  can  atlord  ro 
pa\'  premiums  ami  haxe  nor  done  so.  Ir  xxould  nor 
make  healrh  insurance  ax  ailable  ro  rhe  indigenr  unless 
rhe  <>ox'erninenr  prox  ides  a subsidy  for  rhe  purpose 
of  selling  insurance  ar  less  rhan  rhe  cosr  of  serx  icing 
rhe  conrracr. 

4.  The  program,  \x  irhour  subsidy,  xxould  nor  make 
healrh  insurance  axailable  ro  an\^  addirional  groups 
or  geographic  areas  rhar  yolunrary  insurers  cannor 
reach. 

5.  Mosr  insurance  aurhoi  iries  agi'ee  rhar  rhe  exrenr 
of  healrh  insurance  liabiliry  is  such  rhar  a federal 
reinsurance  program  is  absolureix’  unnecessary. 

b.  The  bills  xxould  gixe  rhe  Secrerary  of  rhe  l)e- 
parrmenr  of  1 lealrh,  I'dncarion  and  Welfare  an 
exrensix  e bur  unjiisrihcxl  regularory  conri'ol  oyer  rhe 
narion’s  healrh  insurance  indusrr\y 

SOCI  XI,  SI  (A  RI  IX  XXII  ND.XIKMS 

1 he  AM.A  rook  a posirion  on  only  rxxo  prox  isions 
in  rhe  bill  ro  amend  rhe  Social  Securiry  Acr— (1) 


rhe  proposed  compulsorx'  coxerage  of  physicians 
under  I irie  II  of  rhe  Acr  and  (2)  rhe  so-called 
“xxaixer  ol  premium”  secrion  ro  preserye  rhe  insur- 
ance righrs  of  imlivitluals  xx  irh  exrendetl  roral  dis- 
abilir\’.  I he  Associarion  opposed  rhose  rxxo  pro- 
X isions,  XX  hich  xx  ere  of  direcr  medical  inreresr,  bur 
rook  no  position  on  rhe  bill  as  a xx  hole,  xx  hich  xxould 
be  ourside  irs  pmx  ince. 

(Compulsory  (Coyerage—  I he  AMA  I louse  of  Dele- 
gares  on  ar  leasr  rhree  occasions  in  rhe  recenr  past 
has  expressed  strong  opposition  to  compulsory  coy- 
erage,  bur  ir  has  made  clear  that  ir  xloes  not  oppose 
x’olunrarx’  coxerage  for  any  phxsicians  xxho  might 
desire  ir.  We  oppose  compulsorx'  coxerage  because: 
(a)  mosr  phxsicians  elo  nor  retire  until  after  the  age 
of  74  ami  therefore  xxoukl  nor  benefit;  (b)  group 
rreatmenr  does  not  appl\’  logicallx’  to  ph\'sicians, 

XX  hose  lix  es  and  training  emphasize  indix  idual  activ- 
ir\',  ami  (c)  there  is  no  sound  reason  for  compulsory 
coxerage  ot  a group  against  their  expressed  xx  ishes. 

The  jenkins-Keogh  Bills— As  an  alternatiye  to 
compulsoiA'  coxerage  under  Social  Securirxg  the 
AM.A  actixelx^  supports  the  jenkins-Keogh  bills, 
xxhich  xxould  proxide  rax  dcfernienr  benefits  de- 
signed to  srimulare  rhe  establishment  of  retirement 
pension  plans  b\'  self-employed  persons  and  by 
manx’  eniplox'ed  persons  not  noxx'  coyered  by  com- 
pany plans.  In  the  opinion  of  the  AMA  these  bills 
xxill  proxide  for  rhe  dexelopment  of  a yolunrary 
pension  program  xx  hich  is  ccjuitablc,  free  from  com- 
pulsion and  atruned  to  rhe  retirement  needs  of 
physicians.  Moreoyer,  these  bills  xxill  eliminate  cer- 
tain discriminations  and  ine(|uiries  xx  hich  exist  under 
present  rax  laxxs  by  extending  the  tax  deferment 
prix’ilege  to  the  counrrx  ’s  ten  million  self  employed 
and  also  to  millions  of  emplox'ees  xxho  xx'ork  for 
companies  xx  irhour  prixare  pension  plans. 

Waixer  of  Premium— This  section  of  the  Social 
Secui'irx'  amentlmcnrs  proxides  a xxaixer  of  Social 
Securiry  raxes  for  those  totallx’  and  permanently  ’ 
xlisablexl,  xx  irh  the  disability  to  be  determined  by 
mexlical  examinations  carried  out  under  government  , 
regulations.  The  AMA  opposed  this  section  because 
ir  could  become  an  entering  xxedge  for  the  regi-  ! 
mentation  of  the  metlical  profession  b\'  creating  a . 
mechanism  for  the  adoption  of  a federal  cash  per-  ^ 
manenr  and  total  disabilitx'  benefit  program  xxhich  , 
in  ruin  could  lead  to  a full-fledged  sx'stem  of  com-  ! 
pulsoiA'  sickness  insurance.  'This  secrion,  therefore,  ; 
cannot  be  appraised  soleix'  as  an  isolated,  detached 
effort  to  provide  some  measure  of  aid  to  disabled 
xxorkers. 
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THE  REHABILITATION  STUDY  UNIT  1954-1955 
Fitkin  Amphitheater,  Alternate  Tuesdays,  4:00  P.  M. 

October  26 

Introduction  to  Rehabilitation 

Dr.  Josepli  Benton,  New  York  University-Bellevue 
.Medical  Center 

November  9 

Ccrebro-\^ascular  Accidents 
Dr.  Gilbert  Glaser 
Dr.  Joseph  Sokal 

November  23 

Cerebro- Vascular  Accidents — Rehabilitation 
Dr.  Thomas  Hines 

December  7 
Arthritis 

Dr.  Gideon  de  Forest 
Dr.  Frieda  Gray 

January  18 

Arthritis — Rehabilitation 

Dr.  Ed  Lowman,  New  York  University-Bellevue 
Medical  Center 

February  i 

Poliomyelitis 

Dr.  Robert  Bennett,  Warm  Springs 

February  15 

Poliomyelitis 

Dr.  Ned  Shutkin 
Dr.  Thomas  Hines 

March  i 

Rehabilitation  of  Hearing  Problems 
Dr.  John  Kirchner 

Alarch  15 

Cerebral  Palsy 

Dr.  M.  A.  Perlstein,  Chicago 
March  29 

Spinal  Cord  Problems 
Dr.  William  German 
Dr.  Thomas  Hines 

April  1 2 

Spinal  Cord  Problems 
Dr.  Marvin  Harvard 
Psychiatrist,  Bellevue 

April  26 

Emotional  Problems  of  the  Physically  Handicapped 
Dr.  Lidz 


May  10 

Chronic  Neurologic  Diseases — Multiple  Sclerosis,  Mus- 
cular Dystrophy,  etc. 

Dr.  Gilbert  Glaser 
Dr.  Thomas  Hines 

May  24 

Braces  and  Prostheses 
Dr.  T homas  Hines 
Dr.  Charles  Bechtol 

June  7 

Rehabilitation  of  Speech  Disorders  including  Cleft 
Palate 

Dr.  John  Kirchner 

June  21 

Demonstration — Rehabilitation  Panel 
Grace— New  Haven  Hospital 


E.N.T.  SCHEDULE,  DECEMBER  1954 
Yale  University  School  of  Medicine 

December  i 5:00  p.  m. 

Film 

4:00  P.  M. 

Chest  conference 

December  6 5:00  p.  m. 

Head  and  neck  anatomy  demonstration 

December  8 4:00  p.  m. 

Case  presentation  nasal  surgery 

December  10  4:00  p.  m. 

Chest  conference 

December  13  5:00  p.  m. 

Head  and  neck  anatomy  demonstration 

December  15  5:00  p.  m. 

E.N.T. — Radiology  conference 

December  17  4:00  p.  m. 

Chest  conference 

December  20  5:00  p.  m. 

Head  and  neck  anatomy  conference 

December  22  5:00  p.  m. 

E.N.T. — Surgical  pathology  conference 

E.N.T. — Surgical  pathology  conferences  held  in  large 
autopsy  room,  Brady  Building. 

E.N.T. — Radiology  conferences  held  in  Radiology  class- 
room, 2nd  floor.  Clinic  Building. 

Chest  conferences — Fitkin  Amphitheatre. 

Wednesday  afternoon  meetings  in  E.N.T.  clinic  waiting 
room,  4th  floor,  Clinic  Building. 

Anatomy  demonstrations — Prosector  Room,  3rd  floor. 
Sterling  Hall  of  Medicine. 
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coNNixrricuT  V!:ti;rans  administration 

MliDICAL  SOCIFTY 

I )i.'C  L'inl)i.'r  ’ 

I he  Role  ()l  the  |•’h\siei;ln  in  (j\il  l)etense 
I ilin:  ( )|)er;iti(>n  l\  v 

\\  illiain  I . I.iil<e,  ;ire;i  ihieetor  of  (ji\  il  l)eleiise 
Deeemliei'  i) 

Diseases  <if  the  (Test  Kepini  on  A(X>P  (hmrse 
I inaf  A . I aiiulliei  y,  m a>. 

I)eeemhef  i() 

(Jlinlec >|>at hnh )pital  (a inkaeiiee 

Paul  \1.  Sherwoncl,  \ia>.,  muilerarnf 

Deeenihef  2^ 

(iiase  l^resentari( >n : (hishiiiLt's  S\'nili( uite 
Janies  S.  \lissetr,  Ma>. 

Aleetings  ai'e  lielil  at  N:  50  \.  ,m.  at  the  X’etefans  Ailniinis- 
riation  Regional  Oliiee,  Peail  Stfeet,  I larrforil,  vamnecti- 
eiit,  in  the  \iain  (anifei'ence  Room.  All  inrefested  |tli\sieians 
afe  eoialialU'  in\  iteil  to  atteiul. 


LltCTURKS  ON  INDUSTRIAL  HEALTH 

The  (aunmittec  on  hnltisti  ial  I lealth  of  the  (atnnectictit 
vSrate  Medical  Societ\’  in  con|unctioti  w ith  the  A ale  Lhiit  cr- 
sir\'  School  of  Aledicine  will  sponsof  a w intef  series  of  eight 
lecttires  for  the  Rridgeport  (diapter  of  the  American  Acad- 
em\’  of  (icneral  Practice  dealing  w ith  merlical  prohlems  m 
indiistiw  of  interest  to  e\ery  |U'acticing  physician  in  this  area. 
At  the  first  meeting  on  Xot  etnher  12  at  Rritlgeport  I lospital 
Preston  Rarton,  medical  director  of  the  New  l)e|iarrtire 
Dixision  of  (j'eneral  Alotors  CJorporation,  discusseal  “Back 
Initiries,’’  and  on  Decemher  t John  (iailixan,  metlical  ilirec- 
tor  at  L'nitetl  Aircraft  xxill  speak  on  “Workmen’s  (a)mpen- 
sation."  Sul)se(|tient  s|teakers  xvill  tleal  w ith  a xx  ide  range  of 
stihjects  XX  hich  inchiile  Industrial  Dermatoses,  (dtriliacs  in 
Industrx',  Medical  l estitnonv,  etc.,  atnl  the  general  [ilan  \x  ill 
call  for  ahotir  s"  mintites  of  prepared  material  folloxxed  li\’  a 
xliscussion  period.  I his  series  shoiiUI  he  of  real  practical 
xalue  to  ex  er\-  getieral  practitioner  as  xx  ell  as  to  those  men 
XX  ho  limit  their  xx  orlt  to  special  fields. 

I he  schexlule  of  lectures  on  eight  k ridav  ex  enings  at  the 
Bridgeport  I lospital  at  S:  50  le  m.  folloxx  s:  i<;s4 — Nox  emher 
12,  Decemher  — Jamiarv  7 and  2S,  Pehruarx'  11  anti  25, 

March  1 1 and  25. 

1 his  is  an  accrealitetl  course  h\'  the  AA(jP  for  pnstgratlu- 
ate  stiidx’  reipiirements  and  an  axlministratix  e fee  of  ten 
ilollars  for  the  series  xxill  he  matle.  Interns  ami  resitlenrs 
from  any  liospital  xxill  he  xxelcomeil  for  anx'  or  all  of  vhe 
l(.cttires  w ithout  charge,  and  this  course  is  open  to  all  inter- 
estetl  physicians  wlieiher  thex'  are  memhers  of  the  .A.AUP  or 
not.  for  registration  ami  atklirional  information  please 
contact  the  secretarx’. 

Dr.  kdxxin  P.  1 rautman,  ,-^>7  Alain  Street,  Prumhull  702, 
(amnecticut.  .\Alherst  S-147S. 


N.  Y.  ACADEMY  OE  MEDICINE 

I he  pathologx'  anti  treatment  of  optic  nerx  e tliseases  xvill 
he  liiscusseil  hx'  Dr.  jose|)h  Igersheimer,  Boston,  at  the 
eighth  annual  Mark'  j.  Schoenherg  Memorial  Pecture,  to  he 
lield  at  the  Nexx'  A ork  Acatiemy  of  Alethcine  on  Alontlax', 
Decemher  6,  at  Smo  tv  ,\i. 

I he  National  Societx'  for  the  Prexention  of  Blintiness  and 
the  Next  A ork  Societx’  for  Cdimcal  ( )pht  liahnology  sponsor 
the  lecture  in  meniory  of  Dr.  Alark  j.  Schoenherg,  xvho 
thetl  m 1U45. 


ANNUAL  CONGRESS  ON  OBSTETRICS  AND 
GYNECOLOGY,  DECEMBER  13-17 

I x erx’  phase  of  maternal  anti  next  horn  care  xx  ill  he  cov- 
eretl  at  the  Sixtii  .American  famgress  on  ( fhstetrics  anti 
Gx'iiecologx',  to  he  heltl  in  the  Palmer  I louse,  (Jhicago,  De- 
cemher i?-i7. 

I he  fix  e tlay  meeting,  xx  hich  is  expectetl  to  tiraxv  an 
attemlance  of  ahout  ^,500,  xx  ill  he  uiitler  the  sponsorship  of 
1 he  American  Caimmittee  on  Maternal  W elfare,  Inc.,  and 
I he  .American  Acatlemx'  of  Ohstetrics  ami  ( ixnccologx'. 

1 he  [irogram,  tlesignetl  for  phx'sicians,  nurses,  public 
health  officials  anti  hosiptal  atiministrators  concernetl  xxith 
mother  ami  hahy  care,  xx  ill  inclutle  aitproximately  y)  formal 
pajiers,  22  symposia  anti  panels,  luncheon  thscussimi  groups 
ami  rountl-tahle  tliscussions.  Scientific  ami  technical  exhiliits 
XX  ill  present  the  latest  tlex  elopments  in  the  heltl. 


MYASTLIENIA  GRAVIS  CONFERENCE 

Conference  on  Afx'asthenia  Graxis,  auspices  of  the  Alx'as- 
thenia  Graxis  Pountlarion,  Inc.,  Decemher  S anti  9,  1954, 
School  of  Aletlicine — Lhiixersitx'  of  Pennsx’lxania,  Philadel- 
phia, Pa. 

Phx’sicians  ami  stutlents  xxelcomc. 

Atltlress  all  communications  to:  The  Alyasthcnia  Graxis 
Pountlarion,  Inc.,  2 k ast  lotrtl  Street,  Nexv  AOrk  29,  N.  A. 


STATE  AMEF  CHAIRMEN  TO  MEET 

American  Aletlical  ktlucarion  k'ountlation  state  chairmen 
xxill  kick"  off  the  1955  futitl-raising  campaign  xxith  a meet- 
ing Sumlax',  Januarx’  2^,  at  the  Sheraton  Hotel,  Chicago. 
! Ins  fourth  annual  meeting  xx  ill  launch  officially  the  med- 
ical profession's  concertetl  efftn’ts  to  raise  x'oluntarx'  funds 
for  the  nation's  metlical  schools.  Primarx’  purpose  t)f  the 
one-tlax’  session  is  to  exchange  itleas  on  local  promotions. 
Representatixes  from  ex’erx'  State,  as  xx’cll  as  regional 
auxiliarx'  chairmen,  xx  ill  he  on  hand  for  the  meeting. 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

Office  of  the  secretai’X’,  Robert  P.  k aulkner,  M.n , 2105 
■ Atlelhert  Roatl,  Clexelantl  6,  Ohio. 

1 he  next  schetluleti  examination  (Parr  1),  xxritten  exam- 
ination and  rex  iexv  of  case  histories,  for  all  camlitlarcs  xvill 


SPECIAL  NOTICES 
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be  held  in  various  cities  of  the  United  States,  Canada,  and 
iMilitarv  centers  outside  the  continental  United  States,  on 
Friday,  February  4,  1955- 

Case  abstracts  numbering  20  are  to  be  sent  by  the  can- 
didate to  the  Secretary  as  soon  as  possible  after  receiving 
notification  of  eligibility  to  the  Fart  I written  examination. 


REGULAR  CORPS  EXAMINATIONS  FOR 
MEDICAL  OFFICERS,  USPHS 

A competitive  examination  for  appointment  of  Medical 
Officers  to  the  Regular  Corps  of  the  United  States  Public 
Health  Service  will  be  held  in  various  places  throughout 
the  country  on  February  15,  16,  and  17,  1955. 

Appointments  provide  opportunities  for  career  service  in 
clinical  medicine,  research,  and  public  health.  They  will 
be  made  in  the  ranks  of  Assistant  and  Senior  Assistant, 
equivalent  to  Navy  ranks  of  Lieutenant  (j.g)  and  Lieuten- 
ant, respectively. 

Entrance  pay  for  an  Assistant  Surgeon  with  dependents 
is  16,017  per  annum;  for  Senior  Assistant  Surgeon  with  de- 
pendents, $6,918.  Provisions  are  made  for  promotions  at 
regular  intervals. 

Benefits  include  periodic  pay  increases,  30  days  annual 
leave,  sick  leave,  medical  care,  disability  retirement  pay, 
retirement  pay  which  is  three-fourths  of  annual  basic  pay 
at  time  of  retirement,  and  other  privileges. 

Active  duty  as  a Public  Health  Seiwice  officer  fulfills  the 
obligation  of  Selective  Service. 

Requirements  for  both  ranks  are  U.S.  citizenship,  age  of 
at  least  21  years,  and  graduation  from  a recognized  school 
of  medicine.  For  the  rank  of  Assistant  Surgeon,  at  least 
7 years  of  collegiate  and  professional  training  and  appro- 
priate experience  are  needed,  and,  for  Senior  Assistant 
Surgeon,  at  least  10  years  of  collegiate  and  professional 
training  and  appropriate  experience  are  needed. 

Entrance  examinations  will  include  an  oral  interview, 
physical  examination,  and  comprehensive  objective  examina- 
tions in  the  professional  field. 

Application  forms  may  be  obtained  by  writing  to  the 
Chief,  Division  of  Personnel,  Public  Health  Service,  De- 
partment of  Health,  Education,  and  Welfare,  Washington 
25,  D.  C.  Completed  application  forms  must  be  received  in 
the  Division  of  Personnel  no  later  than  January  12,  1955. 


EXPERIMENTAL  RESEARCH  INTO  PROBLEMS 
OF  AGEING 

The  Trustees  of  the  Ciba  Foundation  for  the  Promotion 
of  International  Cooperation  in  Medical  and  Chemical 
Research,  41,  Portland  Place,  London,  W.i,  wishing  to 
encourage  well-conceived  research  relevant  to  basic  prob- 
lems of  ageing,  invite  candidates  to  submit  work  in  the  field 
for  Awards  for  1954-55.  Details  of  the  conditions  may  be 
obtained  on  application  to  the  undersigned,  but  in  general 
eandidates  should  note: 

(a)  Live  awards,  of  an  average  value  of  £300  each,  are 
available  for  the  period  1954-1955.  The  announcement  of 
awards  will  be  made  in  July  1955. 


(b)  Entries  must  be  received  by  the  undersigned  not  later 
than  Eebruary  28,  1955. 

(c)  Entries  will  be  judged  by  an  independent  international 
panel  of  distinguished  scientists  who  will  advise  the  Execu- 
tive Council  of  the  Eoundation  on  their  findings  and  will 
also  have  power  to  recommend  variation  in  the  size  and 
number  of  the  awards  accortling  to  the  standard  of  entries. 
The  decisions  of  the  Executive  Council  will  be  final. 

(d)  In  making  the  awards  preference  will  be  given  to 
younger  workers. 

(e)  The  work  submitted  should  be  unpublished  (but 
may  be  under  consideration  for  publication)  at  the  closing 
date  for  entries. 

(f)  The  papers  may  be  in  the  candidate’s  own  language, 
but  a summary  in  English  not  exceeding  500  words  must  be 
attached. 

(g)  Where  there  are  one  or  more  co-authors,  the  name 
of  the  leading  author  should  be  indicated;  it  is  to  him  that 
the  award  will  normally  be  made,  and  it  will  be  left  to  his 
discretion  to  share  this  award  appropriately  with  his  co- 
authors. 

G.  E.  W.  Wolstenholme,  director  and  secretary  to  the 
Executive  Council. 


NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

The  eighteenth  annual  meeting  of  The  New  Orleans 
Graduate  Medical  Assembly  will  be  held  Alarch  7-10,  1955, 
headquarters  at  the  iMunicipal  Auditorium. 


LATIN- AMERICAN  NEUROSURGICAL 
CONGRESS 

The  Si.xth  Latin-American  Neurosurgical  Congress  will 
be  held  in  Montevideo,  March  21  to  24,  1955,  under  the 
auspices  of  the  Government  of  the  Republic  of  Urug^uay. 
The  Congress  will  feature  a symposium  on  the  thalamus; 
speakers  will  include  Dr.  R.  Hassler,  Dr.  H.  Fernandez 
Moran,  Dr.  H.  Jasper,  Dr.  H.  W.  Magoun,  Dr.  L.  van 
Boggert,  Dr.  J.  Talairach,  Dr.  E.  Walker  and  Dr.  P.  Bailey. 
Other  official  reports  will  deal  with  cisternal  herniations, 
pain  surgery  and  dyskinesias. 


N.  Y.  ACADEMY  OF  MEDICINE  HEALTH 
EDUCATION  CONFERENCE 

1955  Eastern  States  Health  Education  Conference  of  the 
New  York  Academy  of  Medicine  will  be  held  on  Thursday 
and  Friday,  April  21  and  22,  1955. 


ATLANTIC  CITY  MEETING,  AMERICAN 
MEDICAL  ASSOCIATION,  JUNE  6-10,  1955 

The  Council  on  Scientific  Assembly  announces  the  dead- 
line for  those  who  wish  to  participate  in  the  Atlantic  Citv 
Meeting,  either  by  reading  a paper  or  presenting  a scien- 
tific exhibit. 

Deadline  for  section  papers,  December  15,  1954. 
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Deadline  for  scientific  exhibit,  January  lo,  1955. 

Applicants  should  communicate  with  the  Secretary  or 
the  Representative  to  the  Scientific  Exhibit  of  the  Section 
in  which  they  are  interested.  Further  information  may  be 
obtained  from  the  secretary,  Council  on  Scientific  Assembly, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago  10,  111. 


FELLOWSHIPS  IN  INDUSTRIAL  MEDICINE 

The  Institute  of  Industrial  Health  of  the  University  of 
Cincinnati  will  accept  applications  for  a limited  number  of 
Fellowships  offered  to  qualified  candidates  who  wish  to 
pursue  a graduate  course  of  instruction  in  preparation  for 
the  practice  of  Industrial  Medicine.  Any  registered  physi- 
cian who  is  a graduate  of  a Class  A medical  school  and 
who  has  completed  satisfactorily  at  least  two  years  of 
training  in  a hospital  accredited  by  the  American  Medical 
Association  may  apply  for  a Fellowship  in  the  Institute  of 
Industrial  Health.  (Experience  in  private  practice  or  serv- 
ice in  the  Armed  Forces  may  be  substituted  for  one  year 
of  training.) 

The  course  of  instruction  consists  of  a two  year  period 
of  intensive  training  in  Industrial  Medicine,  followed  by 
one  year  of  practical  experience  under  adequate  supervision 
in  industry.  Candidates  who  complete  satisfactorily  the 
course  of  study  will  be  awarded  the  degree  of  Doctor  of 
Science  in  Industrial  Medicine. 

During  the  first  two  years,  the  stipends  for  the  Fellow- 
ship vary,  in  accordance  with  the  marital  status  of  the  in- 
dividual, from  $3,000  to  $3,600  in  the  first  year  and  $3,400 
to  $4,000  in  the  second  year.  In  the  third  year  the  candidate 
will  be  compensated  for  his  service  by  the  industry  in  which 
he  is  completing  his  training. 

A one  year  course,  without  stipend,  is  also  offered  to 
qualified  applicants. 

Requests  for  additional  information  should  be  addressed 
to  the  Institute  of  Industrial  Health,  College  of  Aledicine, 
Eden  and  Bethesda,  Cincinnati  19,  Ohio. 


AMA  OFFERS  STANDARD  NOMENCLATURE 
INSTITUTE 

A new  short  course  offering  expert  instruction  and  help- 
ful suggestions  on  the  correct  way  of  utilizing  “Standard 
Nomenclature  of  Diseases  and  Operations”  in  the  hospital, 
doctor’s  office,  or  clinic  will  be  offered  February  7-8-9  at 
AMA  headquarters,  Chicago. 

Sponsored  for  the  first  time  by  the  American  Medical 
Association,  the  three  day  Standard  Nomenclature  Institute 
program  will  be  divided  into  three  parts;  (i)  Lectures  cover- 
ing basic  principles,  construction,  and  installation,  plus  dis- 
cussion on  the  tumor  and  operation  sections  and  the  hand- 
ling of  specific  problems;  (2)  anatomy  as  it  pertains  to  the 
topographic  section,  and  (3)  practice  in  coding  to  be  offered 
at  two  evening  sessions. 

Because  of  limited  facilities,  registration  will  be  limited 
to  150  “students.”  Application  blanks  will  be  distributed 
after  December  i. 


Instructors  will  be  Adaline  C.  Hayden,  r.r.l.,  associate 
editor  of  Standard  Nomenclature,  AMA,  and  Edward  T. 
Thompson,  .m.i).,  chief  of  programs  operation,  hospital 
facilities,  USPHS,  Washington,  D.  C. 


EDITORIAL  POSITION  AVAILABLE 

1 he  position  of  Publications  Editor  is  available  with  the 
Historical  Unit  of  the  U.  S.  Army.  The  work  is  concerned 
with  the  task  of  compiling  the  clinical  as  well  as  the  admin- 
istrative aspects  of  World  War  II.  Requirements  include 
extensive  medical  vocabulary,  experience  in  preparing  rough 
drafts  of  clinical  material  for  publication,  ability  to  edit 
rough  drafts  of  submitted  material  and  rewriting.  Those 
interested  should  address:  I.  H.  Ahlfeld,  Major — MSC, 
executive  officer.  Historical  Unit,  Office  of  the  Surgeon 
General,  Department  of  the  Army,  Washington  25,  D.  C. 


Navy  Crew  Honors  Shipmate  With 
Memorial  Fund 

Capt.  Charles  L,  Wertz,  USN,  commander  of  a 
Navy  supply  transport,  recently  forwarded  a check 
in  the  amount  of  $147.31,  representing  a contribu- 
tion to  the  American  Medical  Education  Foundation 
from  the  crew  of  the  USS  Achernar  in  honor  of 
their  shipmate.  Hospital  Corpsman  Third  Class  John 
Phillip  Blackmer,  who  was  lost  at  sea. 

In  his  letter  to  the  Foundation,  Captain  Wertz 
advised  us  that  during  his  service  aboard  the  USS 
Achernar,  “John  Phillip  Blackmer  earned  the  genu- 
ine respect  and  admiration  of  all  his  associates  for 
his  professional  abilities  as  a hospital  corpsman,  and 
their  affection  for  him  as  an  individual.  It  had  been 
his  hope  on  completion  of  his  current  enlistment  in 
the  Navy,  to  finish  his  college  education  and  to  go 
on  to  medical  school.”  Captain  Wertz  added:  “His 
ability  and  interest  in  the  care  of  patients  indicated 
that  he  would  have  been  a credit  to  the  profession, 
as  well  as  to  the  Navy  and  to  all  who  knew  him.” 

$5  Million  Too  Much 

A city  department  head  recommended  deletion 
of  .$5,000,000  from  the  1955  New  York  City  budget 
for  new  clinic  and  ward  bed  facilities  “because  vol- 
untary medical  and  hospital  insurance  has  made  such 
expense  unnecessary”?  According  to  CMS  this  is 
official  significant  confirmation  that  Blue  Shield 
and  Blue  Cross  convert  clinic  and  ward  patients  to 
personal  physician  care. 
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Use  of  Alidase®in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 


In  traumatic  surgery^  where  ‘‘‘‘definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema'"  Alidase  is  an  efficient  means'-  ^ 
of  accelerating  dispersion  of  accumulated  fluids. 


Swenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
1 per  cent  procaine  solution  will  also  produce  local 
vasodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluids  administered  with  Alidase  are  rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusland,  W.  R.,  Jr.;  Gartland,  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35- A :604  (July)  1953. 

2.  Swenson,  S.  A.,  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 
Am.  J.  Surg.  S7:384  (March)  1954. 
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CLASSIFIED  ADVERTISING 

$4.00  for  50  words  or  less 
S4  each  additional 
2^4  extra  if  keyed  through  Journal 
Payable  in  advance 


General  Surgical  Residency  3 years.  Approved.  Includes 
Yale  Anatomy  course,  Patliology,  ample  surgical  volume, 
and  adequate  Board  preparation.  Salary  and  pleasant  living 
accommodations.  Write:  John  O’Leary  Nolan,  M.D.,  St. 
Francis  Hospital,  Hartford,  Connecticut. 


Available  July  1,  1955 — Approved  internships  (rotating)  and 
residencies  in  medicine  and  obstetrics-gynecology;  surgical 
residencies  approved  for  training  in  preparation  of  surgical 
specialties;  224  bed  general  hospital,  modern,  well  equipped; 
full-time  radiologist,  pathologist  and  anesthesiologist;  active 
intern  and  resident  training  program;  house  staff  allowed  full 
range  under  proper  medical  supervision;  full  maintenance 
and  uniforms;  monthly  stipend;  interns  $200,  assistant  resi- 
dents $250,  residents  $300.  Class  A medical  school  graduates 
only.  The  Lawrence  and  Memorial  Associated  Hospitals, 
New  London,  Connecticut,  William  J.  Adurray,  Jr.,  M.D., 
Chairman,  Committee  on  Residents  and  Interns. 


FOR  SALE:  Save  from  50  to  75%  on  large  stock  of  new  and 
refinished  medical  and  office  equipment  and  new  instru- 
ments, etc.,  available  for  the  physician,  hospital  and  labora- 
tory. We  guarantee  tiiat  every  item  listed  in  our  advertise- 
ments will  bring  complete  satisfaction  or  money  refund 
policy.  With  this  sound  business  policy  you  assume  no  risk 
and  you  can  buy  with  complete  confidence.  Budget  Terms. 
Phone  iMeriden  5-9675  or  write  Harry  Sacker,  P.  O.  Box 
642,  Meriden,  Conn. 


REGISTERED  NURSE  desires  full  time  position  in  physi- 
cian’s office.  Experienced.  Can  do  typing,  E.K.G.  B.M.R. 
Have  been  doing  graduate  work  in  reputable  hospital  for 
three  years.  Would  like  to  work  in  vicinity  of  New  Haven 
or  Aleriden.  Write  to  V.  R.,  c/o  Connecticut  State  Medical 
Journal,  160  St.  Ronan  Street,  New  Haven  ii.  Conn. 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 

Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 
First  Floor 


No  steps 
to  climb 


il-i6  ELM  STREET 
(Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


New  England  Council  of  State  Medical 
Societies  Meets  in  Boston 

A conference  on  postgraduate  medical  education 
and  the  proposed  compact  to  further  education  in 
medicine  and  dentistry  in  the  New  England  States 
featured  a meeting  of  the  Council  of  New  England 
State  Medical  Societies,  October  25  in  Boston. 

Held  at  the  Statler  Hotel,  the  conference  was  at- 
tended by  approximately  25  representatives  from 
the  Ciiouncirs  component  state  medical  associations. 

Dr.  Laurence  B.  Ellis,  president  of  the  Board  of  - 
Director,  Postgraduate  Medical  Institute,  was 
principal  speaker  at  the  afternoon  session  of  the 
conference. 

Speakers  for  the  evening  session  were  Senator  j 
George  J.  Evans,  Boston,  chairman  of  the  Govern-  j 
or’s  Committee  for  the  New  England  Compact,  and  j 
Dr.  James  iVl.  Eaulkner,  dean  of  the  Boston  Univer-  j 
sity  School  of  Medicine.  [ 

Dr.  Eugene  H.  Drake,  of  Portland,  iVIaine,  presi-  ; 
dent  of  the  Council,  presided  at  a brief  business 
session. 

It  was  voted  to  refer  a Connecticut  proposal  for 
a regional  conference  on  rural  health  to  component 
associations.  It  was  also  voted  that  the  Council  offer 
its  assistance  to  the  Arrangements  Committee  of  the  1 

C*  J 

Massachusetts  State  Adedical  Society  in  connection  j 
with  the  AAdA  Clinical  Session  to  be  held  in  Boston  j 
in  December,  1955. 

1955  Connecticut  Spring  Flower  and 
Garden  Show 

The  ninth  annual  Connecticut  Spring  Flower  and 
Garden  Show  will  be  held  March  10-16,  1955  in  j 
West  Hartford  State  Armory,  836  Farmington  : 
Avenue,  Mr.  David  R.  Daniel,  publisher  of  The  | 
Times  announced  on  November  4.  ; 

Receiving  added  popularity  among  flower  and 
garden  lovers  as  well  as  new  home  owners,  each 
year,  the  show  will  be  staged  by  The  Tbttes  in  co-  ' 
operation  with  the  Connecticut  Nurserymen’s  Asso- 
ciation, The  Hartford  Branch  of  The  National  j 
Association  of  Gardeners,  Connecticut  Horticultural  , 
Society,  Allied  Florists  of  Greater  Hartford  and  i ® 
the  Federated  Garden  Clubs  of  Connecticut.  Mem-  ! 
bers  of  these  organizations  throughout  the  State  will  I ’ 
take  an  active  part  in  preparing  the  show.  ^ ^ 

“Through  the  Garden  Gate— in  Springtime”  will  ’ 
keynote  the  show,  now  being  designed  by  Mr.  ' 
George  H.  Hollister,  working  with  the  general 
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conimirtee.  Mr.  Hollister  h;is  long  years  of  experi- 
ence as  park  director  of  the  City  of  Hartford,  from 
which  he  has  recently  retired.  His  successful  and 
extended  work  w ith  the  rose  gardens  of  Elizabeth 
Park  is  know  n internationally. 

Experts  in  gardening,  lawn  making,  turf  building 
and  flower  arrangers  will  produce  a spectacular 
show  which  appeals  more  and  more  each  VTar,  not 
to  Connecticut  residents  alone,  but  visitors  from  the 
metropolitan  areas  of  New  York  and  Boston. 

The  Institute  of  Living  Goes  Deeper 
in  the  Red 
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Again  the  annual  report  of  the  Institute  of  Living 
in  Hartford  is  thought  provoking,  especially  that 
part  of  it  written  by  the  physician  in  chief,  Francis 
J.  Braceland.  Last  year  in  an  editorial  the  Journal 
pointed  out  the  inconsistency  of  a nonprofit  institu- 
tion suffering  from  a heavy  deficit  while  being 
forced  to  pay  a city  tax  of  $103,000.  This  year  the 
Institute  sustained  a net  loss  of  $i  12,786.17  compared 
to  $9,577.76  for  the  previous  year.  As  the  president 
of  the  Institute  points  out,  “the  result  of  such  a 
policy  (of  a tax  levy  upon  a private  nonprofit  hos- 
pital) must  be  the  inevitable  extinction  of  private 
hospitals  and  the  socialization  of  all  hospital  care.” 

Whether  or  not  this  was  the  intent  of  the  State 
Legislature  in  withholding  from  the  Institute  the  tax 
exemption  privilege,  it  is  operating  to  the  detriment 
of  society  and  the  practice  of  medicine. 

Educational  Health  Articles  Lead  in 
National  Magazines 

A rising  tide  of  educational  articles  concerning 
health  and  medical  care  reached  a new  crest  in 
November.  During  that  month  14  leading  national 
magazines  wdth  a combined  circulation  of  more 
than  50,000,000  published  19  articles  on  subjects 
ranging  from  “How  to  Choose  a Family  Doctor”  to 
childbirth,  headaches,  heart  attacks,  use  of  modern 
drugs,  weight  loss,  surgery,  conception  and  the 
disease  free  areas  of  South  America. 

December  magazines  also  will  reach  subscribers 
and  news  stands  with  a plentitude  of  health  educa- 
tion material.  Look's  December  14  issue  will  publish 
a piece  on  the  treatment  of  heart  attack.  Chavghig 
Times,  the  Kiplinger  magazine,  has  scheduled  a 
special  article  on  budgeting  for  medical  and  hospital 
care  through  voluntary  health  insurance.  Other 
December  subjects  wall  comprise  the  story  of  the 
nursing  team,  Redbook,  and  fertility,  Cosmo politav. 
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A Collier's  article  on  heart  drugs  and  another  on 
operative  procedures  for  schizophrenia  are  sched- 
uled for  early  issues. 

The  following  schedule  indicates  the  magazines 
in  which  the  November  articles  appeared,  their  cir- 
culation, and  titles  and  summaries  of  the  articles: 

Woinmi's  Home  Companion,  November,  1954  (Cir.: 
4,442,000)  “New  Wonders  of  Conception,”  by  Dr.  Herbert 
Tlionis  with  Bruce  Bliven,  Jr.  (Note:  Special  comment  on 
the  above  article  will  be  published  in  a subsequent  issue.) 

American  Legion  Magazine,  November,  1954  (Cir.:  2,800,- 
000)  “How  to  Pick  a Doctor,”  by  Tom  Mahoney.  Subtitle: 
“You  may  live  longer  and  feel  better  if  you  find  the  right 
physician.” 

Summary:  A thorough  discussion  of  why  it  is  important 
to  pick  a doctor  before  you  are  sick,  plus  an  outline  of  steps 
to  take  in  order  to  find  the  physician  best  suited  to  your 
needs.  | 

American  Magazine,  November,  1954  (Cir.:  2,600,000) 
“How  to  Choose  a Family  Doctor,”  by  Alice  Lake.  Subtitle: 
“Finding  just  tbe  right  physician  for  you  and  your  chidren 
will  pay  off  in  large  dividends  of  health  and  happiness. 
These  experiences  of  a widely  known  writer  on  medical 
subjects  will  help  you  make  a selection.” 

Summary:  This  treats  the  subject  from  a first  person  point 
of  view.  Adrs.  Lake  reports  on  experiences  of  her  family 
and  of  friends,  concluding  with  five  “tips  on  selecting  a 
physician.” 

Life,  November  i,  1954.  “A  Baby’s  Heart  is  Mended.” 
(picture  story).  Subtitle:  “Operation  joins  mother’s  blood- 
stream to  child.” 

Summary:  Pictures  and  diagram  show  how  University  of  ! 
Minnesota  doctors  operate  on  a five-month-old  baby  girl  j 
while  blood  from  her  mother’s  body  is  circulated  through  j 
the  child.  i 

Redbook,  November,  1954  (Cir.  2,000,000)  “It’s  Great  to  ' 
Have  a Baby  in  Flint,  Adichigan,”  by  Jean  Liebman  Block.  ; 
Subtitle:  “A  city  famous  for  turning  out  sleek  automobiles  ; 
has  discovered  the  secret  of  producing  healthier  babies,  l 
happier  mothers — and  more  helpful  fathers.” 

Summary:  Reports  on  activities  of  the  Clara  Elizabeth  ; 
Fund  for  Adaternal  Health  which  offers  “young  adults  a ■ 
helping  hand  at  every  important  turn  of  their  lives  as  they  i 
pass  from  courtship  to  marriage,  to  pregnancy,  to  childbirth,  | 
to  adjustment  to  the  new  baby,  and  on  to  more  babies.”  | 

Readers  Digest,  November,  1954  (Cir.:  5,155,000)  “Islands 
of  Immunity — Adedicine’s  Adost  Amazing  Adystery,”  by  ' 
Eugene  H.  Payne,  m.d.  Subtitle:  “Deep  in  South  America  a i 
well  known  physician  found  nine  areas,  each  magically  free  : 
of  a major  disease.” 

Summary:  Digested  from  August  8,  1954  issue  of  This  ■ 
Week,  the  article  tells  about  villages  in  Brazil  each  immune 
“to  a particular  disease  that  challenges  modern  medicine: 
heart  disease,  cancer,  malaria,  hookworm,  tooth  decay, 
mental  illness.” 

Same  issue:  “Let’s  Stop  Abusing  Hospital  Insurance,”  by  ■ 
Blake  Clark.  Subtitle:  “Eree-loaders  are  driving  up  the  cost  : 
of  insurance.  Here’s  how  they  do  it — and  how  they  can  be  | 
stopped.” 
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Summary:  Points  up  abuses  of  healtli  insurance  resulting 
from  patients  going  into  hospitals  for  diagnosis  t)r  for  treat- 
ment  of  conditions  that  could  be  treated  at  home.  Based 
primarily  on  study  by  Micliigan  State  Medical  Association. 

Same  issue:  “An  Unforgettable  Character,”  bv  Robb 
M'hite.  Subtitle:  “One  of  the  South’s  greatest  physicians. 
Dr.  ‘Tom’  McIntosh  of  Tliomasville,  Ga.,  also  led  a secret 
life.” 

Summary:  A human  interest  story  of  a highly  skilled, 
warm-liearted  physician  who  devoted  his  lifetime  to  serving 
his  southern  Georgia  community. 

Look,  November  2,  1954  (Cir.:  3,399,000)  “iMy  Operation 
Under  Hypnosis.”  Subtitle:  “Janice  Easton,  a British  Nurse, 
says  it  was  like  a lovely  sleep.” 

Summarv':  The  nurse  describes  her  feelings  while  under- 
going a “serious  breast  operation”  for  an  hour  and  twenty 
minutes  without  anesthesia  except  hypnosis.  Despite  100 
stitches  she  felt  well  and  “had  no  memory  of  pain  or  un- 
pleasantness.” 

Look,  November  30,  1954  (On  news  stands  November  16) 
(Cir.:  3,400,000)  “The  Man  Behind  the  ‘Medic’.”  Subtitle: 
“A  writer  who  fascinates  audiences  with  medicine  lived  in 
hospitals  for  three  years  researching  TV  series.” 

Summary;  A short  picture  feature  showing  how  Jim 
Moser,  writer  of  “iMedic,”  boned  up  on  medical  subjects  so 
that  the  television  series  would  be  accurate. 

Saturday  Evetihig  Post,  November  6,  1954  (Cir.:  4,500,000) 
“Doctor  Kalmann’s  7,000  Twins,”  by  Morton  M.  Hunt. 

Summary:  “Every  year  Dr.  Franz  Josef  Kallmann  spends 
many  months  looking  for  twins — preferably  identical,  prefer- 
ably insane.  W’hy?  To  help  solve  the  ancient  riddle  Is  mental 
illness  a matter  of  heredity?  Here  are  some  of  the  startling 
results  of  his  adventures.” 

Same  issue:  “The  Doctor  Was  a Fake.” 

Summary:  No  medical  school  training,  no  license — yet 
Harold  Rain  practiced  as  a surgeon  and  a specialist  in 
obstetrics  and  gynecology  for  seven  years  in  eight  states. 
The  story  of  an  astounding  deceiver. 

Good  Housekeeping,  November.  1954  (Cir.:  3.410,000) 
“The  Handling  of  a Heart  Attack,”  by  Maxine  Davis.  Sub- 
title: “How  to  recognize  an  attack  and  basic  rules  for  what 
to  do.” 

Summary:  Some  misconceptions  about  heart  attacks  and 
common  causes  of  heart  disease  are  explained.  The  author 
tells  how  to  live  with  heart  trouble  and  what  to  do  in  case 
of  sudden  attack,  stressing  reliance  on  the  physician. 

Collier's,  November  12,  1954  (Cir.:  3,200,000)  “Should 

Blood  Banks  Make  Money?,”  by  Bill  Davidson.  Subtitle: 
“The  Red  Cross  and  doctors  say  no.  But  often  patients  pay 
high  prices.” 

Summary:  A Collier's  editor  reports  varied  blood  bank 
methods  that  have  sprung  up  since  the  end  of  World  War 
II,  pointing  out  abuses  and  attempts  being  made  to  straighten 
out  the  situation. 

Pageant,  November,  1954.  “The  World’s  Simplest  Diet,” 
by  Peter  Stevens.  Subtitle:  “Remember  one  simple  sentence 
and  lose  20  pounds  in  30  days.” 

Summary:  A mnemonic  for  remembering  22  “mustn’t 
touch”  foods  is  given.  The  author  says  other  rules  about 
calories,  etc.,  can  be  ignored  if  these  ii  foods  are  strictly 
avoided. 
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Same  issue:  “The  Second  Birth  of  Loren  Peck,”  by  Cal 
Bernstein. 

Summary:  A pliotographic  report  with  text  explaining 
Iiow  20  year  old  Loren  was  “rebuilt”  after  an  auto  accident 
which  left  him  partly  crippled  and  completely  without 
memory  following  a 6 month  coma. 

Coronet,  November,  1954  (Cir.:  2,795,000)  “Penicillin 

1 urns  Killer!,”  by  Lawrence  Galton. 

Summary:  Death  and  ill  effects  from  penicillin  are  report- 
ed and  causes  explained.  Steps  to  prevent  them  are  outlined 
and  the  author  suggests  that  the  lesson  of  penicillin  be 
applied  to  other  antibiotics  as  well. 


OUR  NEIGHBORS 
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Vermont 

Howard  J.  Farmer  of  St.  Johnsbury  was  installed 
as  president  of  the  Vermont  State  Medical  Society 
at  its  annual  meeting  in  October.  The  delegate  to 
the  Connecticut  State  Medical  Society  is  Francis 
Flerrick.  Dues  remain  at  $35. 

AAAAAAAAA>AAAAAAAAAAAAAAAAAAAAAAAAAAAAA> 

NEWS 

from  County  Associations 
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Fairfield 

William  Kaufman  of  Bridgeport,  president  of  the 
Academy  of  Psychosomatic  Medicine,  will  address 
the  Springfield  Branch,  American  Association  for 
the  Advancement  of  Science  on  “The  Dangers  of 
Psychosomatic  Diagnosis  Treatment”  at  the  Spring- 
field  Academy  of  Adedicine  on  February  8,  1955. 

Charles  Winfield  Perkins  of  Norwalk  died  in 
Baker  Ademorial  Hospital,  Boston  on  October  7.  Dr. 
Perkins  was  a radiologist  on  the  Norwalk  Hospital 
staff  and  former  chairman  of  the  Norwalk  Cancer 
Society. 

The  Bridgeport  Adedical  Association  held  their 
regular  monthly  meeting  at  the  auditorium  in 
Bridgeport  Hospital  on  the  evening  of  November  2. 
Dr.  Benjamin  I.  Ashe,  associate  clinical  professor  of 
medicine  at  Post  Graduate  Hospital,  New  York, 
spoke  on  the  “Everyday  Management  of  Diabetes 
Mellitus.” 

Adichael  Dean,  Joseph  DeLuca  and  Joseph  Adzima 
were  appointed  as  a nominating  committee  by  the 


Bridgeport  Medical  Association  to  select  a slate  of 
officers  for  the  year  1955  to  be  presented  at  the 
December  meeting  of  the  association. 

Hartford 

William  Beecher  Scoville  of  Hartford  discussed 
“Partial  Section  of  Proximal  Extracranial  Portion  of 
Seventh  Nerve  for  Facial  Spasm”  (see  Connecticut 
State  AdEDicAL  Jonrnal,  XVIII,  ii,  November 
1954)  at  the  Forum  on  Fundamental  Surgical  Prob- 
lems during  the  Clinical  Congress  of  the  American 
College  of  Surgeons  held  in  Atlantic  City,  Novem- 
ber 15-19. 

The  Hartford  County  chapter  of  The  American 
Academy  of  General  Practice  held  their  annual 
dinner  at  the  Staffer  Hotel  on  November  ii.  The 
guest  speaker  was  Rev.  Russell  Stafford,  president 
of  the  Hartford  Seminary  Foundation. 

Charles  T.  Schechtman  of  New  Britain  was  one 
of  the  speakers  at  the  testimonal  dinner  recently  held 
by  the  New  Britain  Dental  Society  in  honor  of  the 
dean  of  the  Baltimore  College  of  Dental  Surgery,  Dr. 
Adyron  S.  Aisenberg.  As  first  vice  president  of  the 
State  Medical  Society  Dr.  Schechtman  acted  as  the 
Society’s  official  representative. 

Burdette  Buck,  Clair  Rankin,  LeRoy  Wardner, 
Samuel  Rowley,  Egbert  Ad.  Andrews  and  E.  Adyles 
Standish,  all  members  of  the  Hartford  Hospital  staff, 
are  participating  in  a lecture  course  on  Tropical 
Hygiene  being  given  to  students  of  the  Kennedy 
School  of  Adissions  of  the  Hartford  Seminary 
Eoundation. 

WKNB-TV  is  programming  a series  of  6 five- 
minute  films  called  “What  To  Do”  which  deal  with 
household  medical  problems,  and  a fifteen  minute 
short  film  called  “A  Life  To  Save.”  All  films  have 
been  prepared  by  the  A Ad  A and  will  be  presented 
by  HCMA  as  a public  service  feature. 

Robert  J.  Adolloy,  a new  Hartford  County  Adedi- 
cal Association  member,  lectured  to  a group  of 
students  at  the  Hartford  High  School  adult  eve- 
ning program  on  “miracle  drugs.”  A joint  adult 
evening  program,  sponsored  by  Greater  Hartford 
Tuberculosis  and  Public  Health  Society  and  Hart- 
ford County  Adedical  Association  at  Hartford  High 
School,  covers  a six  week  lecture  period  running 
through  October  and  November.  Participating  in 
the  adult  evening  series  were:  Wilson  E.  Smith, 
October  6,  who  spoke  on  “You  Can  Weigh  What 
You  Want  To;”  A.  Arthur  Eierberg  who  spoke  on 
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“New'  Hope  For  Cancer  Control”  on  October  20; 
Charles  McLean  on  “Let  Your  Head  Rule  \our 
Heart,”  October  27;  Ludwig  Frank  on  “Emotional 
Problems,”  November  3;  and  James  S.  Missett  who 
will  close  the  series  with  “Activities— When  to  Slow 
Down.” 

Hosts  for  the  northeast  regional  meeting  of  the 
American  College  of  Physicians  were  the  Connecti- 
cut Fellows  and  Associates  of  the  American  College. 
John  C.  Leonard,  a governor  of  the  ACP,  presented 
the  greetings  to  the  guests  at  the  opening  of  the  first 
session.  Wilson  F.  Smith  w as  in  charge  of  the  scien- 
tific program.  Assisting  him  were  Samuel  Donner, 
Louis  Hastings,  William  J.  Lahey,  Edward  Nichols, 
Paul  H.  Tw  addle  and  Otto  G.  Wiedman.  In  charge 
of  entertainment  was  Walter  Weissenborn.  On  his 
committee  were:  Ralph  E.  Kendall,  Benjamin  White, 
George  A.  Wulp,  and  Arthur  B.  Landry. 

Isidore  Schnap,  chief  of  the  VA  Hygiene  Clinic, 
opened  the  seventh  annual  fall  series  of  lecture  and 
discussion  programs  on  “The  Psychology  of  Human 
Relations”  at  the  Adult  School  (Hartford).  This 
program  w as  sponsored  by  the  National  Conference 
of  Christians  and  Jew  s. 

John  B.  Griggs  w as  one  of  the  participants  in  the 
third  medical  conference  of  the  Muscular  Dystrophy 
Associations  of  America  recently.  He  was  a chair- 
man on  a symposium  on  clinical  management  of  this 
disease. 

Philip  J.  Aloorad  delivered  a paper  entitled 
“Medical  Management  of  Psychiatric  Problems”  to 
the  Alumna  Association  meeting  of  the  University 
of  Rochester  Medical  School. 

Roger  T.  Scully  and  Dr.  Erancis  S.  Buccheri  spoke 
to  the  New"  Britain  Cana  District  for  engaged  couples 
recently. 

Jacob  Mellion,  New  Britain  school  doctor,  has 
been  elected  chairman  of  a new^  health,  safety  and 
physical  education  council  of  the  school  department. 

Timothy  Curran  has  been  elected  a fellow  of  the 
American  Laryngological,  Rhinological  and  Oto- 
logical  Society. 

Francis  D.  T.  Bowen  has  been  reelected  a gov- 
ernor of  the  American  College  of  Chest  Physicians. 

Henry  R.  O’Brien,  a member  of  the  U.  S.  Public 
Health  Service,  Department  of  Health,  Education 
and  Welfare  in  Washington  has  written  an  article 
on  “International  Responsibilities  and  Opportunities 
in  Relation  to  Eoreign  Aledical  Education,”  pub- 
lished in  The  Journal  of  Medical  Education,  Adarch 
1054.  Dr.  O’Brien  continues  to  maintain  his  member- 
ship in  the  Connecticut  State  Medical  Society. 


Do  You  Face  This 
PROBLEM  ? 

Like  other  busy  people,  doctors  may  find  there 
“just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Flartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  w'ould  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet : “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1^92 

Member  Federal  Deposit  Insurance  Corporation 


Hartford  National  Bank  and  Trust  Company 
Main  and  Pearl  Streets 
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Thomas  J.  O’Connell  has  joined  the  staff  of  the 
Blue  Hills  Hospital  in  Hartford  as  a specialist  in 
internal  medicine.  Dr.  O’Connell  served  his  intern- 
ship at  St.  Francis  Hospital,  Hartford,  followed  by 
two  years  on  active  duty  with  the  U.  S.  Navy  at 
Quonset,  R.  I. 

Sister  Bernard  Mary,  administrator  of  St.  Francis 
Hospital,  Hartford  has  been  appointed  to  the  Na- 
tional Advisory  Heart  Council. 

Middlesex 

James  Cary,  who  had  been  associated  with  Alfred 
Sweet  for  several  years,  joined  a group  practice  in 
Ohio.  James  R.  Glessner,  Jr.  is  the  new  associate  of 
Dr.  Sweet. 

The  semi-annual  meeting  of  the  county  society 
was  held  at  Restland  Farms  in  Northford  on  October 
14.  D.  Olan  Meeker,  the  chairman  of  our  State 
Society  committee  on  legislation,  was  the  speaker 
of  the  evening.  His  topic  was  “Medical  Legisla- 
tion.” 

Julius  Grower  was  elected  president  of  the  Con- 
necticut Academy  of  General  Practice  at  the  recent 
annual  meeting  of  that  organization. 

New  Haven 

William  J.  German  was  co-author  with  Sidney 
N.  Paly  of  a paper  on  “Brain  Electrolyte  Patterns  in 
Response  to  Saline  and  ACTH”  presented  at  the 
Forum  on  Fundamental  Surgical  Problems  during 
the  Clinical  Congress  of  the  American  College  of 
Surgeons  held  in  Atlantic  City,  November  15-19. 

Paul  B.  Beeson,  Ensign  professor  of  medicine  and 
William  H.  Resnick,  associate  clinical  professor  of 
medicine,  Yale  University  School  of  Adedicine,  are 
listed  amona  the  editors  of  the  new  second  edition 
of  Harrison’s  Principles  of  Internal  iVIedicine. 

New  London 

At  last  month’s  regular  staff  meeting  of  the 
William  W.  Backus  H ospital  in  Norwich,  William 
Lord  reported  on  the  activities  of  the  second  cardio- 
logical congress  in  Washington.  This  month’s  pro- 
gram consisted  of  case  presentations  by  members  of 
the  various  services. 

At  the  monthly  dinner  lecture  of  the  Lawrence 
and  Ademorial  Hospital  on  October  2 1 Samuel 
Proger,  professor  of  medicine,  Tufts  College  Adedi- 
cal  School,  spoke  on  “Recent  Advances  in  Coronary 
Disease.” 


The  New  London  Chapter  of  the  Connecticut 
Heart  Association  held  its  monthly  lecture  on  Octo- 
ber 28  at  the  Lawrence  and  Alemorial  Hospital. 
Arthur  Girshman,  assistant  attending  physician  at 
Adt.  Sinai  Hospital,  New  Aork  and  instructor  in 
medicine  at  Columbia,  spoke  on  vector  cardiog- 
raphy. 

The  monthly  meeting  of  the  New  London  County 
Adedical  Association  was  held  November  4 at  the 
Adohican  Hotel.  William  T.  Eoley,  assistant  profes- 
sor of  medicine  at  Cornell,  spoke  on  anticoagulant 
therapy. 

Charles  Krinsky  has  been  appointed  to  the  ATter- 
ans  Committee  of  the  American  Psychiatric  Associa- 
tion. He  recently  returned  from  a meeting  of  that 
group  in  Washington. 

Clemens  E.  Prokesch,  m.d.  announces  the  opening 
of  his  office  for  the  practice  of  medicine  at  58  Hunt- 
ington Street,  New  London. 

The  October  issue  of  Cancer  Nenxs  carried  a 
photograph  of  the  staff  tumor  conference  at  Law- 
rence and  Ademorial  Hospitals,  New  London.  The 
picture  was  included  in  the  leading  article  entitled 
“Reward:  73,000  Saved  in  the  doctor’s  office.” 


NEW  BOOKS  IN  REVIEW 

THE  CONCEPT  OF  SCHIZOPHRENIA.  By  W.  F.  Mc- 

Aitley.  New  York:  Philosophical  Library.  1954.  pp.  143. 

$3-75- 

Reviewed  by  Ludwig  M.  Frank 

In  this  well  written  little  book,  Dr.  McAuley  summarizes 
the  present  knowledge  of  schizophrenia,  assesses  its  histor- 
ical background  and  evolution,  and  points  out  the  import- 
ance of  heredity  and  environment  in  its  development.  The 
book  is  aimed  at  two  groups  of  readers,  medical  students 
who  contemplate  specializing  in  psychiatry,  and  students 
who  are  preparing  for  examinations  in  psychological  medi- 
cine. 

An  excellent  historical  review  of  the  development  of 
the  concept  of  schizophrenia  is  provided.  In  this  review 
the  theories  of  Kraepelin  and  his  significant  predecessors 
are  exceptionally  well  summarized.  The  theories  of  Bleuler, 
Jung,  Adler,  Kretschmer,  Meyer  and  others  are  presented 
in  clear  concise  fashion.  The  role  of  heredity  in  schizo- 
phrenia is  surveyed  by  consideration  of  the  studies  of  Bar- 
ret, Myerson,  Rudin  and  principally  of  Kallman.  The  neuro- 
physiological theories  as  well  as  the  metabolic  theories 
associated  with  schizophrenia  are  well  surveyed  and  sum- 
marized and  the  need  for  further  definitive  research  along 
these  lines  is  indicated. 


E\V  BOOKS  IN  R E V I E W 
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Dr.  iMc.\ulcv,  who  is  both  a practicing  psychiatrist,  as 
well  as  a teacher,  leans  rather  heavily  on  a social-environ- 
mental e.xplanation  of  the  development  of  schizophrenia. 
In  his  chapter  on  this  topic  he  e.xpresses  some  of  his  per- 
sonal beliefs  and  thus  loses  some  of  the  objectivitv  pro- 
vided by  his  otherw  ise  well  documented  method  of  presen- 
tation. Such  statements  as  “iMan’s  chief  difference  from 
animals  is  that  he  has  a highly  develo[icd  nervous  control 
wdiich  is  used  to  develop  an  intricate  social  system  which 
modifies,  but  principally  masks,  the  influence  of  re[iroduc- 
tive  drives,"  seem  to  form  the  basis  of  the  concepts  he 
proposes.  Although  in  this  volume  the  dynamic  faulty 
adaptation  concept  is  espoused  to  be  a cardinal  point  in 
schizophrenia,  the  theories  of  such  significant  figures  as 
Sullivan,  Brody,  Rosen,  and  Fromm-Reichman  who  have 
recently  done  extensive  research  in  the  dynamics  of  schizo- 
phrenia are  not  mentioned.  The  theories  of  these  research- 
ers from  the  psychoanalytical  school  should  appear  in  any 
modern  compendium  on  schizophrenia. 

The  points  to  be  considered  in  making  the  diagnosis  of 
schizophrenia  are  clearly  enumerated  and  discussed  in  a 
concise  fashion.  This  discussion  will  be  of  particular  value 
to  the  students  towards  whom  this  book  is  directed.  Many 
psychiatrists  would,  however,  question  the  recommended 
use  of  intravenous  amytal  or  pentothal  to  demonstrate  the 
presence  of  hallucinations  or  delusions  as  recommended 
in  cases  of  doubtful  diagnosis. 

The  discussion  of  treatment  is  limited  to  insulin  coma 
therapy  and  leucotomy.  Little  or  no  mention  is  made  of 
the  use  of  electro-shock  therapy,  psychotherapy  and  reha- 
bilitation procedures  in  the  treatment  of  schizophrenia. 

All  in  all.  Dr.  McAuley  presents  in  this  little  book  an 
excellent  historical  perspective,  a well  documented  evalua- 
tion of  the  present  status  of  neurophysiological  and  meta- 
bolic research,  and  a good  chapter  about  making  the  diag- 
nosis of  schizophrenia.  The  more  recent  psychodynamic 
theories  of  schizophrenia  have  been  omitted.  Treatment 
methods  are  inadequately  presented  for  the  purposes  of  this 
book. 

PSYCHOANALYTIC  PSYCHIATRY  AND  PSYCHOL- 
OGY. Clinical  and  Theoretical  Papers,  Austen  Riggs 
Center.  Volume  i.  Edited  by  Robert  P.  Knight,  m.d. 
New  York:  International  Universities  Press,  Inc.  1954. 
391  pp.  16. 

Reviewed  by  J.  H.  Houck 

This  book  is  a collection  of  twenty-three  papers  by 
staff  members  of  the  Austen  Riggs  Center  at  Stockbridge. 
Of  these.  Dr.  Knight  himself  has  written  seven  and  Dr. 
David  Rapaport,  six.  The  other  contributors  are  Aaron 
Beck,  M.D.,  iVIargaret  Brenman,  ph.d.,  Erik  Erikson,  Aderton 
Gill,  M.D.,  Roy  Schafer,  ph.d.,  and  Allen  B.  Whellis,  m.d. 

The  volume  covers  a broad  range  of  topics  ranging  from 
“A  Critique  of  the  Present  Status  of  the  Psychotherapies” 
to  “Content  Analysis  in  the  Rorschach  Test.”  The  papers 
presented  were  chosen  in  the  words  of  the  editor  “because 
we  feel  that  they  begin  to  shape  up  into  an  expression  of 
a progressive  point  of  view  with  respect  to  theoretical  and 
i clinical  aspects  of  the  closely  related  fields  of  psychoanalytic 
' psychiatry  and  clinical  psychology.” 

The  book  is  divided — with  some  inevitable  overlapping — 
into  four  sections.  The  first  of  these  is  a broad  discussion 


For  truly  healthful  sleeping  comfort,  Sealy  has 
created  an  entirely  new  mattress,  designed  in  co- 
operation with  leading  Orthopedic  surgeons.  The 
patented  Posturepedic  coil,  "heart”  of  Sealy’s 
superior  support,  aid  true  spine-on-a-line  sleeping 
posture.  See  the  completely  different  Sealy  Posture- 
pedic today. 

Doctors  are  invited  to  inquire  about  the  professional 
discount  which  is  offered  on  the  purchase  of  a Sealy 
Posturepedic  for  the  doctor’s  personal  use  only. 

SEALY  MATTRESS  COMPANY 

■^9  Benedict  St.,  Waterbury  89,  Conn. 
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by  Dr.  Knight  on  “The  Present  Status  of  Organized  Psy- 
choanalysis in  the  United  States.”  The  others  are  labelled 
Clinical,  Cinical  Psychological  and  Theoretical.  It  is  inr 
dicative  of  the  solid  intellectual  calibre  of  the  Riggs  staff 
that  the  last  section  is  the  longest. 

Books  of  multiple  authorship  have  an  invariable  uneven- 
ness of  style,  content  and  logical  integrity,  hut  in  this  one 
Dr.  Knight  himself  sets  a very  high  standard  for  his  col- 
leagues. His  articles  are  distinguished  by  a straightforward 
simplicity  and  clarity  of  thought  which  is  regrettably  rare 
in  psychiatric  literature.  The  two  papers  on  psychotherapy 
in  particular  could  be  read  with  profit  by  every  psychiatric 
resident,  analytic  or  otherwise.  Even  more  useful  from  a 
clinical  point  of  view  are  the  two  articles  on  the  evaluation 
and  management  of  the  so-called  “borderline  states.” 

The  section  on  Clinical  Psychology  is  probably  by  de- 
sign the  smallest  of  the  three  major  portions.  In  it  Drs. 
Rapaport  and  Schafer  discuss  various  aspects  of  psycho- 
logical testing,  mainly  from  a theoretical  point  of  view. 
They  have  tried  faithfully  to  adhere  to  the  major  theme  of 
the  book  and  relate  their  work  to  the  larger  topic  of  diag- 
nostic and  therapeutic  psychiatry. 

In  the  final  portion  of  the  book  a good  deal  of  effort 
is  expended  in  the  direction  of  psychoanalytic  tlieory  and 
metapsychology.  Rapaport  in  particular  has  written  at 
length  although  his  articles,  perhaps  because  of  their  con- 
tent, are  the  most  difficult  to  read.  Though  he  makes  no 
claims  to  have  said  the  last  word  on  these  topics,  his  efforts 


to  base  psychoanalysis  firmly  upon  a solid  academic  founda- 
tion deserve  attention. 

Notable  throughout  all  of  this  volume  is  the  emphasis 
upon  the  various  aspects  of  ego  psychology.  As  the  writers 
point  out,  this  represents  a fairly  major  change  of  focus 
in  recent  years,  so  that  the  comments  upon  ego  strength, 
ego  autonomy,  etc.,  should  be  of  interest  to  those  who  have 
been  following  this  development  of  psychoanalytic  theory. 

This  is  a work  of  major  proportions  for  a number  of 
reasons.  Not  least  of  these  is  the  implicit  and  explicit  effort 
at  integrating  the  various  psychiatric  disciplines  in  the  in- 
terests of  dynamic  psychiatry  as  a whole.  Dr.  Knight  is 
a psychoanalyst  and  proud  of  it,  but  he  presents  an  unusu- 
ally realistic  approach  to  the  virtues  and  limitations  of  the 
psychoanalytic  technique  and  documents  concisely  the  miod- 
ern  trend  towards  a broader  integration  of  theoretical  and 
clinical  psychiatric  concepts. 

USES  OF  WINE  IN  MEDICAL  PRACTICE  (A  SUM- 
MARY). Wine  Advisory  Board:  San  Francisco,  Calif or- 
nia.  1954.  42  pp. 

This  in  an  interesting  and  authoritative  booklet  covering 
chemical  constituents  of  wines,  wine  and  nutrition,  wine 
in  gastroenterology,  cardiology,  urology,  neurology  and 
psychiatry,  in  geriatrics  and  the  treatement  of  the  con- 
valescent, in  the  treatment  of  diabetes,  in  the  control  of 
infections,  and  in  pharmacy.  It  contains  an  extensive  bibli- 
ography. 
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